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NOTICE OF A
REGULAR MEETING OF THE
CALOPTIMA BOARD OF DIRECTORS

THURSDAY, OCTOBER 6, 2016
2:00 p.M.

505 CitY PARKWAY WEST, SUITES 108-109
ORANGE, CALIFORNIA 92868

BOARD OF DIRECTORS

Mark Refowitz, Chair Lee Penrose, Vice Chair
Supervisor Lisa Bartlett Supervisor Andrew Do
Ria Berger Ron DiLuigi
Dr. Nikan Khatibi Alexander Nguyen, M.D.
J. Scott Schoeffel Paul Yost, M.D.

Supervisor Todd Spitzer, Alternate

CHIEF EXECUTIVE OFFICER CHIEF COUNSEL CLERK OF THE BOARD
Michael Schrader Gary Crockett Suzanne Turf

This agenda contains a brief description of each item to be considered. Except as provided by law, no
action shall be taken on any item not appearing on the agenda. To speak on an item, complete a Public
Comment Request Form(s) identifying the item(s) and submit to the Clerk of the Board. To speak on a
matter not appearing on the agenda, but within the subject matter jurisdiction of the Board of
Directors, you may do so during Public Comments. Public Comment Request Forms must be submitted
prior to the beginning of the Consent Calendar, the reading of the individual agenda items, and/or the
beginning of Public Comments. When addressing the Board, it is requested that you state your name for
the record. Address the Board as a whole through the Chair. Comments to individual Board Members
or staff are not permitted. Speakers are limited to three (3) minutes per item.

In compliance with the Americans with Disabilities Act, those requiring accommodations for this
meeting should notify the Clerk of the Board's Office at (714) 246-8806, at least 72 hours prior to the
meeting.

The Board Meeting Agenda and supporting documentation is available for review at CalOptima, 505
City Parkway West, Orange, CA 92868, Monday-Friday, 8:00 a.m. — 5:00 p.m. The Board Meeting
Agenda and supporting materials are also available online at www.caloptima.org. Board meeting
audio is streamed live at https://caloptima.org/en/AboutUs/BoardMeetingsLive.aspx

CALL TO ORDER
Pledge of Allegiance
Establish Quorum

PRESENTATIONS/INTRODUCTIONS
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MANAGEMENT REPORTS
1. Chief Executive Officer Report
a. California Children’s Services Program
b. National Committee for Quality Assurance (NCQA) Rating
C. Program of All-Inclusive Care for the Elderly (PACE)
d. Strategic Plan

@

Key Meetings

PUBLIC COMMENTS

At this time, members of the public may address the Board of Directors on matters not appearing on the
agenda, but within the subject matter jurisdiction of the Board of Directors. Speakers will be
limited to three (3) minutes.

CONSENT CALENDAR

2. Minutes

a. Approve Minutes of the September 1, 2016 Regular Meeting of the CalOptima Board of
Directors

b. Receive and File Minutes of the May 18, 2016 Regular Meeting of the CalOptima Board
of Directors' Quality Assurance Committee, May 19, 2016 Regular Meeting of the
CalOptima Board of Directors' Finance and Audit Committee, August 11, 2016 Meeting
of the CalOptima Board of Directors’ Provider Advisory Committee, August 25, 2016 and
June 23, 2016 Meetings of the CalOptima Board of Directors’ OneCare Connect Cal
MediConnect Plan (Medicare-Medicaid Plan) Member Advisory Committee

Consider Reappointment to the CalOptima Board of Directors’ Investment Advisory Committee

Consider Authorizing Contract to Conduct a Medical Loss Ratio Audit of CalOptima’s Contracted
Health Networks Participating in the Medi-Cal and OneCare Connect Programs and Approve
Budget Allocation

Consider Revisions to the FY 2016-17 Board of Directors' Quality Assurance Committee Meeting
Schedule

Consider Approval of Amendment to the 2016 Quality Improvement Program Description
Regarding Culturally Competent Access and Delivery of Services

Consider Approval of Amendment to the Measurement Year 2016 Pay for Value Program Payment
Methodology for Medi-Cal

Consider Approval to Distribute Provider Payments that Support Initiatives to Reduce 30-Day All
Clause (Non Maternity Related) Avoidable Hospital Readmissions for Medi-Cal

Consider Authorization to Expend Intergovernmental Transfer (IGT) 1 Funds to Expand the Child
and Adolescent Components of the Shape Your Life Weight Management Program for CalOptima
Medi-Cal Members and Contracts with Vendor(s) to Provide Weight Management Program
Interventions
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REPORTS

10.

1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Consider Amendment of Heritage Provider Network (Heritage) Medi-Cal Full-Risk Health Network
Contract to Extend Agreement, and Consider Rates of Payment for Medi-Cal Expansion Members
Assigned to Heritage During the Extension Period

Consider Amendment of the Arta Western Health Network, Monarch Family HealthCare, Noble Mid-
Orange County, Prospect Medical Group, Talbert Medical Group, United Care Medical Network and
Alta Med Health Services Medi-Cal Shared Risk Health Network Contracts to Extend These
Agreements, and Consider Rates of Payment for Medi-Cal Expansion Members Assigned to These
Health Networks During the Extension Period

Consider Amendment of the AMVI Care Health Network, CHOC Health Alliance, CHOC Hospital,
Family Choice Health Network, OC Advantage and Fountain Valley Hospital Medi-Cal Physician
Hospital Consortium Health Network Contracts to Extend These Agreements, and Consider Rates of
Payment for Medi-Cal Expansion Members Assigned to These Health Networks During the Extension
Period

Consider Authorizing Modifications to CalOptima’s Payment Process to Long-Term Care (LTC)
Facilities and Hospice Agencies for LTC Services; Amend Contracts with LTC Facilities to Allow
CalOptima to Offset Overpayments from Future Payments and to Establish Repayment Plans Should
Recoupment of Overpayment Result in Financial Burden to LTC Facilities

Consider Authorizing Extension of Existing Transportation Contract for CalOptima Program of All-
Inclusive Care for the Elderly (PACE)

Consider Authorizing Contract with Risk Adjusted Factor (RAF) Vendor for CalOptima’s Program of
All-Inclusive Care for the Elderly (PACE) and Related Expenditures

Consider Adoption of Resolution Approving Updated Human Resources Policy GA.8058: Salary
Schedule and Approve Proposed Market Adjustments

Consider Authorizing Employee and Retiree Group Health Insurance and Updated Employer
Contribution Level

Consider Chairperson and Vice Chair Person Appointments to the CalOptima Board of Directors’
OneCare Connect Cal MediConnect Member Advisory Committee and the Provider Advisory

Committee

Consider Authorization of Expenditures in Support of CalOptima’s Participation in the Vietnamese
Physician Association of Southern California (VPASC) Foundation’s Free Health Fair

Consider Approval of Reforecasted CalOptima Fiscal Year 2016-17 Operating Budget

Receive and File the Fiscal Year 2016 CalOptima Audited Financial Statements
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22. Acting as the CalOptima Foundation: Receive and File CalOptima Foundation FY 2016 Audited
Financials

23. Consider Options for Managed Behavioral Health Organization (MBHO) Benefit and Contract(s)
Effective January 1, 2017

24. Consider Chief Executive Officer and Chief Counsel Performance Evaluation and Compensation (zo
follow closed session)

ADVISORY COMMITTEE UPDATES
25. Provider Advisory Committee Update

26. OneCare Connect Cal MediConnect (Medicare and Medicaid Plan) Member Advisory Committee
Update

27. Member Advisory Committee Update

INFORMATION ITEMS

28. August 2016 Financial Summary
29. Compliance Report
30. Federal and State Legislative Advocates Reports

31. CalOptima Community Outreach and Program Summary

BOARD MEMBER COMMENTS AND BOARD COMMITTEE REPORTS

CLOSED SESSION

CS1 CONFERENCE WITH LEGAL COUNSEL—ANTICIPATED LITIGATION: Significant
exposure to litigation pursuant to Government Code section 54956.9, subdivision (d)(2): (One
case)

CS 2 Pursuant to Government Code Section 54957, PUBLIC EMPLOYEE PERFORMANCE
EVALUATION (Chief Executive Officer)

CS 3 Pursuant to Government Code Section 54957.6, CONFERENCE WITH LABOR
NEGOTIATORS
Agency Designated Representatives: (Mark Refowitz and Lee Penrose)
Unrepresented Employee: (Chief Executive Officer)
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CS 4 Pursuant to Government Code Section 54957, PUBLIC EMPLOYEE PERFORMANCE
EVALUATION (Chief Counsel)

CS 5 Pursuant to Government Code Section 54957.6, CONFERENCE WITH LABOR
NEGOTIATORS

Agency Designated Representatives: (Mark Refowitz and Lee Penrose)
Unrepresented Employee: (Chief Counsel)

ADJOURNMENT

NEXT REGULAR MEETING: Thursday, November 3, 2016 at 2:00 p.m.




[@, CalOptima

APublic Agency Better. Together.

MEMORANDUM
DATE: October 6, 2016
TO: CalOptima Board of Directors
FROM: Michael Schrader, CEO
SUBJECT: CEO Report
COPY: Suzanne Turf, Clerk of the Board; Member Advisory Committee; Provider

Advisory Committee; OneCare Connect Member Advisory Committee

California Children’s Services (CCS) Program

On September 25, Gov. Brown signed SB 586 into law, authorizing implementation of the
Whole Child Model (WCM) for the CCS program no earlier than July 1, 2017. In selected
counties, including Orange, this will transition CCS from a fee-for-service system run by
counties to a benefit administered by Medi-Cal managed care plans. CalOptima will be
responsible for providing most CCS services to approximately 11,810 members. We will also be
responsible for establishing a local stakeholder process, including two new advisory committees.
Many of the CCS services currently administered by the Orange County Health Care Agency
will transition to CalOptima, such as care coordination, case management, service authorizations
and provider referrals. However, some services will continue to be carved out of the WCM, such
as CCS eligibility determinations, Medical Therapy Unit services and neonatal intensive care
services. SB 586 also spells out other provisions of the transition, such as member notices,
continuity of care rules and reporting requirements. During the past several months, CalOptima
has been actively collaborating with state regulators and county officials to prepare for the
change. We will keep your Board informed about our progress, as CalOptima works to ensure
Orange County’s CCS children experience a smooth transition.

National Committee for Quality Assurance (NCQA) Rating

CalOptima is California’s top Medi-Cal plan for the third year in a row, according to the
NCQA'’s Medicaid Health Insurance Plan Ratings 2016-2017. CalOptima received a score of 4
out of 5 — the highest score awarded to any Medi-Cal plan in the state. Further, only 15
Medicaid plans of the 171 reviewed nationwide scored higher. The ratings are based on three
major performance categories: consumer satisfaction, prevention and treatment. CalOptima
shared news about our top-plan status with our employees and community widely, using a
variety of communications channels, including press releases, social media postings, emailed
memos and an electronic newsletter. Health network partners, providers, community-based
organizations and elected officials all received our message, and the congratulatory responses
were gratifying! We will continue spreading the word using a custom graphic and tagline of
“CalOptima Qualityx3: Top Medi-Cal Plan in California Three Years and Counting!”

Program of All-Inclusive Care for the Elderly (PACE)

CalOptima PACE enjoyed two successes in September: a positive regulatory audit and a
proposed rate increase. On September 1, PACE completed its third audit in three years with good

Back to Agenda
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results. The auditors’ preliminary findings showed that out of 14 elements (four operational and
10 clinical), PACE met 11. Three elements had findings:
e Transportation: Prior to the audit, PACE self-disclosed issues with the transportation
program for exceeding the one-hour time limit.
e Infection Control: The glucometer disinfection process was deemed out of compliance
with manufacturer recommendations.
e Quality: This finding also involved transportation and the level of oversight of the
transportation vendor.
A final report is due in early October, and PACE will have 30 days to respond with a corrective
action plan. Overall, the auditors were complimentary about our center and staff, noting that the
program has come a long way in three years. Separately and for some time, CalOptima has been
advocating for better PACE rates, based on the fact that our rates are among the lowest in the
state. On September 20, the Department of Health Care Services (DHCS) responded with an
increase to the PACE Medi-Cal rate for Calendar Year 2016. These rates are preliminary and
awaiting federal approval. Our finance team is in the process of assessing the new rate’s impact
on overall financial performance. Medi-Cal represents about 68 percent of total PACE revenue,
and the rest is Medicare. CalOptima is also taking an active approach to boosting PACE
Medicare revenue by more fully capturing and reporting the acuity of our dual eligible PACE
participants. I will keep your Board informed as the financial status of PACE crystallizes.

Strategic Plan

Work on CalOptima’s next three-year strategic plan will continue with a special Board strategic
planning session on Thursday, November 3, immediately following the regular Board meeting.
Bobbie Wunsch of Pacific Health Consulting Group will facilitate the session, and DHCS
Director Jennifer Kent will be guest speaker. To prepare, I plan to meet with individual Board
members this month to lay the groundwork for the session and share the draft framework of the
strategic plan that staff previously developed with Ms. Wunsch. After the November 3 session,
the goal is to bring a final strategic plan for approval at your December meeting.

Key Meetings

e UCI Health: On September 2, as part of a continuing series of quarterly meetings, Dr.
Richard Helmer, Ladan Khamseh and I met with the leadership team from UCI Health,
including CEO Howard Federoff, CFO Jay Sial and others. Leaders are interested in
increasing UCI’s collaboration with CalOptima in the area of population health.

e Orange County Business Council (OCBC) Board of Directors: The OCBC is a leading
organization in the local business community. I serve on the Board along with a number of
other health care leaders from organizations such as CHOC and UCI. Monthly Board
meetings address a variety of business topics, often including issues in the health care
industry. The September 8 meeting touched on the tobacco tax initiative, which is on the
November ballot and may help increase funding for Medi-Cal.

e Regional Center of Orange County (RCOC): On September 9, Dr. Helmer, Dr. Donald
Sharps and I met with RCOC leaders to share an update regarding the transition of Applied
Behavior Analysis services from RCOC to CalOptima Medi-Cal. From February to
September, nearly 1,300 children have transitioned, and the process in nearly complete, with
fewer than 100 children remaining to be transitioned.

Back to Agenda
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Health Network [eadership Meeting: On September 20, CalOptima executives and network
management staff met with 18 leaders from our contracted health network partners. The
agenda included discussion of CalOptima’s financial reserve requirements and upcoming
audit of networks’ medical loss ratio along with updates about quality and compliance issues.
These CalOptima-network leadership meetings are tentatively planned to continue on a
quarterly basis.

Hospital Association of Southern California (HASC): On September 22, I facilitated a group
discussion about patient education, navigation and coordination at the third HASC-sponsored
Medi-Cal Task Force meeting. The group agreed that better patient education and care
coordination leads to appropriate use of emergency rooms and prevents readmissions. To that
end, I shared some of CalOptima’s efforts in educating new moms, because the highest use
of emergency rooms is in infants and children up to age 2, and in planning better hospital
discharges, which prevents readmission. The participants discussed activities at their
organizations and ideas for collaboration between hospitals and health plans. The task force
meetings gather leaders from Southern California hospitals, public managed care plans and
providers to create recommendations that will improve local delivery systems, develop a
common policy agenda and forge an advocacy platform for HASC to use at the state level.
The final task force meeting this month will summarize ideas from prior meetings and
establish next steps.

Back to Agenda
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California Children’s Services (CCS)

« SB 586 authorizes the transition of CCS In certain
counties to the Whole Child Model, which aims to deliver
coordinated care for children with chronic conditions

* Responsibility for CCS services shifts from counties to
managed care plans
» No sooner than July 1, 2017

e CalOptima will coordinate efforts with Orange County
Health Care Agency to ensure a smooth transition
» Approximately 12,000 children

2
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PACE Rates

o Advocacy efforts resulted in a proposed increase to
PACE Medi-Cal rates from the state
» Effective Calendar Year 2016
» Awaiting federal approval

* Financial analysis of the impact of this increase underway

. [@. CalOptima
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Strategic Plan 2016-19

e October: Individual Board member briefings about draft
strategic plan framework

 November 3: Strategic planning session with full Board

» Facilitator: Bobbie Wunsch, Partner, Pacific Health Consulting
Group

» Guest Speaker: Jennifer Kent, Director, Department of Health
Care Services

 December 1: Board approval of strategic plan

BT e [@. CalOptima
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Top NCQA Rating

CaIOptlmaI Ityx3

Top Medi-Cal Plan in California Three Years and Counting!
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MINUTES

REGULAR MEETING
OF THE
CALOPTIMA BOARD OF DIRECTORS

September 1, 2016

A Regular Meeting of the CalOptima Board of Directors was held on September 1, 2016, at
CalOptima, 505 City Parkway West, Orange, California. Chair Mark Refowitz called the meeting to
order at 2:02 p.m. Vice Chair Penrose led the Invocation, and Supervisor Do led the Pledge of
Allegiance.

ROLL CALL

Members Present: Mark Refowitz, Chair (non-voting); Lee Penrose, Vice Chair; Supervisor Lisa
Bartlett (at 2:11 p.m.), Ria Berger, Ron DiLuigi, Supervisor Andrew Do,
Alexander Nguyen, M.D., Scott Schoeffel, Paul Yost, M.D.

Members Absent: Dr. Nikan Khatibi

Others Present: Michael Schrader, Chief Executive Officer; Gary Crockett, Chief Counsel,
Richard Helmer, Chief Medical Officer; Ladan Khamseh, Chief Operating
Officer; Len Rosignoli, Chief Information Officer; Suzanne Turf, Clerk of the
Board

Chair Refowitz announced the following change to the agenda: Item 6, Authorize Updated Financial
Terms for Lease of Olffice Space at 1 City Boulevard West, Orange, California, was continued to a
future Board meeting.

MANAGEMENT REPORTS

1. Chief Executive Officer (CEO) Report

CEO Michael Schrader reported that the PACE Modernization Act was recently signed by the
governor as part of a state budget health trailer bill. The PACE Modernization Act will introduce a
new process for calculating PACE reimbursement rates to account for geographic rate disparity and
actual cost data for each PACE center. It was noted that CalOptima’s Medi-Cal rates for PACE are
among the lowest in the state. CalOptima will continue to work with CalPACE and the state as the
new methodology is developed.

Mr. Schrader provided a brief overview of CalOptima’s participation in various state associations
including CalPACE, the California Association of Health Plans, and Local Health Plans of
California. Additionally, CalOptima’s federal and state advocates, James McConnell and Edelstein
Gilbert Robson & Smith, respectively, represent CalOptima in legislative and regulatory matters.

It was also announced that CalOptima achieved a “Commendable” rating from the National
Committee for Quality Assurance (NCQA), based on CalOptima’s 2016 results for service and
clinical quality that meet or exceed NCQA'’s rigorous requirements for consumer protection and
quality improvement.

Back to Agenda
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PUBLIC COMMENTS
There were no requests for public comment.

CONSENT CALENDAR

2. Minutes
a. Approve Minutes of the August 4, 2016 Regular Meeting of the CalOptima Board of
Directors; and
b. Receive and File Minutes of the June 9, 2016 Meeting of the CalOptima Board of Directors’
Provider Advisory Committee

Action: On motion of Supervisor Do, seconded and carried, the Board of Directors
approved the Consent Calendar as presented. (Motion carried 8-0-0;
Director Khatibi absent)

REPORTS

3. Consider Authorization of Contract with a Managed Behavioral Health Organization (MBHO)
Effective January 1, 2017 and Contract with Consultant to Assist with MBHO Contract
Implementation; Consider Authorization of Extension of Current Behavioral Health Contracts with
College Health Independent Practice Association and Windstone Behavioral Health

Director Schoeffel did not participate in this item due to potential conflicts of interest and left the
room during the discussion and vote.

Richard Helmer, M.D., Chief Medical Officer, presented the following recommended actions for
consideration: 1) Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel,
to enter into contract within 30 days with Magellan Health, Inc. to provide behavioral health services
for CalOptima Medi-Cal, OneCare, and OneCare Connect members effective January 1, 2017, for a
three (3) year term with two additional one-year extension options, each exercisable at CalOptima's
sole discretion; contract with a consultant(s) in an amount not to exceed $50,000, to assist with the
implementation of the Behavioral Health MBHO contract; and extend the current contracts with
College Health Independent Practice Association (CHIPA) and Windstone Behavioral Health
(Windstone) for up to six months, if necessary; and 2) Direct the CEO to return to the Board with
further recommendations in the event that a contract is not finalized with Magellan within 30 days.

Dr. Sharps presented a brief overview of the Behavioral Health Services at CalOptima, the Request
for Proposal process, and evaluation results. As proposed, the contract with Magellan Health will
meet CalOptima’s goal of integration of care, regulatory compliance, operational efficiency,
administrative simplification, best practices, as well as overall reasonableness of price.

After considerable discussion of the matter, the Board took the following action.
Action: On motion of Supervisor Bartlett, seconded and carried, the Board of
Directors: 1) Authorized the CEO, with the assistance of legal counsel, to

enter into a contract within 30 days with Magellan Health, Inc., to provide
behavioral health services for CalOptima Medi-Cal, OneCare, and OneCare

Back to Agenda
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Connect members effective January 1, 2017, for a three-year term with two
additional one-year extension options, each exercisable at CalOptima’s sole
discretion; contract with a consultant(s) in an amount not to exceed
$50,000, to assist with the implementation of the Behavioral Health MBHO
contract; and extend the current contracts with College Health Independent
Practice Association (CHIPA) and Windstone Behavioral Health
(Windstone) for up to six months, if necessary; and 2) Direct the CEO to
return to the Board with further recommendations in the event that a
contract is not finalized with Magellan within 30 days. (Motion carried 7-0-
0; Directors Khatibi and Schoeffel absent)

4. Consider Authorization of Contract with Gym Benefit Vendor for OneCare and OneCare Connect
Ladan Khamseh, Chief Operating Officer, presented the recommended action to authorize the CEO,
with the assistance of legal counsel, to enter into an agreement with American Specialty Health to
serve as CalOptima’s Gym Benefit Vendor for OneCare Connect and OneCare members effective
January 1, 2017. The contract is for a two-year term with three additional one-year extension options,
each exercisable at CalOptima’s sole discretion.

Action: On motion of Vice Chair Bartlett, seconded and carried, the Board of
Directors authorized the CEOQ, with the assistance of legal counsel, to enter
into an agreement with American Specialty Health to serve as CalOptima’s
Gym Benefit Vendor for OneCare Connect and OneCare members effective
January 1, 2017, for a two-year term with three additional one-year
extension options, each exercisable at CalOptima’s sole discretion. (Motion
carried 7-0-0; Supervisor Do and Director Khatibi absent)

5. Consider Extension of Contracts Related to CalOptima’s Core Systems

Len Rosignoli, Chief Information Officer, presented the following recommended actions: 1)
Authorize the CEO to extend the contracts with the following vendors through the dates indicated in
Tables 1, 2, and 3: Burgess-Burgess Reimbursement System, Medicare/Medi-Cal fee schedules and
claims pricing; Meddecision, Provider Portal (CalOptima Link); Edifecs-XEngine, claims electronic
transaction standardization tool; Microstrategy, enterprise business analytics and intelligence; Office
Ally, claims clearinghouse; Change Healthcare, claims clearinghouse; HMS, Medi-Cal cost
containment; SCIO Health Analytics-My Socrates, third party liability and subrogation recovery
services; OptumlInsight, credit balance recovery services; MCG-CareWebQl, evidence-based clinical
guidelines; Intelli-Flex, telephone system and supporting customer service applications; TW
Telecom/Level III, CalOptima’s carrier for telecommunications as well as Internet connectivity; and
2) Authorize payment of maintenance and support fees to these vendors through the dates and up to
the amounts indicated in Tables 1, 2, and 3.

Action: On motion of Director DiLuigi, seconded and carried, the Board of
Directors: 1) Authorized the CEO to extend contracts with Burgess-Burgess
Reimbursement System, Meddecision, Edifecs-XEngine, Microstrategy,
Office Ally, Change Healthcare, HMS, SCIO Health Analytics-My Socrates,
OptumlInsight, MCG-CareWebQl, Intelli-Flex, and TW Telecom/Level 111
through the dates indicated in Tables 1, 2 and 3; and 2) Authorized payment
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of maintenance and support fees to these vendors through the dates and up
to the amounts indicated in Tables 1, 2 and 3. (Motion carried 8-0-0;
Director Khatibi absent)

6. Authorize Updated Financial Terms for Lease of Office Space at 1 City Boulevard West, Orange.
California
This item was continued to a future Board of Directors meeting.

7. Consider Authorization of an Expenditure in Support of the Development of an Orange County
Strategic Plan for Aging, in Partnership with Alzheimer’s Orange County, the County of Orange
Health Care Agency, Orange County United Way and Other Community Partners

Phil Tsunoda, Public Policy and Public Affairs Executive Director, presented the following
recommended actions for Board consideration: 1) Authorize an expenditure of $10,000 from existing
reserves to support the development of an Orange County Strategic Plan for Aging (OCSPA) in
partnership with Alzheimer’s Orange County, the County of Orange Health Care Agency, Orange
County United Way and other community partners; 2) Make a finding that such expenditure is for a
public purpose and in furtherance of CalOptima’s mission and statutory purpose; and 3) Authorize
the Chief Executive Officer to execute agreements as necessary for the planning and development of
the OCSPA.

After discussion of the matter, the Board took the following action.

Action: On motion of Supervisor Bartlett, seconded and carried, the Board of
Directors: 1) Authorized an expenditure of $10,000 from existing reserves to
support the development of an Orange County Strategic Plan for Aging
(OCSPA) in partnership with Alzheimer’s Orange County, the County of
Orange Health Care Agency, Orange County United Way and other
community partners; 2) Made a finding that such expenditure is for a public
purpose and in furtherance of CalOptima’s mission and statutory purpose;
and 3) Authorized the CEO to execute agreements as necessary for the
planning and development of the OCSPA. (Motion carried 8-0-0; Director
Khatibi absent)

8. Consider Authorization of Expenditures in Support of CalOptima’s Participation in Community
Events

Vice Chair Penrose commented on the need to develop criteria for event participation. Chair
Refowitz responded that an ad hoc will be appointed to review the events policy and provide
guidance and recommendations for Board consideration.

Action: On motion of Director Schoeffel, seconded and carried, the Board of
Directors: 1) Authorized expenditures for CalOptima’s participation in the
Sfollowing community events: up to $1,000 and staff participation at the 12"
Annual NAMIWalks Orange County on Saturday, October 1, 2016 in Irvine;
up to $1,000 and staff participation at the 4" Orange County Women’s
Health Summit on Friday, October 21, 2016 at Cal State University,
Fullerton; up to $1,000 and staff participation at the 2016 California
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Association for Adult Day Services Fall Conference and Annual Meeting on
Wednesday, November 16 through Friday, November 18, 2016 in Garden
Grove; 2) Made a finding that such expenditure is for a public purpose and
in furtherance of CalOptima’s mission and statutory purpose; and 3)
Authorized the CEO to execute agreements as necessary for the events and
expenditures. (Motion carried 8-0-0; Director Khatibi absent)

9. Consider Adoption of Resolution Approving Updated Human Resources Policy GA.8058: Salary
Schedule and Approve Proposed Market Adjustments

Action: On motion of Vice Chair Penrose, seconded and carried, the Board of
Directors adopted Resolution No. 16-091, Approving CalOptima’s Updated
Human Resources Policy GA.8058: Salary Schedule, and approved
proposed market adjustments for various positions as presented. (Motion
carried 8-0-0; Director Khatibi absent)

ADVISORY COMMITTEE UPDATES

10. Member Advisory Committee (MAC) Update

Mallory Vega, MAC Chair, provided an update on the recruitment efforts related to the vacant
Recipients of CalWORKSs MAC seat that ended on August 1, 2016, including outreach to community
stakeholders and agencies that work with this population, notification to the CalOptima Board, and
placement of vacancy notices on the CalOptima website. CalOptima received four applications from
interested candidates. Recommendations will be presented to the Board for consideration at a future
meeting.

11. Provider Advisory Committee (PAC) Update

Jenna Jensen, PAC Chair, reported on the activities at the August 11, 2016 PAC meeting, including
presentations by Liberty Dental on OneCare Connect dental benefits, the SCAN Foundation
regarding a survey on California’s Coordinated Care Initiative, and the lllumination Foundation on
the safety net system for the county’s homeless population. The PAC also received updates on
current Medical Affairs initiatives and Medi-Cal quality improvement performance measures for
pediatric and adult care utilizing CalOptima’s contracted health networks.

12. OneCare Connect Cal MediConnect (Medicare and Medicaid Plan) Member Advisory
Committee (OCC MAC) Update

Patty Mouton, OCC MAC Chair, reported that a quorum was not reached at the Committee’s
scheduled July 28, 2016 meeting.

INFORMATION ITEMS

The following Information Items were accepted as presented:
13. July 2016 Financial Summary

14. Compliance Report

16. CalOptima Community Outreach and Program Summary
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Minutes of the Regular Meeting of the
CalOptima Board of Directors
September 1, 2016

Page 6

15. Federal and State Legislative Advocates Reports

Trent Smith of Edelstein Gilbert Robson & Smith presented an overview of legislative activities and
lobbying efforts at the state level during the past year, including the PACE Modernization Act, the
Managed Care Organization Tax, and California Children’s Services program reform.

BOARD MEMBER COMMENTS AND BOARD COMMITTEE REPORTS
Members of the Board congratulated staff and CalOptima’s provider partners on achieving NCQA
Commendable status.

Supervisors Do and Bartlett reported that the Orange County Board of Supervisors recently approved
$3 million in funding to expand crisis stabilization services in Orange County.

Chair Refowitz announced the formation of and appointments to the following ad hoc committees:
1) Health Network Contracts — Medi-Cal Expansion Population Ad Hoc, Directors Berger, Khatibi
and Refowitz; 2) Health Network Payments to Providers/Medical Loss Ratio Ad Hoc, Directors
Berger, DiLuigi, and Yost; 3) Events Policy Ad Hoc, Supervisors Bartlett and Do, Vice Chair
Penrose, and Director Nguyen; and 4) Intergovernmental Transfers (IGT) Ad Hoc, Supervisor Do,
and Directors Nguyen and Schoeftel.

ADJOURN TO CLOSED SESSION

The Board adjourned to closed session at 3:50 p.m. pursuant to Government Code Section 54956.9,
subdivision (d)(2), Conference with Legal Counsel — Anticipated Litigation: Significant exposure to
litigation (one case).

The Board of Directors reconvened to open session at 5:03 p.m. with no reportable action taken.

ADJOURNMENT
Hearing no further business, the meeting was adjourned at 5:03 p.m.

/s/ Suzanne Turf
Suzanne Turf
Clerk of the Board

Approved: October 6, 2016
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QUALITY ASSURANCE COMMITTEE

CALOPTIMA
505 CitY PARKWAY WEST
ORANGE, CALIFORNIA

May 18, 2016

CALL TO ORDER
Chair Viet Van Dang, M.D., called the meeting to order at 5:33 p.m., and led the Pledge of Allegiance.

Members Present: Viet Van Dang, M.D., Chair; Ellen Ahn; Tricia Nguyen

Members Absent:  Theresa Boyd; Samara Cardenas, M.D.

Others Present: Michael Schrader, Chief Executive Officer; Richard Bock, M.D., Deputy Chief
Medical Officer; Ladan Khamseh, Chief Operating Officer; Gary Crockett,
Chief Counsel; Suzanne Turf, Clerk of the Board

MINUTES

1. Approve the Minutes of the March 23, 2016 Special Meeting of the CalOptima Board of Directors
Quality Assurance Committee

Action: On motion of Director Ahn, seconded and carried, the Committee approved
the Minutes of the March 23, 2016 Special Meeting of the CalOptima Board
of Directors’ Quality Assurance Committee as presented. (Motion carried 3-0-
0; Directors Boyd and Cardenas absent)

PUBLIC COMMENTS
There were no requests for public comment.

REPORTS

2. Recommend Board of Directors’ Approval of Proposed Technical Changes to Policy GG. 1643:
Minimum Physician Standards

Richard Bock, M.D., Deputy Chief Medical Officer, presented the action to recommend Board of
Directors’ approval of the proposed technical changes to Policy GG. 1643: Minimum Physician
Standards. Certain technical language issues requiring modification or clarification were identified
subsequent to Board approval of Policy GG.1643 in April 2016. The following proposed technical
changes to the policy were presented for review: the deletion of the definition of Healthcare Delivery
Organizations; replace the date placeholder with the intended policy effective date of July 1, 2016;
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remove references related to the inclusion of physician assistants; and clarify that Health Networks
must ensure that physicians providing services to CalOptima members meet the Minimum Physician
Standards. It was noted that the manner in which the Health Networks incorporate verification of the
Minimum Physician Standards in their processes is left to their discretion.

Action: On motion of Director Nguyen, seconded and carried, the Committee
recommended Board of Directors’ approval of the proposed technical changes
to Policy GG. 1643; Minimum Physician Standards as presented. (Motion
carried 3-0-0; Directors Boyd and Cardenas absent)

INFORMATION ITEMS

3. PACE Member Advisory Committee Update

Mallory Vega, PACE Member Advisory Committee (PMAC) Community Representative, reported
that the PMAC met on April 25, 2016 and received a report from the PACE Director on the following
topics: Secure Transportation will be adding another van to the PACE fleet due to the growth in PACE
census; PACE is working with community providers to expand the network; and team education on
patient-centered care. PMAC participant members discussed increasing physician hours at the center,
and extended their thanks to PACE staff for the care received.

4. Behavioral Health Request for Proposal Update

Edwin Poon, PhD., Behavioral Health Services Director, presented an overview of Behavioral Health
Services at CalOptima and the use of Managed Behavioral Health Organizations to provide expertise
and specialization in the management of behavioral health benefits.

Terri Stanley, Executive Director of Clinical Operations, provided an update on the Behavioral Health
RFP opportunities, including the potential to contract with one vendor for all services for better
coordination among lines of business, operational efficiencies, administrative simplicity for providers
and CalOptima, update contracts to align with current standards and requirements, and innovation and
best practices. Key RFP evaluation metrics were reviewed with the Committee, including experience
working with Medi-Cal and managed Medicare, NCQA accreditation, demonstrated success,
operational efficiency and flexibility, and the ability to manage all lines of business and products. It is
anticipated that the RFP will be issued in June 2016.

5. Quality Improvement Committee Update

Caryn Ireland, Executive Director, Quality and Analytics, presented an overview of Quality
Improvement Committee activities for the first quarter, including cultural and linguistic services,
disease management, case management, credentialing, and highlights of potential quality issues.

6. Member Experience Update

Kelly Rex-Kimmet, Quality and Analytics Director, presented an update on member experience scores
in the Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey. An enterprise-
wide Member Experience Work Group was formed to identify the focus areas and implement
strategies related to member satisfaction scores. Areas of focus are Rating of Health Plan, Getting
Needed Care, Getting Care Quickly, How Well Doctors Communicate, and Customer Service. A
supplemental survey was developed and administered by CalOptima to approximately 26,000
members. Preliminary findings indicate that the supplemental survey results were higher than CAHPS
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on the Rating of Health Plan, Rating of Doctor, and Rating of Health Plan; Getting Needed Care,
Getting Care Quickly, and How Doctors Communicate were in line with CAHPS survey results.
Further analysis is in progress regarding provider specific results and other qualitative analysis.

COMMITTEE MEMBER COMMENTS
Chief Executive Officer Michael Schrader extended his appreciation to Committee members for their
dedication and service to the Board of Directors’ Quality Assurance Committee.

ADJOURNMENT
Hearing no further business, Chair Dang adjourned the meeting at 6:43 p.m.

/s/ Suzanne Turf
Suzanne Turf
Clerk of the Board

Approved: September 21, 2016
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MINUTES

REGULAR MEETING
OF THE
CALOPTIMA BOARD OF DIRECTORS’
FINANCE AND AUDIT COMMITTEE

CALOPTIMA
505 CitY PARKWAY WEST
ORANGE, CALIFORNIA

THURSDAY, MAY 19, 2016, 2:00 P.M.

CALL TO ORDER
Chair Lee Penrose called the meeting to order at 2:04 p.m., and led the Pledge of Allegiance.

Members Present: Lee Penrose, Chair; Peter Agarwal, Mark Refowitz

Members Absent: Mike Ryan (non-voting)

Others Present: Michael Schrader, Chief Executive Officer; Richard Bock, M.D., Deputy Chief
Medical Officer; Gary Crockett, Chief Counsel; Ladan Khamseh, Chief Operating
Officer; Len Rosignoli, Chief Information Officer; Javier Sanchez, Chief Network
Officer; Chet Uma, Chief Financial Officer; Suzanne Turf, Clerk of the Board

MANAGEMENT REPORTS

Chief Financial Officer Report

Chief Financial Officer Chet Uma presented an update on the Governor’s May Revision to the Fiscal
Year 2016-17 State Budget proposal that was released on May 13, 2016. The May Revision proposes a
total budget of $173 billion, an increase of 1.37 percent compared with the governor’s budget proposed
in January. It was noted that the outlook for Medi-Cal program spending is positive, due primarily to
funding related to California’s Section 1115 Waiver and the Managed Care Organization tax.

PUBLIC COMMENT
There were no requests for public comment.

INVESTMENT ADVISORY COMMITTEE UPDATE

1. Treasurer’s Report

Mr. Uma presented an overview of the Treasurer’s Report for the period January 1, 2016 through March
31, 2016, and noted that based on a review by the Board of Directors’ Investment Advisory Committee,
all investments were compliant with Government Code Section 53600, et seq, and with CalOptima’s
Annual Investment Policy for Calendar Year 2016.
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CONSENT CALENDAR

2. Approve the Minutes of the February 18, 2016 Regular Meeting of the CalOptima Board of
Directors' Finance and Audit Committee; Receive and File Minutes of the January 25, 2016 Meeting of
the CalOptima Board of Directors’ Investment Advisory Committee

Action: On motion of Director Refowitz, seconded and carried, the Committee approved
the Consent Calendar as presented. (Motion carried 3-0-0)

REPORTS

3. Receive and File Quarterly Internal Audit Report

John Valenta of Deloitte presented a summary of the Fiscal Year (FY) 2015-16 Internal Audit Plan.
Caitlin Holleran of Deloitte provided an overview of the observations and management action plans for
the following internal audits reported during this period: Phishing Awareness, Telework, Procurement,
Vendor Contract Management, and Payroll.

After discussion of the matter, the Committee took the following action.

Action: On motion of Director Agarwal, seconded and carried, the Committee received
and filed the Quarterly Internal Audit Report as presented. (Motion carried 3-
0-0)

4. Recommend Adoption of Resolution Approving Updated CalOptima Policy GA.8058, Salary
Schedule

Ron Santos, Executive Director, Human Resources, presented the action to recommend adoption of a
resolution approving updates to CalOptima Policy GA.8058, Salary Schedule.

Director Agarwal suggested revising sections III. B, and IV. D, of Policy GA.8058 as follows: 1)
section III. B., The Chief Executive Officer (CEO) is authorized and directed to take all steps necessary
and proper to implement the salary schedule for all other employees not inconsistent therewith; and 2)
section IV. D., insert the following language in line 3, No changes to the salary schedule or CEO
compensation shall be effective unless and until approved by the CalOptima Board of Directors.

Action: On motion of Director Agarwal, seconded and carried, the Committee
recommended Board adoption of a resolution approving updates to CalOptima
Policy GA.8058, Salary Schedule as revised. (Motion carried 3-0-0)

5. Recommend Approval of the CalOptima FY 2016-17 Operating Budget

Mr. Uma presented the action to recommend that the CalOptima Board of Directors: 1) Approve the
CalOptima FY 2016-17 Operating Budget; 2) Authorize the expenditure and appropriate the funds for
items listed in Attachment B: Administrative Budget Details, which shall be procured in accordance
with CalOptima policy; and 3) Approve continued Medi-Cal medical expenditures at payment rates in
effect on June 30, 2016, until the Board approves a final FY 2016-17 Medi-Cal medical budget. In
authorizing continued Medi-Cal medical expenditures, the Board expressly reserves the right to consider
retroactive adjustments based on Board approved rate amendments from the State.
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Mr. Uma reported that the proposed FY 2016-17 Operating Budget assumes an average monthly
enrollment of approximately 805,000 members, revenue at approximately $3.4 billion, medical costs of
approximately $3.2 billion, operating income of $6.5 million, and a total change in net assets of $9
million. A detailed review of the proposed FY 2016-17 Operating Budget by line of business was
presented to the Committee for discussion.

Chair Penrose directed staff to present a detailed presentation on the PACE Program at the next Board of
Directors' Finance and Audit Committee meeting.

After considerable discussion of the matter, the Committee took the following action.

Action: On motion of Director Refowitz, seconded and carried, the Committee
recommended that the Board of Directors: 1) Approve the CalOptima FY 2016-
17 Operating Budget; 2) Authorize the expenditure and appropriate the funds
for items listed in Attachment B: Administrative Budget Details, which shall be
procured in accordance with CalOptima policy; and 3) Approve continued
Medi-Cal medical expenditures at payment rates in effect on June 30, 2016,
until the Board approves a final FY 2016-17 Medi-Cal medical budget. In
authorizing continued Medi-Cal medical expenditures, the Board expressly
reserves the right to consider retroactive adjustments based on Board approved
rate amendments from the State. (Motion carried 3-0-0)

6. Recommend Approval of the CalOptima FY 2016-17 Capital Budget

Mr. Uma presented the action to recommend that the CalOptima Board of Directors approve the
CalOptima FY 2016-17 Capital Budget composed of the following: information systems hardware,
software and professional fees, $9.5 million; 505 Building improvements, $552,000; and PACE,
$61,000. As proposed, the FY 2016-17 Capital Budget will enable necessary system upgrades, enhance
operational efficiencies, support strategic initiatives, comply with federal and state requirements, and
provide expansion of building capacity to accommodate CalOptima’s growth.

Action: On motion of Director Refowitz, seconded and carried, the Committee
recommended that the Board of Directors approve the CalOptima FY 2016-17
Capital Budget authorize the expenditure and appropriate the funds for the
items listed in Attachment A: Capital Budget by Project, which shall be
procured in accordance with CalOptima policy. (Motion carried 3-0-0)

INFORMATION ITEMS

7. Behavioral Health Request for Proposal Update

Edwin Poon, PhD, Director of Behavioral Health Services, presented an overview of CalOptima
Behavioral Health Services and Managed Behavioral Health Organizations (MBHOs) that provide
expertise and specialization in the management of behavioral health benefits. Dr. Poon reported that a
Request for Proposal (RFP) process will be conducted with a potential to contract with one vendor for
all services that will provide better coordination among lines of business and products, operational
efficiencies, and administrative simplicity. Key RFP evaluation metrics include the following: local
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support, Medi-Cal and managed Medicare experience, NCQA accreditation, demonstrated success,
operational efficiency and flexibility, and ability to manage all lines of business and products.

Chair Penrose requested that staff include a member of the Member and Provider Advisory Committees
in the RFP evaluation process.

8. 2016 Audit Planning

John Blakey and Aparna Venkateswaran of Moss-Adams LLP, presented a review of the scope of
services for the annual consolidated financial statement audit for the year ending June 30, 2016. The
interim fieldwork is scheduled to begin on May 23, 2016, and the draft audited financial statements will
be presented to the Finance and Audit Committee for review at the September meeting.

9. March 2016 Financial Summary

Mr. Uma presented a summary of the consolidated enrollment, revenues, and medical expenses for the
month ending March 31, 2016. Overall enrollment reached 793,328 members; revenues, $265.3 million;
medical expenses, $251.3 million; and a change in net assets of $7.2 million.

10. CalOptima Computer Systems Security Update

Len Rosignoli, Chief Information Officer, presented a brief update on CalOptima’s information systems,
including a report on commonly triggered attempts against entire areas of the Internet, and a summary of
a recent Ransomeware attack involving a single user. The following enhancements to CalOptima
information security infrastructure are in progress to maximize protection against future Ransomeware
attacks: additional user defined rules added to anti-virus software; updated filters to block all web traffic
to specific countries known for malicious computer activity; the installation of intrusion prevention
system software; and ensuring all systems and applications are up to date with all patches and security
enhancements.

11. CalOptima Insurance Coverage Summary for 2016-17

Kelly Klipfel, Financial Compliance Director, provided a review of business insurance coverage for
policy year 2017. It was reported that staff conducted an RFP process for insurance broker services, and
AON was awarded a three-year contract effective April 1, 2016, with two options for annual renewals.
Policy year 2016 coverage for 505 City Parkway West, Data Center and PACE Center includes the
following: Managed Care and Excess E&O, PACE Medical Malpractice, D&O/Excess D&O, Umbrella
and Excess Liability, Network & Privacy, Pollution, Earthquake, and Workers Comp.

The following Information Items were accepted as presented:

12. Cost Containment Improvements/Initiatives

13. Catastrophic Claims Update

14. Quarterly Reports: Shared Risk Pool Performance, Reinsurance Report, Health Network Financial
Report, and Purchasing Report

COMMITTEE MEMBER COMMENTS
Committee members thanked staff for their work on the proposed FY 2016-17 Operating and Capital
Budget.
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ADJOURNMENT
Hearing no further business, Chair Penrose adjourned the meeting at 4:25 p.m.

/s/ Suzanne Turf
Suzanne Turf
Clerk of the Board

Approved: September 15, 2016
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MINUTES

REGULAR MEETING OF THE
CALOPTIMA BOARD OF DIRECTORS’
PROVIDER ADVISORY COMMITTEE

August 11, 2016

A Regular Meeting of the CalOptima Board of Directors’ Provider Advisory Committee (PAC)
was held on Thursday, August 11, 2016 at the CalOptima offices located at 505 City Parkway
West, Orange, California.

CALL TO ORDER

Jena Jensen, PAC Chair, called the meeting to order at 8:06 a.m., and Member Caliendo led the

Pledge of Allegiance.

ESTABLISH QUORUM

Members Present:

Members Absent:

Others Present:

MINUTES

Alan Edwards, M.D.; Donald Bruhns; Theodore Caliendo, M.D.; Stephen
N. Flood; Jena Jensen; Pamela Kahn, R.N.; George Orras, Ph.D.; FAAP;
Pamela Pimentel, R.N.; Barry Ross, R.N., MPH, MBA

Anjan Batra, M.D.; Teri Miranti; John Nishimoto, O.D.; Mary Pham,
Pharm.D, CHC; Suzanne Richards, RN, MBA, FACHE; Jacob Sweidan,
M.D.

Michael Schrader, Chief Executive Officer; Richard Bock, M.D., Deputy
Chief Medical Officer; Gary Crockett, Chief Counsel; Ladan Khamseh,
Chief Operating Officer; Nancy Huang, Director, Finance; Arif Shaikh,
Director, Government Affairs; Kelly Rex Kimmet, Director, Quality
Analytics; Cheryl Simmons, Staff to the PAC

Approve the Minutes of the June 9, 2016 Regular Meeting of the CalOptima Board of

Directors’ Provider Advisory Committee

Action:

On motion of Member Pimentel seconded and carried, the Committee
approved the minutes of the June 9, 2016 meeting. (Motion carried 10-0-
0; Members Batra, Miranti, Nishimoto, Pham, Richards and Sweidan
absent)
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PUBLIC COMMENTS
No requests for public comments were received.

On behalf of the PAC, Chair Jensen welcomed new PAC member Donald Bruhns as the Long
Term Services and Support Representative. The PAC also presented recognition awards to
Camille Fitzpatrick, Non-Physician Medical Practitioner Representative, and Cheryl Petterson,
Long-Term Services and Support Representative in honor of their service on the PAC.

PAC Chair Jensen reordered the agenda to hear Agenda Items VIIL.B, Liberty Dental
Presentation, VII.C, SCAN Foundation Cal MediConnect Satisfaction Survey Results
presentation and VIL.D, Illumination Foundation Presentation before continuing with the CEO
and Management Reports.

PRESENTATIONS

Liberty Dental

Edward Bynam, Director of Special Projects, provided the PAC members with an overview of
the current supplemental benefits provided to OneCare Connect members. Mr. Bynam noted
that all Cal MediConnect providers in Liberty’s network are also contracted with Denti-Cal to
ensure seamless coordination of benefits.

The SCAN Foundation

Megan Juring, Program Officer, shared findings from Waves 1-3 of the Rapid Cycle Polling
Project, a survey on California’s Coordinated Care Initiative (CCI), which evaluated and tracked
beneficiary transitions into Cal MediConnect (CMC) over time. Wave 3 included CMC enrollees
and opt-outs in Orange and San Mateo Counties. Data for Wave 3 was collected between
February and April 2016 and indicated that CMC enrollees had an 84% confidence in the Orange
and San Mateo Plans. This was compared to the other counties who were surveyed in Waves 1
(76%) and 2 (73%). Waves 1 and 2 covered five counties - Los Angeles, Riverside, San
Bernardino, San Diego and Santa Clara Counties.

Illumination Foundation

Aiko Tan, Executive Director of Healthcare, and Paul Cho, Chief Financial Officer, presented on
the safety net system for Orange County’s chronically homeless population, and the
Foundation’s partnership with other health care organizations recuperative care program.

CEO AND MANAGEMENT REPORTS

Chief Financial Officer Update

Nancy Huang, Controller, presented CalOptima’s Financial Summary for June 2016. Ms. Huang
reviewed the financial highlights with the members noted that the total current assets were
$1,768,751,279, total current liabilities were $1,608,744,299 and reserves as of June 20, 2016
were $476,135,365. Ms. Huang also reviewed the Health Network Enrollment Summary by
Health Network and noted that total Medi-Cal enrollment was at 782,413 at the end of the fiscal
year.
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Chief Medical Officer Update
Dr. Richard Bock, Deputy Chief Medical Officer, provided a progress report on MedImpact, the
new Pharmacy Benefits Manager (PBM).

He also discussed a supplemental survey that is being completed with help from the PAC
CAHPS Ad Hoc Committee. Dr. Bock updated the PAC on how physicians are being educated
about combating the current opioid epidemic. As part of the CMO report, Kelly Rex-Kimmet,
Director, Quality Analytics, gave a HEDIS update on the Medi-Cal quality improvement
performance measures and scores for both pediatric and adult care.

Chief Operating Officer Update

Ladan Khamseh, Chief Operating Officer, notified the PAC that the Board of Directors approved
the PAC’s recommendation for a change to the Health Network Minimum Medi-Cal Enrollment
Requirements, and authorized a change to CalOptima’s Medi-Cal Policy EE.1106. Ms.
Khamseh also noted that the Board approved a full 36 months for new Health Networks to reach
and maintain a minimum 5,000 members. She noted that the Board expressed its appreciation to
the PAC for its input and consideration.

Ms. Khamseh also updated the members on the ongoing Behavioral Health RFP process.
Vendor interviews are currently in process. Member Ross inquired whether any of the
comments from the joint MAC/PAC meeting on behavioral health in January 2016 were being
taken into consideration when interviewing these vendors. Ms. Khamseh confirmed that they
were.

INFORMATION ITEMS

Federal and State Budget Update

Arif Shaikh, Director, Government Affairs, provided a brief review of the State Budget Update
and the Legislative Tracking Matrix that follows healthcare bills currently pending in the State
Legislature.

PAC Member Comments

Member Caliendo thanked CalOptima for sponsoring the autism program that provides pediatric
physicians with the tools and training necessary to make autism diagnoses. Dr. Caliendo noted
that the program was well worth the time spent, and he would recommend it to his colleagues.

Chair Jensen reported that the addition of an advisory committee vice chair position was
approved by the Board at its August meeting. She also noted that nominations for FY 2016-17
PAC Chair will be reopened as directed by the Board. Chair Jensen requested that any PAC
member interested in the chair or vice chair position submit their name to the Staff to the PAC by
August 19, 2016. The Nominations Ad Hoc Committee will be reconvened if necessary before
the next PAC meeting to review, and recommend candidates for the chair and vice chair
positions at the next PAC meeting.
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ADJOURNMENT
There being no further business before the Committee, the PAC Chair adjourned the meeting at
10:05 a.m.

/s/ Cheryl Simmons
Cheryl Simmons
Staff to the PAC

Approved: September 8, 2016
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MINUTES

REGULAR MEETING OF THE
CALOPTIMA BOARD OF DIRECTORS’
ONECARE CONNECT
CALMEDICONNECT PLAN (MEDICARE-MEDICAID PLAN)
MEMBER ADVISORY COMMITTEE

August 25, 2016
The Regular Meeting of the CalOptima Board of Directors’ OneCare Connect Member Advisory
Committee (OCC MAC) was held on August 25, 2016, at CalOptima, 505 City Parkway West,

Orange, California.

CALL TO ORDER
Chair Patty Mouton called the meeting to order at 3:07 p.m., and led the Pledge of Allegiance.

ESTABLISH QUORUM
Members Present: Ted Chigaros, Christine Chow, Gio Corzo, Josefina Diaz, John Dupies,
Donta Harrison, Sara Lee, Patty Mouton, OCC MAC Chair

Members Absent: Sandy Finestone, Susie Gordee, Lena Berlove (non-voting), George Crits
(non-voting), Jorge Sole (non-voting), Erin Ulibarri (non-voting)

Others Present: Ladan Khamseh, Chief Operating Officer; Candice Gomez, Executive
Director, Program Implementation; Emily Fonda, M.D., Medical Director;
Richard Bock, M.D. , Deputy Chief Medical Officer; Caryn Ireland,
Executive Director, Quality Analytics; Phil Tsunoda, Executive Director,
Public Affairs; Albert Cardenas, Associate Director, Customer Service;
Belinda Abeyta, Director, Customer Service; Tracy Hitzeman, Interim
Executive Director, Clinical Operations

MINUTES

Approve the Minutes of the June 23, 2016 Regular Meeting of the CalOptima Board of
Directors’ OneCare Connect Member Advisory Committee

Action: On motion of Member Gio Corzo, seconded and carried, the OCC MAC
approved the June 23, 2016 minutes as submitted.

PUBLIC COMMENT
Theresa Boyd — Oral re: community resources.

PRESENTATION

The SCAN Foundation

Megan Juring, Program Officer, SCAN Foundation, presented an overview on the findings from
waves 1-3 on the Coordinated Care Initiative (CCI) evaluation survey. The survey evaluated and
tracked beneficiary transitions over time into Cal MediConnect (CMC). The SCAN Foundation
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collaborated with the Department of Health Care Services (DHCS) and Field Research
Corporation to conduct the rapid cycle polling project. Data collection periods were conducted in
three separate waves starting in June 2015 and ending in April 2016. The three key measures
included the following: confidence and satisfaction with health services; CMC enrollee
comparison to opt-outs and others in non-participating counties; and characteristics of CMC opt-
outs. Rapid cycle polling for wave four will be conducted in fall 2016.

CEO AND MANAGEMENT TEAM DISCUSSION

Chief Medical Officer (CMO) Update

Richard Bock, M.D., Deputy Chief Medical Officer, reported that CalOptima completed the
Request for Proposal (RFP) process for a behavioral health vendor. CalOptima will forward the
recommendation to the CalOptima Board for consideration at the September 1, 2016 Board
meeting. Implementation of the behavioral health vendor is scheduled for January 1, 2017.

Dr. Bock updated the committee on the opioid epidemic in Orange County, noting that Medi-Cal
beneficiaries are prescribed opioids at twice the rate of non- Medi-Cal beneficiaries. The Centers
for Medicare & Medicaid Services (CMS) released an information bulletin on safe prescribing
practices. DHCS provided information on quality improvement in health care, including an
initiative on opioid related morbidity and mortality. CalOptima will review prescribing processes
and will discuss with the State the possibility of pharmacy lock-in provisions for members
receiving opioid prescriptions from more than three physicians.

INFORMATION ITEMS

Healthcare Effectiveness Data and Information Set (HEDIS) Update

Caryn Ireland, Executive Director, Quality and Analytics, presented a Healthcare Effectiveness
Data and Information Set (HEDIS) update, which rates the care members receive by line of
business on an annual basis. Ms. Ireland reported the ratings for Medi-Cal and OneCare, noting
that OneCare Connect measures would be included in next year’s report. For Medi-Cal,
CalOptima’s performance was as follows: met six goals; scored higher than last year on 14
goals; did not meet the goal on 27 measures; and performed below minimal performance level
(MPL) on two measures. For OneCare, CalOptima’s performance was as follows: met eight
goals; scored higher than last year on nine measures; and did not meet the goal on 17 measures.

Update on OneCare Connect Dental Benefit

Albert Cardenas, Associate Director, Customer Service, provided an overview of the dental plan
for OneCare Connect members. He reported that OneCare Connect members have Denti-Cal as
the primary carrier and Liberty Dental as the supplemental carrier. Upon enrollment, every
member receives a list of benefits covered at no cost to the member and a fee schedule outlining
the procedures that are not covered and have co-pays.

Legislative Update
Phil Tsunoda, Executive Director, Public Affairs, reported that the State Legislature would
adjourn on Wednesday, August 31, 2016. He also reported that CalOptima invited Sacramento
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lobbyist Trent Smith to present at the September 1, 2016 Board of Directors meeting, and OCC
MAC members are invited to attend to hear the Sacramento advocate report on the legislative
session that ends on August 31.

OCC Member Enrollment Update

Belinda Abeyta, Director, Customer Service, provided an update on the OneCare Connect
member enrollment. As of August 2016, OCC enrollment was 18, 273 with an opt-out rate of
57.09%. The three health networks with the highest enrollment were Monarch, Prospect Medical,
and CalOptima Community Network.

OCC Update
Candice Gomez, Executive Director, Program Implementation, reported that the Long-Term

Care (LTC) facility passive enrollment ended July 2016. Ms. Gomez provided the following
OneCare Connect member enrollment demographics: language break down indicated that 44%
speak English, 28% speak Spanish and 13% speak Vietnamese; and member break down by age
indicated that 23% of the members are between 21-64 years of age, 21% are between 65-69
years of age, and 34% are between 70-79 years of age. The majority of OneCare Connect
members reside in Anaheim, Santa Ana, Garden Grove and Westminster. In addition, the highest
percentages of opt-outs within a language were Korean at 74%, Vietnamese at nearly 70% and
Farsi at 56%.

OCC MAC Member Presentation on Quarterly Ombudsman Update

Sara Lee, Supervising Attorney, Legal Aid Society of Orange County (LASOC), reported that
LASOC receives less than five OCC referrals from CalOptima monthly regarding OneCare
Connect enrollment issues. Member Lee provided a few examples of the types of calls LASOC
receives, such as termination of Medi-Cal benefits when a member changes county of residence
and prescription refill problems upon enrollment in OCC. She also reported there is still
confusion about the supplemental dental benefits, as many members are not aware of the
supplemental coverage and some members believe they must pay an additional premium for the
supplemental dental benefits. In addition, LASOC discovered an error in the welcome dental
letter issued by Liberty Dental regarding cleaning services for OCC members. CalOptima
notified Liberty Dental and the letter was corrected. CalOptima will cover cleaning benefits for
OCC members who tried to access services relying on the incorrect information.

OCC MAC Member Updates

Chair Mouton announced that the Board approved the OCC MAC vice-chair position at the
August 4, 2016 meeting with a directive to revisit the nomination of the committees’ chairs at the
same time as the committee is reviewing and selecting the vice-chair candidate. Chair Mouton
indicated that the directive requires OCC MAC to reopen the nominations for the OCC MAC
chair position and open nominations for the vice-chair position. OCC MAC members may apply
for both positions simultaneously. The deadline to apply for either position is August 31, 2016.
The OCC MAC Nominations Ad Hoc Subcommittee will be reconvened with members who
have not indicated an interest in either position. The Ad Hoc will make a recommendation on its
selection of the chair and vice-chair for full OCC MAC approval. Upon OCC MAC’s approval,
the Board will consider the recommendation at an upcoming Board meeting.

Back to Agenda



Minutes of the Regular Meeting of the CalOptima Board of Directors
OneCare Connect Member Advisory Committee

August 25, 2016

Page 4

Chair Mouton reported that at the last meeting, the committee talked about doing a service
project as a committee; however, this is outside the scope of this committee. In addition, the
committee discussed a possible tour of the Program of All-Inclusive Care for the Elderly (PACE)
Center at an upcoming meeting. A presentation on the PACE program will be provided at the
next meeting. OCC MAC members who want to tour the PACE Center should contact Becki
Melli, CalOptima Staff to the OCC MAC.

Member Josefina Diaz will present at the next OCC MAC meeting in September on the Legal
Aid Society of Orange County, and Member Susie Gordee will present the OCC MAC
presentation in October.

Chair Mouton requested agenda items for upcoming OCC MAC meetings. A suggestion was
made for information on hospice care.

Chair Mouton announced that the next OneCare Connect MAC meeting is September 22, 2016 at
3:00 p.m.

ADJOURNMENT
Hearing no further business, Chair Mouton adjourned the meeting at 4:43 p.m.

/s/ _Cindi Reichert
Cindi Reichert
Program Assistant

Approved: September 22, 2016
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MINUTES

REGULAR MEETING OF THE
CALOPTIMA BOARD OF DIRECTORS’
ONECARE CONNECT
CALMEDICONNECT PLAN (MEDICARE-MEDICAID PLAN)
MEMBER ADVISORY COMMITTEE

June 23, 2016
The Regular Meeting of the CalOptima Board of Directors’ OneCare Connect Member Advisory
Committee (OCC MAC) was held on June 23, 2016, at CalOptima, 505 City Parkway West,

Orange, California.

CALL TO ORDER
Chair Patty Mouton called the meeting to order at 3:06 p.m., and led the Pledge of Allegiance.

ESTABLISH QUORUM

Members Present: Ted Chigaros, Christine Chow, Gio Corzo, Josefina Diaz, Susie Gordee,
Donta Harrison, Sara Lee, Patty Mouton, George Crits, M.D., (non-
voting), Jorge Sole (non-voting), Erin Ulibarri (non-voting)

Members Absent: Sandy Finestone, Lena Berlove (non-voting)

Others Present: Michael Schrader, Chief Executive Officer, Ladan Khamseh, Chief
Operating Officer; Candice Gomez, Executive Director Program
Implementation; Emily Fonda, M.D., Medical Director; Richard Bock,
M.D. , Deputy Chief Medical Officer; Caryn Ireland, Executive Director
Quality Analytics; Phil Tsunoda, Executive Director Public Affairs; Albert
Cardenas, Associate Director Customer Service; Belinda Abeyta, Director
Customer Service; Becki Melli, Customer Service

MINUTES

Approve the Minutes of the May 26, 2016 Regular Meeting of the CalOptima Board of
Directors’ OneCare Connect Member Advisory Committee

Action: On motion of Member Susie Gordee, seconded and carried, the OCC
MAC approved the May 26, 2016 minutes as submitted.

PUBLIC COMMENT
There were no requests for public comment.

CEO AND MANAGEMENT TEAM DISCUSSION

Chief Executive Officer (CEQ) Report

Michael Schrader, Chief Executive Officer, provided an update on the Managed Care
Organization Tax (MCO) approval. On May 17, 2016, the Centers for Medicare & Medicaid
Services (CMS) signed off on California’s MCO tax enabling the state to draw down additional

Back to Agenda



Minutes of the Regular Meeting of the CalOptima Board of Directors
OneCare Connect Member Advisory Committee

June 23, 2016

Page 2

money to pay for the growing Medi-Cal program. The approval came after Governor Jerry
Brown released the May Revision to his state budget proposal, which included revenue from the
MCO tax. The tax will bring in an estimated $1.1 billion for Medi-Cal in the coming fiscal year,
as well as allocate more money for programs that serve people with developmental disabilities.
The May Revision also authorizes continuation of the Coordinated Care Initiative (CCI),
including CalOptima’s OneCare Connect program, through January 1, 2018.

Chief Medical Officer (CMO) Update

Richard Bock, M.D., Deputy Chief Medical Officer, provided several brief medical updates. Dr.
Bock reported that CalOptima has begun the Request for Proposal (RFP) process to identify a
potential behavioral health vendor that could contract with CalOptima for all lines of business.
He added that one vendor would be preferable, but is not a requirement. Dr. Bock reported that
the Member Experience work group continues to work on improving patient satisfaction and
member experience. The Pay for Value program, which is nearing completion, will offer
physicians various incentives. Dr. Bock added that this program incorporates multiple lines of
business and numerous health networks. CalOptima completed the pharmacy mock audit for the
Pharmacy Benefit Management (PBM) and the process went smoothly with minimal changes.

INFORMATION ITEMS

Supplemental Transportation Benefits

Albert Cardenas, Associate Director, Customer Service, presented an overview of the OneCare
Connect Supplemental Transportation Benefit. This supplemental benefit provides 30 one-way
taxi trips per calendar year for health care related services. Trips are limited to a ten-mile radius
from the OneCare Connect service area (Orange County line). Mr. Cardenas reported that
approximately 2,158 OneCare Connect members, or 11.89%, utilized the transportation benefit
as of May 31, 2016. The number of trips provided totaled 18,798, with members utilizing this
service most frequently to go to their doctor’s office and dialysis centers. The highest utilizers of
the benefit were members between 70-79 years of age. Mr. Cardenas noted that American
Logistics is the contracted vendor for this benefit.

Legislative Update

Phil Tsunoda, Executive Director, Public Affairs, provided an update on the 2016 Orange
County open primary election results. As of Thursday, June 23, 2016, the Orange County
Registrar of Voters had approximately 11,000 ballots remaining to be counted before officially
certifying the election results. Mr. Tsunoda noted that several races were too close to call until all
ballots were counted. The top two candidates in each race will move on to the November
General Election. The Orange County Registrar of Voters anticipated finalizing the ballot count
by June 24, 2016. After the final count, the candidates have five days to contest the results and
ask for a recount. Any delay would prolong the period before we know who would advance to
the General Election in November.

OCC Member Enrollment Update
Belinda Abeyta, Director, Customer Service, provided an update on the OneCare Connect
member enrollment. As of June 16, 2016, OCC enrollment was 18, 431 with an opt-out rate of
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60.12%. The three health networks with the highest enrollment were Monarch, Prospect Medical,
and CalOptima Community Network.

Candice Gomez, Executive Director, Program Implementation, updated the committee on the
Long-Term Care (LTC) facility passive enrollment for OneCare Connect. There are 58 facilities
remaining for passive enrollment for the month of July, which is the last month of passive
enrollment. Many of these facilities have less than five members. The LTC opt-out rate for June
18 69.75%.

OneCare Connect Update

Ms. Gomez reported on the state’s dual Medicare and Medi-Cal beneficiaries survey for
individuals enrolled in the Cal MediConnect (CMC) program. The survey measured the
member’s satisfaction with their transition to the new program and was conducted on behalf of
the SCAN Foundation and in conjunction with the Department of Health Care Services (DHCS).
The survey indicated that Cal MediConnect enrollees are expressing increased confidence in the
program and increased satisfaction with their health care services over time. The most commonly
cited problem was a member’s physician not being available through the Cal MediConnect
program. About two thirds of the members reported that having a main contact in the plan, such
as a Care Navigator or Case Manager, has helped improve their care.

OCC MAC Member Presentation — Overview of the Orange County Social Services
Agency Adult Services Division

Member Jorge Sole, Deputy Director, Social Service Agency (SSA), provided an overview of the
Orange County SSA Adult Services Division. The Adults Services division has responsibility for
Adult Protective Services (APS) and In-Home Supportive Services (IHSS). APS is a state
mandated program that responds to allegations of elder and dependent adult abuse. Mr. Sole
explained that the incidence of elder abuse increases significantly with age, as seniors who are 85
years and over are almost six times more likely to be suffering from abuse as those between the
ages of 64-69. IHSS is a state program that helps pay for services provided to low-income
elderly, blind or disabled individuals so they can remain safely in their homes. IHSS is an
alternative to out-of-home care, such as nursing homes or board and care facilities. Mr. Sole
noted that 21,432 THSS providers are in active status in Orange County and approximately 70%
of these providers are relatives of the recipient. The IHSS Public Authority (PA) keeps a registry
of about 5,000 providers for recipients looking for a care provider.

OCC MAC Member Updates

Chair Mouton announced that the Alzheimer’s Orange County and Orange County Advance
Care Planning Partners are sponsoring a leadership forum on end of life care that will be held
August 4, 2016.

Member Sole announced that social workers in the APS division welcome donations for two
charitable programs, including ‘Senior Santa & Friends’ and ‘Operation Santa Claus’. He added
that he would inquire about having a presentation on these programs at an upcoming OCC MAC
meeting. Member Sole also said that he would try to arrange a presentation on Medi-Cal
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eligibility to give OCC MAC committee members a better understanding of what the eligibility
requirements are.

Member Erin Ulibarri will present on the Orange County Office on Aging at the July OCC MAC
meeting and Member Sara Lee will present her Quarterly Ombudsman Update in August.
Members Josefina Diaz and Susie Gordee volunteered to present at upcoming meetings.

Chair Mouton announced that the next OneCare Connect MAC meeting is July 28, 2016 at 3:00
p.m.

ADJOURNMENT
Hearing no further business, Chair Mouton adjourned the meeting at 4:35 p.m.

/s/ _Cindi Reichert
Cindi Reichert
Program Assistant

Approved: August 25, 2016
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken October 6, 2016
Regular Meeting of the CalOptima Board of Directors

Consent Calendar
3. Consider Reappointment to the CalOptima Board of Directors’ Investment Advisory Committee

Contact
Chet Uma, Chief Financial Officer, (714) 246-8400

Recommended Action
Consider reappointment of the following individual to fill a current vacancy on the CalOptima
Investment Advisory Committee:

1. David Young for a two-year term beginning October 6, 2016.

Background
At the September 10, 1996, Special meeting, the CalOptima Board of Directors authorized the creation

of the CalOptima Investment Advisory Committee (IAC), established qualifications for committee
members, and directed staff to begin recruitment of volunteer members to the IAC. IAC members do
not make recommendations on individual investments. However, their role is to make recommendations
to the Finance and Audit Committee (FAC) on changes to the Annual Investment Policy (AIP), and to
monitor the performance of CalOptima’s investments, investment advisor and investment managers.

When creating the IAC, the CalOptima Board stipulated that the committee would consist of five
members. One member would automatically serve on the committee by virtue of his or her position as
CalOptima’s Chief Financial Officer (CFO). The remaining four members would be Orange County
residents possessing experience in one or more of the following areas: investment banking, investment
brokerage and sales, investment management, financial management and planning, commercial banking,
or financial accounting.

At the September 5, 2000, meeting, the Board approved expanding the composition of the IAC from five
members to seven members in order to have more diverse opinions and backgrounds to advise
CalOptima on its investment activities.

Discussion
The following candidate recommended for reappointment has consistently provided leadership and
service to CalOptima’s investment strategies through his participation as a member of the IAC.

David Young has served as a member of the IAC since June 4, 2009. Mr. Young is founder and Chief
Executive Officer of Anfield Group, LLC, a financial consulting and investment advisory firm. In 2008,
he retired as Executive Vice President and Account Manager of Pacific Investment Management
Company (PIMCO) and rejoined the University of California, Irvine (UCI) Paul Merage School of
Business as Adjunct Professor. From 1999 to 2006, he was head of PIMCQO’s account management
group in London. Prior to that, Mr. Young held positions at Analytic Investment Management, Smith
Barney, and Harris Upham. He has over 30 years of investment experience, and is a Certified Financial
Advisor (CFA). In addition, Mr. Young is a member of the CFA Society of Orange County Board of
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Directors, and the chair of its Investment Committee. He also is board member of the UCI Paul Merage
School of Business Center for Investment & Wealth Management Executive Committee, and chairs its
Journal editorial board. Mr. Young received his undergraduate degree and M.B.A from UCI. His
current IAC term expired on June 5, 2016.

Mr. Young was previously appointed to the IAC by the CalOptima Board of Directors on June 4, 2015,
for a one-year term beginning June 6, 2015.

Fiscal Impact
There is no fiscal impact. An individual appointed to the IAC would assist and advise CalOptima in

safely maintaining an acceptable return on investment on invested funds.

Rationale for Recommendation

The individual recommended for re-appointment for CalOptima’s IAC has extensive experience that
meets or exceeds the specified qualifications for membership on the IAC. In addition, the candidate has
a long history of providing outstanding service as a member of the IAC.

Concurrence
Gary Crockett, Chief Counsel
Board of Directors' Finance and Audit Committee

Attachments
None

/s/  Michael Schrader 09/29/2016
Authorized Signature Date
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Action To Be Taken October 6, 2016
Regular Meeting of the CalOptima Board of Directors

Consent Calendar

4.  Consider Authorizing Contract with Vendor to Conduct a Medical Loss Ratio Audit of
CalOptima’s Contracted Health Networks Participating in the Medi-Cal and OneCare Connect
Programs and Approve Budget Allocation

Contact
Chet Uma, Chief Financial Officer, (714) 246-8400

Recommended Actions

1. Authorize the Chief Executive Officer (CEO) to enter into a contract with Provencio Advisory
Services, with the assistance of legal counsel, to conduct a Medical Loss Ratio (MLR) audit of
CalOptima's contracted health networks participating in the Medi-Cal and OneCare Connect
Programs effective October 10, 2016. As recommended, the contract will be for a three (3) year
term, with two additional one-year extension options, each exercisable at CalOptima's sole
discretion; and

2. Approve allocation of $233,200 from existing reserves to fund the contract through June 30, 2017.

Background

Minimum MLR requirement for Medi-Cal Classic

At the May 7, 2002, meeting, the CalOptima Board of Directors (Board) established a minimum MLR
for CalOptima’s contracted health networks at eighty-five percent (85%) as part of a health network’s

participation requirement. At the time, the minimum MLR requirement for health networks was not a
state-mandated requirement. The Board approved the minimum MLR of 85% for medical services to

ensure that a reasonable portion of capitated payments went to medical care for members.

The Centers for Medicare & Medicaid Services (CMS) published the Medicaid and Children's Health
Insurance Program (CHIP) managed care final rule (CMS-2390-F) in the May 6, 2016, Federal
Register. The regulations stipulate that states must ensure through its Medicaid managed care
contracts beginning on or after July 1, 2017, that plans calculate and report an MLR. If a state elects
to mandate a minimum MLR, it must be equal to or higher than 85%.

Minimum MLR requirement for Medi-Cal Expansion

At the December 5, 2013, meeting, the Board authorized the CEO to execute amendment 17 (A-17) to
the Primary Agreement with the California Department of Health Care Services (DHCS). A-17
incorporated provisions to implement Medi-Cal Expansion in accordance with the Affordable Care
Act (ACA), including MLR requirements for medical services provided to the Medi-Cal Expansion
population. CalOptima is required to spend at least 85% of net capitation payments received on
allowed medical expenses for adult expansion members. Specifically:
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CalOptima MLR Action

<85% CalOptima returns payment to DHCS
Amount: Difference between 85% of total net capitation payments received
and the actual allowed medical expenses incurred

>85% and <95% No action required

>95% DHCS makes payment to CalOptima
Amount: Difference between the actual allowed medical expenses incurred
and 95% percent of total net capitation payments received

In addition, CalOptima's current Physician Hospital Consortium (PHC), Shared Risk Group (SRG)
and Health Maintenance Organization (HMO) contracts include the requirement to maintain a
minimum acceptable MLR of 85% in accordance with CalOptima Policy FF.3003 Minimum Medical
Loss Ratio.

Minimum MLR requirement for OneCare Connect

Although not a program requirement from CMS, CalOptima includes a minimum MLR ratio
requirement of 85% in all health network contracts, in accordance with CalOptima Policy FF.3003
Minimum Medical Loss Ratio, to ensure adequate and efficient delivery of services to this vulnerable
population.

Previous MLR audits

KPMG performed CalOptima's initial Agreed-Upon Procedures (AUP) audit of health networks'
MLRs for Calendar Year 2003 data. After this initial AUP audit, CalOptima conducted a Request for
Proposal (RFP), and awarded a five year contract to Provencio on March 15, 2005. This contract was
extended on an annual basis, until it expired in 2014 while CalOptima Finance staff evaluated the
usefulness of the AUP audits.

Discussion

Since Provencio's contract expired in 2014, CalOptima has not conducted an audit of health networks
MLR. At the Board’s request during the May 5, 2016 meeting, and in order to ensure compliance
with contractual requirements, as well as federal and state regulations, on June 6, 2016, CalOptima
initiated an RFP for a consultant to conduct an MLR audit performed under the American Institute of
Certified Public Accountants (AICPA) Standards for Consulting Services. The selected vendor will
use the CMS definition of MLR to determine allowable expenses for Accounting Years 2014 and
2015 for each health network or other standards as appropriate. The audit results will report MLR by
each line of business (Medi-Cal Classic, Medi-Cal Expansion, and OneCare Connect) and in
aggregate (Medi-Cal overall and CalOptima overall).

Three RFP responses were received by the June 29, 2016, deadline, and each potential vendor was
interviewed between August 3, 2016, and August 11, 2016. The evaluation team selected Provencio
Advisory Services on August 29, 2016, after reviewing best and final offers. Projected expenses of
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$233,200, to audit CalOptima's thirteen (13) health networks during Fiscal Year (FY) 2016-17, is
subject to final contract negotiation and execution by both parties.

Funding for a consultant to conduct an MLR audit was not included in the CalOptima FY 2016-17
Operating Budget approved by the Board on June 2, 2016. Management proposes to make an
allocation of $233,200 from existing reserves to fund the recommended actions.

Fiscal Impact
The recommended action to contract with Provencio Advisory Services to conduct an MLR audit of

contracted health networks participating in the Medi-Cal and OneCare Connect programs is an
unbudgeted item. An allocation of $233,200 from existing reserves will fund this action.

Management will include expenses for the period of July 1, 2017 through October 10, 2019, related
to the proposed contract in the CalOptima FY 2017-18 and FY 2018-19 Operating Budgets.

Rationale for Recommendation

The MLR audit of contracted health networks participating in the Medi-Cal and OneCare Connect
programs will ensure CalOptima's compliance with federal and state MLR regulations, and health
networks' compliance with contractual provisions.

Concurrence
Gary Crockett, Chief Counsel
Board of Directors' Finance and Audit Committee

Attachments
None

/s/ Michael Schrader 09/29/2016
Authorized Signature Date
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Action To Be Taken October 6, 2016
Regular Meeting of the CalOptima Board of Directors

Consent Calendar
5. Consider Revisions to the FY 2016-17 Board of Directors' Quality Assurance Committee Meeting
Schedule

Contact
Michael Schrader, Chief Executive Officer, (714) 246-8400

Recommended Action

Approve recommended revisions to the adopted FY 2016-17 CalOptima Board of Directors Meeting
Schedule to change the Board of Directors' Quality Assurance Committee meeting date and time
through June 30, 2017.

Discussion

On June 2, 2016, the Board of Directors adopted the FY 2016-17 schedule of meetings for the Board of
Directors, Board of Directors' Finance and Audit Committee, and Board of Directors' Quality
Assurance Committee through June 30, 2017. As adopted, the Board of Directors' Quality Assurance
Committee meeting schedule reflects quarterly meetings at 5:30 p.m. on the fourth Wednesday of the
months of September, November, February and May.

At the Regular Board of Directors' Quality Assurance Committee (QAC) meeting held on September
21, 2016, the QAC considered modifying the meeting time for the remainder of the fiscal year, and the
date of the May 2017 meeting due to conflicting Committee member schedules. The QAC
recommends revising the Board of Directors' Quality Assurance Committee regular meeting schedule
as follows:

e Change meeting time to 3:00 p.m. on the following scheduled meeting dates:
o Wednesday, November 16, 2016;
o Wednesday February 15, 2017; and
e Revise the date and time of the meeting scheduled on Wednesday May 17, 2017 to Wednesday,
May 10, 2017 at 3:00 p.m.

Unless otherwise noticed, all QAC meetings will be held at CalOptima’s offices located at 505 City
Parkway West in Orange, California.

Fiscal Impact
None

Rationale for Recommendation
The recommended action will revise the Board of Directors’ FY 2016-17 Meeting Schedule as
required in Section 5.2 of the Bylaws.
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Concurrence
Gary Crockett, Chief Counsel

Attachment
Proposed Revised FY 2016-17 Board of Directors’ Meeting Schedule

/s/ Michael Schrader 09/29/2016
Authorized Signature Date
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Proposed Revised

Board of Directors Meeting Schedule

July 1, 2016 — June 30, 2017

All meetings are held at the following location, unless notice of an alternate location is

provided:

505 City Parkway West

Orange, California 92868

Board of Directors
Monthly — First Thursday
Meeting Time: 2:00 p.m.

Finance and Audit

Committee
Quarterly — Third Thursday
Meeting Time: 2:00 p.m.

Quality Assurance

Committee
Quarterly — Third Wednesday
Meeting Time: 5:30 3:00 p.m.

July 2016

August 4, 2016

September 1, 2016

September 15, 2016

September 21, 2016

October 6, 2016

November 3, 2016

November 17,2016

November 16, 2016

December 1, 2016

January 2017

February 2, 2017

February 16, 2017

February 15, 2017

March 2, 2017

April 6, 2017

May 4, 2017

May 18, 2017

May 17 10, 2017

June 1, 2017

~No Regular meeting scheduled
'Organizational Meeting

Adopted June 2, 2016
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Action To Be Taken October 6, 2016
Regular Meeting of the CalOptima Board of Directors

Consent Calendar
6.  Consider Approval of Amendment to the 2016 Quality Improvement Program Description Regarding
Culturally Competent Access and Delivery of Services

Contact
Richard Helmer, Chief Medical Officer, (714) 246-8400

Recommended Action
Approve amendment to the 2016 Quality Improvement Program Description regarding cultural competency
training required for federal requirements.

Background
Effective September 5, 2016, the Department of Health Care Services (DHCS) required health plans to

provide cultural competency training in compliance with new federal requirements (CFR, Title 42, Section
438.206(c)(2)). The requirements stated that plans must have methods to promote access and delivery of
services in a culturally competent manner to all beneficiaries, including those with limited English
proficiency, diverse cultural and ethnic backgrounds, disabilities, and regardless of gender, sexual orientation
or gender identify.

To meet these requirements, MCP’s were to include language in their written Quality Programs to ensure that
all covered services are provided in a culturally and linguistically appropriate manner. This language was
added to the 2016 QI Program on pages 12 and 47 of the attached.

Fiscal Impact
The recommended action is budget neutral.

Rationale for Recommendation
Regulatory compliance is a top priority for the organization; the inclusion of this language, and related
implementation of the cultural competency training ensures that we have met this obligation.

Concurrence
Gary Crockett, Chief Counsel
Board of Directors' Quality Assurance Committee

Attachment

Revised 2016 Quality Improvement Program Description

/s/ Michael Schrader 09/29/2016
Authorized Signature Date
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Quality Improvement Committee Chair:

Richard Helmer, M.D. Date
Chief Medical Officer

Board of Directors’ Quality Assurance Committee Chair:

\ Viet-VanDang, Paul Yost, M.D. Date

Board of Directors Chair:

Mark Refowitz Date
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Grievance and Appeals Resolution Services Subcommittee (GARS)
Pharmacy & Therapeutics Subcommittee (P&T)

Utilization Management Subcommittee
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WE ARE CALOPTIMA

Caring for the people of Orange County has been CalOptima’s privilege since 1995.
We believe that our Medicaid (Medi-Cal) and Medicare members deserve the highest
quality care and service throughout the health care continuum. CalOptima works in
collaboration with providers, community stakeholders and government agencies to
achieve our mission and vision while upholding our values.

Our Mission

To provide members with access to quality health care services delivered in a cost
effective and compassionate manner.

The mission of CalOptima is the foundation of everything we do. It permeates every level
of the organization. Our mission is focused on our members, and our members are the
sole reason why CalOptima exists.

Our Vision

To be a model public agency and community health plan that provides an integrated and
well-coordinated system of care to ensure optimal health outcomes for all of our
members.

Our Values — CalOptima CARES
ollaboration: We seek regular input and act upon it. We believe outcomes are
better through teamwork and effective communication with our members,
providers, community health centers and community stakeholders.

ccountability: We were created by the community, for the community, and are
Aaccountable to the community. Our Board of Directors, Member Advisory
Committee and Provider Advisory Committee meetings are open to the public.

espect: We respect and care about our members. We listen attentively, assess
our members’ health care needs, identify issues and options, access resources,
and resolve problems.
We treat members with dignity in our words and actions
e We respect the privacy rights of our members
We speak to our members in their languages

e We respect the cultural traditions of our members
We respect and care about our partners. We develop supportive working
relationships with providers, community health centers and community stakeholders.

xcellence: We base our decisions and actions on evidence, data analysis and
Eindustry-recognized standards so our providers and community stakeholders

deliver quality programs and services that meet our members’ health needs. We
embrace innovation and welcome differences of opinion and individual initiative. We
take risks and seek new and practical solutions to meet health needs or solve
challenges for our members.
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tewardship: We recognize that public funds are limited, so we use our time,
talent and funding wisely, and maintain historically low administrative costs. We
continually strive for efficiency.

We are “Better. Together.”

We cannot achieve our mission and our vision alone. We must work together with
providers, community health centers, county agencies, State and Federal agencies, and
other community stakeholders. Together, we develop innovative solutions and meet our
diverse members’ health care needs. We are “Better. Together.”

WHAT IS CALOPTIMA?

Our Unique Dual Role
CalOptima is unique in that we must exhibit being the best of both a public agency
upholding public trust, and a health plan seeking efficiency and member satisfaction.

As both, CalOptima must:

Make the best use of our resources, funding and expertise
Solicit stakeholder input

Ensure transparency in our governance procedures

Be accountable for the decisions we make

How We Became CalOptima

Orange County is unique in that it does not have county-run hospitals or clinics. By the
mid-1990s, there was a coalescing crisis since not enough providers accepted Medi-Cal.
This resulted in overcrowding in emergency rooms and delayed care, due to Medi-Cal
recipients using emergency rooms across the county not only for acute care, but for
primary care as well.

A dedicated coalition of local elected officials, hospitals, physicians and community
advocates rallied and created a solution. The answer was to create CalOptima as a county
organized health system (COHS) authorized by State and Federal law to administer
Medi-Cal benefits in Orange County. CalOptima began serving members in 1995. Today,
CalOptima is the largest of six COHS in the United States.

CalOptima is a public agency and has, as a COHS:
e Single-plan responsibility for providing Medi-Cal in the county
e Mandatory enrollment of all full-scope Medi-Cal beneficiaries, including dual
eligibles
e Responsibility for almost all medical acute services and Long-Term Services and
Supports (LTSS), including custodial long-term care.

In 2005, CalOptima became licensed to furnish a Medicare Advantage Special Needs

Plan (MA SNP) through a competitive, risk-based contract with the Centers for Medicare
and Medicaid Services (CMS). This plan, called OneCare (HMO SNP), allows
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CalOptima to offer Medicare and Medi-Cal benefits under one umbrella to dual eligible
individuals.

OneCare is also a Medicare Advantage Prescription Drug plan. OneCare operates
exclusively as a “Zero Cost Share, Medicaid Subset Dual Special Needs Plan.” OneCare
only enrolls beneficiaries who qualify as a zero cost sharing Medicaid subset. To identify
dual eligible members, OneCare imports daily member eligibility files from the State and
Federal government with Medicaid and Medicare eligibility segments.

In July 2015, CalOptima launched OneCare Connect Cal MediConnect Plan (Medicare-
Medicaid Plan). This is a demonstration project in an effort by California and the Federal
government to begin the process — through a single organized health care delivery
system — of integrating medical, behavioral health, long-term care services and supports,
and community-based services for dual eligible beneficiaries. The program’s goal is to
help members stay in their homes for as long as possible and shift services out of
institutional settings and into the home and community. A key feature of CalOptima is
identifying high-risk enrollees who need comprehensive care coordination, and
assembling an appropriate care team to develop and track an individual care plan.

CalOptima was created as a public agency, operates like a private sector health plan
and is accountable to stakeholders to build public trust.

WHAT WE OFFER:

Medi-Cal

In California, Medicaid is known as Medi-Cal. For more than 20 years, CalOptima has
been serving Orange County’s Medi-Cal population. Due to the implementation of the
Affordable Care Act, membership in CalOptima from 2014—16 grew by 49 percent. More
low-income children and adults qualified for Medi-Cal.

Medi-Cal covers low-income adults, families with children, seniors, people with
disabilities, children in foster care as well as former foster youth up to age 26, pregnant
women, and low-income people with specific diseases, such as tuberculosis, breast cancer
or HIV/AIDS. A member must live in Orange County and be enrolled in Medi-Cal.

OneCare (HMO SNP)

OneCare (HMO SNP) means total care. Our members with Medicare and Medi-Cal
benefits are covered in one single plan, making it easier for our members to get the health
care they need. For more than a decade, CalOptima has been offering OneCare to low-
income seniors and people with disabilities who quality for both Medicare and Medi-Cal.
We have extensive experience serving the complex needs of the frail, disabled, dual
eligible members in Orange County.

To be a member of OneCare, a person must live in Orange County and be enrolled in
Medi-Cal and Medicare Parts A and B, and not be eligible for OneCare Connect.
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OneCare Connect

OneCare Connect Cal MediConnect Plan (Medicare-Medicaid Plan) is a new plan that
launched in 2015 for people who qualify for both Medicare and Medi-Cal. OneCare
Connect also integrates the Multipurpose Senior Services Program (MSSP), In-Home
Supportive Services (IHSS) and Long-Term Care (LTC).

At no extra cost, our members also get vision care, taxi rides to medical appointments
and enhanced dental benefits. Plus, our members get support so they can receive the
services they need, when they need them. A Personal Care Coordinator works with our
members and their doctors to create an individualized health care plan that fits our
members’ needs.

To join OneCare Connect, a member must live in Orange County, have both Medicare
Parts A and B and Medi-Cal, and be 21 years or older. Members cannot be receiving
services from a regional center or enrolled in certain waiver programs. Other exceptions

apply.

Program of All-Inclusive Care for the Elderly (PACE)

In 2013, CalOptima launched the first PACE program in Orange County. PACE is a
community-based Medicare and Medi-Cal program that provides coordinated and
integrated health care services to frail elders to help them continue living independently
in the community.

PACE provides all the acute and long-term care services covered by Medicare and Medi-
Cal through an Interdisciplinary Team (IDT). The IDT is made up of physicians, nurses,
social workers, dieticians, physical therapists, occupational therapists, home-care staff,
activity staff and transportation staff who are committed to planning, coordinating and
delivering the most fitting and personalized health care to our participates.

To be a PACE participant, members must be at least 55 years old, live in our Orange
County service area, be determined as eligible for nursing facility services by the State of
California, and be able to live safely at home or in a community setting with proper
support.

PACE participants must receive all needed services, other than emergency care, from

CalOptima PACE providers and are personally responsible for any unauthorized or out-
of-network services.
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WHO WE WORK WITH:

Contracted Health Networks/Contracted Network Providers

Providers have several options for participating in CalOptima’s programs to provide
health care to Orange County’s Medi-Cal members. Providers can contract with a
CalOptima health network, and/or participate through CalOptima Direct, and/or the
CalOptima Community Network.

CalOptima members can choose one of 14 health networks, representing more than 7,500
practitioners.

CalOptima Community Network (CCN)

The CalOptima Community Network provides doctors with an alternate path to contract
directly with CalOptima to serve our members. Currently, CalOptima contracts with 13
private health networks for Medi-Cal. CCN is administered internally by CalOptima and
is the 14th network available for members to select, supplementing the existing health
network delivery model and creating additional capacity for growth.

CalOptima Direct (COD)

CalOptima Direct is a self-directed program administered by CalOptima to serve Medi-
Cal members in special situations, including foster children, dual-eligibles (those with
both Medicare and Medi-Cal who elect not to participate in CalOptima’s MA SNP),
members in skilled nursing facilities, and share of cost members. COD also currently
includes the following categories of vulnerable and complex/catastrophic care members:
transplant, hemophilia, HIV, end-stage renal disease (ESRD), and seniors and persons
with disabilities.

Not all CalOptima members are health network eligible. Members who are not eligible
for enrollment in a health network may be assigned to CalOptima Direct based on the
below criteria:

e Transitional members waiting to be assigned to a delegated health network

e Medi-Cal/Medicare members (Medi-Medi)

e Members who reside outside of Orange County

e Medi-Cal share of cost members

e Members residing in Fairview Developmental Center

Health Networks

CalOptima contracts with a variety of health networks to provide care to members. Since
2008, CalOptima has also included Health Maintenance Organizations (HMOs),
Physician/Hospital Consortia (PHCs), Physician Medical Groups (PMGs) and Shared
Risk Medical Groups (SRGs). CalOptima’s HMOs, PHCs, PMGs and SRGs include
more than 3,500 Primary Care Providers (PCPs) and 30 hospitals and clinics. New
networks that demonstrate the ability to comply with CalOptima’s delegated
requirements are added as needed.
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AltaMed Health Services

AMVI Care Health Network PHC PMG PHC
Arta Western Health Network SRG PMG SRG
CHOC Health Alliance PHC

Family Choice Health Network SRG PMG SRG
Heritage HMO HMO
Kaiser Permanente HMO

Monarch Family HealthCare SRG PMG SRG
Noble Mid-Orange County SRG PMG SRG
OC Advantage Medical Group PHC PHC
Prospect Medical Group SRG SRG
Talbert Medical Group SRG PMG SRG
United Care Medical Group SRG PMG SRG

Upon successful completion of audits, the health networks may be delegated for clinical
and administrative functions, which may include:

Utilization Management

Case and Complex Case Management

Claims (professional and institutional)

Contracting

Credentialing of practitioners

Customer Services activities

BEHAVIORAL HEALTH SERVICES

Medi-Cal Ambulatory Behavioral Health Services

CalOptima is responsible for providing outpatient mental health services to members
with mild to moderate impairment of mental, emotional or behavioral functioning,
resulting from a mental health disorder, as defined in the current Diagnostic and
Statistical Manual of Mental Disorders. Mental health services include but are not limited
to: individual and group psychotherapy, psychiatric consultation, medication
management, and psychological testing when clinically indicated to evaluate a mental
health condition.
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CalOptima delegates to College Health Independent Practice Association (CHIPA) for
utilization management of the provider network. CHIPA subcontracts and delegates to
Beacon Health Strategies LLC (Beacon) other functions that include credentialing the
provider network, the Access Line and several quality improvement functions.

In addition, CalOptima covers behavioral health treatment (BHT) for members 20 years
of age and younger with a diagnosis of Autism Spectrum Disorder (ASD).

Behavioral health services are also within the scope of practice for PCPs, including
offering screening, brief intervention and referral to treatment (SBIRT) services to
members 18 years of age and older who misuse alcohol. Providers in primary care
settings also screen for alcohol misuse and provide people engaged in risky or hazardous
drinking with brief behavioral counseling interventions to reduce alcohol misuse and/or
referral to mental health and/or alcohol use disorder services as medically necessary.

OneCare and OneCare Connect Behavioral Health Services

CalOptima has contracted with Windstone Behavioral Health for the behavioral health
services portion of OneCare and OneCare Connect. CalOptima delegates utilization
management (UM) to Windstone. Evidence-based MCG guidelines are used in the UM
decision-making process.

OUR LINES OF BUSINESS:
MEDI-CAL

Scope of Services
Under our Medi-Cal program, CalOptima provides a comprehensive scope of acute and
preventive care services for Orange County’s Medi-Cal and dual eligible population.

These services include but are not limited to the following:

Adult preventive services

Hospital/inpatient care

Pediatric preventive services

Community-based adult
services

Immunizations

Child health and disability
prevention (CHDP)

Doctor visits

Laboratory services

Physical therapy

Durable medical equipment | Limited allied health Prenatal care

services
Emergency care Medical supplies Specialty care services
Emergency transportation Medications Speech therapy

Non-emergency medical

Newborn care

Substance use disorder

transportation (NEMT) preventive services —
limited
Hearing aid(s) Nursing facility services | Vision care
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Home health care Occupational therapy

Hospice care Outpatient mental health
services — limited

Certain services are not covered by CalOptima, or may be provided by a different agency,
including those indicated below:

e Specialty mental health services are administered by Orange County Health Care
Agency (OC HCA).

e Substance use disorder services are administered by OC HCA.

e Dental services are provided through California’s Denti-Cal program.

California Children’s Services

Services for children with certain physical limitations, chronic health conditions or
diseases are provided through California Children’s Services (CCS), which is a statewide
program. Currently, CCS authorizes and pays for specific medical services and
equipment provided by CCS-approved specialists for CCS-eligible conditions. DHCS
manages the CCS program and the Orange County Health Care Agency operates the
program. CalOptima is responsible for coordinating care and services for all non-CCS
related conditions. There is work underway to integrate CCS services as a benefit of
CalOptima. This transition is planned for 2017.

Members With Special Health Care Needs

To ensure that clinical services as described above are accessible and available to
members with special health care needs — such as seniors, people with disabilities and
people with chronic conditions — CalOptima has developed specialized case
management services. These case management services are designed to ensure
coordination and continuity of care, and are described in the Utilization Management
Program.

Additionally, CalOptima works with community programs to ensure that members with
special health care needs (or with high risk or complex medical and developmental
conditions) receive additional services that enhance their Medi-Cal benefits. These
partnerships are established through special programs, such as the CalOptima Member
Liaison program, and specific Memoranda of Understanding (MOU) with certain
community agencies, including HCA, CCS and the Regional Center of Orange County
(RCOC).

Medi-Cal Managed Long-Term Services and Supports

Beginning July 1, 2015, Long-Term Services and Supports (LTSS) became a CalOptima
benefit for all Medi-Cal members. CalOptima ensures LTSS services are available to
members who have health care needs and meet the program eligibility criteria and
guidelines.

LTSS includes four programs:
e Community-Based Adult Services (CBAS)
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e Nursing Facility Services for Long-Term Care
e Multipurpose Senior Services Program (MPSS)
e In-Home Supportive Services (IHSS)

ONECARE (HMO SNP)

Scope of Services

OneCare (HMO SNP) provides a comprehensive scope of services for the dual eligible
members who are not eligible for OneCare Connect.

These services include but are not limited to the following:

Acupuncture and other
alternative therapies

Foot care

Outpatient surgery

Ambulance

Hearing services

Prescription drugs

Chiropractic care

Home health care

Preventative care

Dental services — limited

Hospice

Prosthetic devices

Diabetes supplies and services

Inpatient hospital care

Renal dialysis

Diagnostic tests, lab and
radiology services, and X-
rays

Inpatient mental health
care

Skilled nursing facility

Doctor visits

Mental health care

Transportation — limited

Durable medical equipment

Outpatient rehabilitation

Urgently needed services

Emergency care

Outpatient substance

Vision services

abuse

ONECARE CONNECT

Scope of Services

Launched July 1, 2015, OneCare Connect Cal MediConnect Plan (Medicare-
Medicaid Plan) is a health plan offered by CalOptima to simplify and improve health
care for low-income seniors and people with disabilities. OneCare Connect combines
our members’ Medicare and Medi-Cal benefits, adds supplemental benefits, and
offers personalized support — all to ensure each member receives the right care in
the right setting.

OneCare Connect is part of Cal MediConnect, a demonstration program operating in
seven counties throughout California. The demonstration aims to transform the
health care delivery system for people eligible for Medicare and Medi-Cal. These
people often have several chronic health conditions and multiple providers, yet their
separate insurance plans often create confusion and fragmented care. By combining
all benefits into one plan, OneCare Connect delivers coordinated care. Care
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coordination eliminates duplicated services and shifts services from more expensive
institutions to home- and community-based settings.

OneCare Connect achieves these advancements via CalOptima’s innovative Model of
Care. Each member has a Personal Care Coordinator whose role is to help the
member navigate the health care system and receive integrated medical, behavioral
and supportive services. Addressing individual needs results in a better, more
efficient health care experience for the member.

These services include but are not limited to the following:

Acupuncture (pregnant Hearing screenings Over-the-counter drugs —
women) limited
Ambulance services Incontinence supplies — Radiology
limited
Case management In-Home Supportive Rehabilitation services
Services (IHSS)
Chiropractic services Inpatient hospital care Renal dialysis
Diabetes supplies and Inpatient mental health care | Screening tests
services
Disease self-management Institutional care Skilled nursing care
Doctor visits Lab tests Specialist care
Durable medical equipment | Medical equipment for Substance abuse services
home care
Emergency care Mental or behavioral health | Supplemental dental
services services
Eye exams Multipurpose Senior Transgender services
Services Program
(MSSP)
Foot care Prescription drugs Transportation to a doctor’s
office
Glasses or contacts — limited | Preventive care Occupational, physical or
speech therapy
Health education Prosthetic devices Urgent care
Hearing aids — limited Outpatient care “Welcome to Medicare”
preventive visit

PROGRAM OF ALL-INCLUSIVE CARE FOR THE ELDERLY

Scope of Services
Launched August 1, 2013, CalOptima PACE is the only PACE center in Orange
County. It is a community-based Medicare and Medi-Cal program that provides

10
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coordinated and integrated health care services to frail elders to help them continue
living independently in the community.

PACE provides all the acute and long-term care services covered by Medicare and

Medi-Cal. The services are arranged for our participants, based on their needs as
indicated by our Interdisciplinary Team.

Membership Demographics
[¥ CalOptima

Better. Together. Fast Facts: February 2016

Mission: To provide members with access to quality health care services
delivered in a cost-effective and compassionate manner

Membership Data as of December 31, 2015

Members
Program
Total CalOptima Medi-Cal 779,410
Membership OneCare (HMO SNP)* 11,891
779 41 0 OneCare Connect* 4,437
J Multipurpose Senior Services Program* 464
Program of All-Inclusive Carefor the Elderly (PACE)* 129
*Membership already accounted for in total Medi-Cal membership
Member Age (All Programs) Languages Spoken (All Programs) Medi-Cal Aid Categories
) = TANF
1% 13%  =0tos 3“1;&1% " Englsh = Expansion
w6018 10% I'] " Spanish _
18% = Vietnamese Senlors
181044 « Gther = Peaple with Disabilties
=45 to 64 28% «Korean = Long-Term Care
a5+ . = i = Optional Targeted
2% 50k 57% Fars 49%  Low-Income Children
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QUALITY IMPROVEMENT PROGRAM

CalOptima’s Quality Improvement (QI) Program encompasses all clinical care,
clinical services and organizational services provided to our members, which aligns
with our vision to provide an integrated and well-coordinated system of care to ensure
optimal health outcomes for all of our members.

CalOptima has developed programs using evidence-based guidelines that incorporate
data and best practices tailored to our populations. Our focus extends across the health
care continuum, from preventive care, closing gaps in care, care management, disease
management and complex care management. Our approach uses support systems for our
members with vulnerabilities, disabilities and chronic illnesses.

CalOptima’s Quality Improvement Program includes processes and procedures designed
to ensure that all medically necessary covered services are available and accessible to all
members including those with limited English proficiency, diverse cultural and ethnic
backgrounds, and regardless of race, color, national origin, creed, ancestry, religion,
language, age, gender, marital status, sexual orientation, gender identity, health status, or
disability, and that all covered services are provided in a culturally and linguistically
appropriate manner.

AUTHORITY, ACCOUNTABILITY AND RESPONSIBILITY

Board of Directors

The CalOptima Board of Directors has ultimate accountability and responsibility for the
quality of care and services provided to CalOptima members. The responsibility to
oversee the program is delegated by the Board of Directors to the Board’s Quality
Assurance Committee — which oversees the functions of the Quality Improvement
Committee described in CalOptima’s State and Federal Contracts — and to CalOptima’s
Chief Executive Officer (CEO), as discussed below.

The Board holds the CEO and Chief Medical Officer (CMO) accountable and responsible
for the quality of care and services provided to members. The Board of Directors
promotes the separation of medical services from fiscal and administrative management
to ensure that medical decisions will not be unduly influenced by financial
considerations. The Board of Directors approves and evaluates the QI Program annually.

The QI Program is based on ongoing data analysis to identify the clinical needs, risk
levels and appropriate interventions to make certain that the program meets the specific
needs of members. The CMO is charged with identifying appropriate interventions and
resources necessary to implement the QI Program. Such recommendations shall be
aligned with Federal and State regulations, contractual obligations and fiscal parameters.

Quality Improvement Program, Role of CalOptima Officers

12
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Chief Executive Officer (CEO) allocates financial and employee resources to fulfill
program objectives. The CEO delegates authority, when appropriate, to the Chief
Medical Officer (CMO), the Chief Financial Officer (CFO) and the Chief Operating
Officer (COO). The CEO makes certain that the Quality Improvement Committee (QIC)
satisfies all remaining requirements of the QI Program, as specified in the State and
Federal Contracts.

Chief Medical Officer (CMQO) — or physician designee — chairs the QIC, which
oversees and provides direction to CalOptima’s QI activities, and supports efforts so that
the QI Program objectives are coordinated, integrated and accomplished. At least
quarterly, the CMO presents reports on QI activities to the Board of Directors’ Quality
Assurance Committee.

Deputy Chief Medical Officer (DCMO) along with the CMO, oversee strategies,
programs, policies and procedures as they relate to CalOptima’s medical care delivery
system. The DCMO and CMO oversee Quality Analytics, Quality Management,
Utilization Management, Case Management, Health Education & Disease Management,
Pharmacy Management, and Long-Term Services and Supports.

Chief Network Officer (CNO) is responsible for developing and expanding
CalOptima’s programs by implementing strategies that achieve the established program
objectives; leveraging the core competencies of CalOptima’s existing administrative
infrastructure to build an effective and efficient operational unit to serve CalOptima’s
networks; and making sure the delivery of accessible, cost-effective, quality health care
services throughout the service delivery network. The CNO leads and directs the
integrated operations of the networks, and must coordinate organizational efforts
internally, as well as externally, with members, providers and community stakeholders.

Chief Operating Officer (COO) is responsible for oversight and day-to-day operations
of several departments including Operations, Information Services, Claims
Administration, Customer Service, Grievance and Appeals Resolution Services, Coding
Initiatives and Electronic Business.

Executive Director, Quality & Analytics (ED of QA) is responsible for facilitating the
company-wide QI Program, driving improvements with Healthcare Effectiveness Data
and Information Set (HEDIS), DHCS, CMS star measures and ratings, and facilitating
compliance with NCQA. The ED of QA serves as a member of the executive team and
with the CMO supports efforts to promote adherence to established quality improvement
strategies and programs throughout the company. Reporting to the ED of QA is the
Director of Quality Analytics, the Director of Health Education & Disease Management,
and the Manager for Quality Improvement.

Executive Director of Clinical Operations (ED of CO) is responsible for oversight of

all operational aspects of key Medical Affairs functions, including: Utilization, Case
Management,

13
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Long-Term Services and Supports, MSSP Services, along with new program
implementation related to initiatives in these areas. The ED of CO serves as a member of
the executive team, and, with the CMO, makes certain that Medical Affairs is aligned
with CalOptima’s strategic and operational priorities.

Executive Director of Public Affairs (ED of PA) serves as the State Liaison; oversees
the development and amendment of CalOptima’s policies and procedures to ensure
adherence to State and Federal requirements; and the management, development and
implementation of CalOptima’s Communication plan, Issues Management and
Legislative Advocacy. This position also oversees the integration of activities for the
Community Relations Program. The QI department collaborates with Public Affairs to
address specific developments or changes to policies and procedures that impact areas
within the purview of QL

Executive Director of Compliance (ED of C) is responsible to monitor and drive
interventions so that CalOptima and its HMOs, PHCs, SRGs, MBHO and PMGs meet the
requirements set forth by DHCS, CMS and DMHC. The Compliance staff works in
collaboration with the CalOptima Audit & Oversight department to refer any potential
sustained noncompliance issues or trends encountered during audits of health networks,
provider medical groups, and other functional areas. The ED of C also oversees
CalOptima’s regulatory and compliance functions, including the development and
amendment of CalOptima’s policies and procedures to ensure adherence to State and
Federal requirements.

QUALITY IMPROVEMENT PROGRAM PURPOSE

The purpose of the CalOptima QI Program is to establish objective methods for
systematically evaluating and improving the quality of care provided to CalOptima
members through CalOptima CCN and COD, as well as our contracted provider
networks. Through the QI Program, and in collaboration with its providers, CalOptima
strives to continuously improve the structure, processes and outcomes of its health care
delivery system.

The CalOptima QI Program incorporates continuous QI methodology of Plan-Do-Study-
Act (PDSA) that focuses on the specific needs of CalOptima’s multiple customers
(members, health care providers, community-based organizations and government
agencies):

e It is organized to identify and analyze significant opportunities for improvement
in care and service.

e [t fosters the development of improvement strategies, along with systematic
tracking, to determine whether these strategies result in progress toward
established benchmarks or goals.

e [t is focused on QI activities carried out on an ongoing basis to promote efforts
that support the identification and correction of quality of care issues.

14
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Quality Improvement, Quality Analytics, Health Education & Disease Management
departments, in conjunction with multiple Medical Directors support the organization’s
mission and strategic goals, and oversee the processes to monitor, evaluate and act on the
quality of care and services that members receive.

15
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QUALITY IMPROVEMENT DEPARTMENT

The Quality Improvement department supports the specific focus of monitoring quality of
care issues and assuring the credentialing standards, policies and procedures are
implemented to provide a qualified provider network for our members. QI fully aligns
with the QI team to support the organizational mission, strategic goals, and processes to
monitor and drive improvements to the quality of care and services, and that care and
services are rendered appropriately and safely to all CalOptima members.

Quality Improvement department activities include:

e Monitor, evaluate and act to improve clinical outcomes for members

e Design, manage and improve work processes, clinical, service, access, member
safety and quality related activities
o Drive improvement of quality of care received

Minimize rework and unnecessary costs

Measure the member experience of accessing and getting needed care

Empower staff to be more effective

Coordinate and communicate organizational information, both division and

department-specific as well as agencywide

e Support the maintenance of quality standards across the continuum of care and all
lines of business

e Maintain agencywide practices that support accreditation by the National
Commission for Quality Assurance (NCQA)

(@)
@)
(@)
@)

QUALITY ANALYTICS DEPARTMENT

The Quality Analytics department fully aligns with the QI team to support the
organizational mission, strategic goals and processes to monitor and drive improvements
to the quality of care and services, and ensure that care and services are rendered
appropriately and safely to all CalOptima members.

The Quality Analytics department activities include design, implementation and
evaluation of initiatives to:

e Monitor outcomes

e Drive solutions and interventions to improve quality of care, access to preventive
care, and management of chronic conditions to clinical guidelines

e Support efforts to improve internal and external customer satisfaction

e Improve organizational quality improvement functions and processes to both
internal and external customers

e C(Collect clear, accurate and appropriate data used to analyze problems and
measure improvement
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e Coordinate and communicate organizational information, both division and
department specific, and agencywide

e Participate in various reviews through the QI Program such as the All Cause
Readmission monitoring, access to care, availability of practitioners and other
reviews

e Facilitate satisfaction surveys for members and practitioners

e Evaluate and monitor provider credentials

e Provide agencywide oversight of monitoring activities that are:

Balanced: Measures clinical quality of care and customer service
Comprehensive: Monitors all aspects of the delivery system
Positive: Provides incentive to continuously improve

In addition to working directly with the contracted health networks, data sources
available for identification, monitoring and evaluating of opportunities for improvement
and effectiveness of interventions include but are not limited to:

Claims information/activity

Encounter data

Utilization data

Case Management reports

Pharmacy data

STARS and HCC data

Group Needs Assessments

Results of Risk Stratification

HEDIS Performance

Member and Provider satisfaction

Quality Improvement Projects (QIPs, PIPs and CCIPs)

Health Risk Assessment data

HEALTH EDUCATION & DISEASE MANAGEMENT DEPARTMENT

The Health Education & Disease Management department is the third area in Quality that
provides program development and implementation for the agencywide chronic condition
improvement programs. Health Education & Disease Management (HE & DM) Programs
provide for the identification, assessment, stratification and implementation of
appropriate interventions for members with chronic diseases. Programs and materials use
educational strategies and methods appropriate for member and designed to achieve
behavioral change for improved health and are reviewed on an annual basis. Program
topics covered include Asthma, Congestive Heart Failure, Diabetes, Exercise, Nutrition,
Hyperlipidemia, Hypertension, Pediatric Weight Management and Tobacco Cessation.

Primary goals of the department are to achieve member wellness and autonomy through
advocacy, communication, education, identification of services, resources and service

facilitation throughout the continuum of care. Materials are written at the sixth grade
reading level and are culturally and linguistically appropriate for our members.
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Health Education & Disease Management supports CalOptima members with customized
interventions, which may include:
e Healthy lifestyle management techniques and health education programs and
services at no charge to members
e Medication education to ensure adherence to appropriate pharmacotherapy
treatment plans
¢ Informational booklets for key conditions
e Referrals to community or external resources
e Execute and coordinate programs with Case Management, Utilization
Management, Quality Analytics and our Health Network Providers.

RESOURCES TO DIRECTLY SUPPORT THE QUALITY
IMPROVEMENT PROGRAM AND QUALITY IMPROVEMENT
COMMITTEE

CalOptima’s budgeting process includes personnel, IT resources and other administrative
costs projected for the QI Program. The resources are revisited on a regular basis to
promote adequate support for CalOptima’s QI Program.

The QI staff directly impacts and influences the QI Committee and related committees
through monitoring, evaluation and interventions, providing the various committees with
outcomes and effectiveness of corrective actions.

The following staff positions provide direct support for organizational and operational QI
Program functions and activities:

Medical Director, Quality

Appointed by the CMO, the Medical Director of Quality is responsible for the direction
of the QI Program objectives to drive the organization’s mission, strategic goals, and
processes to monitor, evaluate and act on the quality of care and services delivered to
members.

Manager, Quality Improvement
Responsibilities include assigned day-to day operations of the QI department, including
Credentialing, Facility Site Reviews, Facility Physical Access Compliance and working
with the ED of Quality. This position is also responsible for QI Program and Work Plan
implementation.
e The following positions report to the QI Manager:
QI Nurse Specialists,
Data Analyst
Credentialing Coordinators,
Credentialing Program Assistant
Facility Site Review Master Trainer
Facility Site Review Nurse Reviewers

O O O O O O
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Director, Quality Analytics
Provides administrative and analytical direction to support quality measurement activities
for the agencywide QI Program by managing, executing and coordinating QI activities
and projects, aligned with the QI department supporting clinical operational aspects of
quality management and improvement. Provides coordination and support to the QIC and
other committees to support compliance with regulatory, and accreditation agencies.

e The following positions report to the Director of Quality Analytics:
Quality Analytics HEDIS Manager
Quality Analytics Medical Data Manager
Quality Analytics QI Initiatives Manager
Quality Analytics Analysts
Quality Analytics Project Managers
Quality Analytics Program Coordinators
Quality Analytics Program Specialists

O O O O O O O

Director, Health Education & Disease Management
Provides direction for program development and implementation for the agencywide
health education and disease management initiatives. ensures linkages supporting a
whole-person perspective to health and health care with Case Management, Care
Management and Utilization Management. Also, supports the Model of Care
implementation for members. Reports program progress and effectiveness to QIC and
other committees to support compliance with regulatory and accreditation agencies.

e The following positions report to the Director, Health Education & Disease

Management:
o Disease Management Manager (Program Design)Disease Management

Manager (Operations)
Health Education Manager
Health Education Supervisor
Disease Management Health Coaches
Senior Health Educator
Health Educators
Registered Dieticians
Program Specialists
Program Assistant

O O O O O O O O

QUALITY IMPROVEMENT (QI) STRATEGIC GOALS

The purpose of the QI Program is to establish objective methods for systematically
evaluating and improving the quality of care provided to CalOptima members. Through
the QI Program, CalOptima strives to continuously improve the structure, processes and
outcomes of its health care delivery system.

The QI Program incorporates continuous QI methodology that focuses on the specific
needs of multiple stakeholders (members, health care providers and community and
government agencies):
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It is organized to identify and analyze significant opportunities for improvement
in care and service

It fosters the development of quality improvement strategies, along with
systematic tracking, to determine whether these strategies result in progress
towards established benchmarks or goals

It is focused on QI activities and projects carried out on an ongoing basis to
monitor that quality of care issues are identified and corrected as needed

0Ol Goals and Objectives

QI goals and objectives are to monitor, evaluate and improve:

The quality of clinical care and services provided by the health care delivery
system in all settings, especially as it pertains to the unique needs of the
population

The important clinical and service issues facing the Medi-Cal population relevant
to its demographics, high-risks, disease profiles for both acute and chronic
illnesses, and preventive care

The continuity and coordination of care between specialists and primary care
practitioners, and between medical and behavioral health practitioners by
annually acting on at least three identified opportunities

The accessibility and availability of appropriate clinical care and to a network of
providers with experience in providing care to the population

The qualifications and practice patterns of all individual providers in the network
to deliver quality care and service

Member and provider satisfaction, including the timely resolution of complaints
and grievances

Risk prevention and risk management processes

Compliance with regulatory agencies and accreditation standards

Annual review and acceptance of the UM Program Description and Work Plan
The effectiveness and efficiency of internal operations

The effectiveness and efficiency of operations associated with functions
delegated to the contracted medical groups

The effectiveness of aligning ongoing quality initiatives and performance
measurements with CalOptima’s strategic direction in support of its mission,
vision and values

Compliance with Clinical Practice Guidelines and evidence-based medicine
Compliance with regulatory agencies and accreditation standards (NCQA)
Support of the agency’s strategic quality and business goals by utilizing
resources appropriately, effectively and efficiently

Set expectations to develop plans to design, measure, assess, and improve the
quality of the organization’s governance, management and support processes
Support the provision of a consistent level of high quality of care and service for
members throughout the contracted network, as well as monitor utilization
practice patterns of practitioners, contracted hospitals, contracted services,
ancillary services and specialty providers
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e Provide oversight of quality monitors from the contracted facilities to
continuously assess that the care and service provided satisfactorily meet quality
goals

e Make certain contracted facilities report outbreaks of conditions and/or diseases
to the public health authority — Orange County Health Agency — which may
include but are not limited to Methicillin resistant staphylococcus aureus
(MRSA), staphylococcus aureus infections, scabies, Tuberculosis, etc. as
reported by the health networks.

e Promote patient safety and minimize risk through the implementation of patient
safety programs and early identification of issues that require intervention and/or
education and work with appropriate committees, departments, staff,
practitioners, provider medical groups, and other related health care delivery
organizations (HDOs) to assure that steps are taken to resolve and prevent
recurrences

QI Measureable Goals from the Model of Care

The Model of Care (MOC) is member-centric by design, and monitors, evaluates and acts
upon the coordinated provisions of seamless access to individualized, quality health care.
The MOC meets the needs of the special member populations through strategic activities
and goals. Measureable goals are established and reported annually.

The MOC goals are:
e Improving access to essential services
e Improving access to affordable care
e Improving coordination of care through an identified point of contact

Improving seamless transitions of care across health care settings, providers and
health services

Improving access to preventive health services

Assuring appropriate utilization of services

Improving integration of medical and behavioral health services

Improving beneficiary health outcomes

A formal annual performance evaluation is conducted and strategies for continuous
improvement for the coming year are established. These are reported to the QI Committee.

WORK PLAN
(SEE ATTACHMENT A — 2016 QI WORK PLAN)

The QI Work Plan outlines key activities for the upcoming year. It is reviewed and
approved by the QIC. The QI Work Plan indicates objectives, scope, timeline, planned
monitoring and accountable persons for each activity. Progress against the QI Work Plan
is monitored throughout the year. QI Work Plan addendums may be established to
address the unique needs of members in special needs plans or other health plan products
as needed to capture the specific scope of the plan.
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The QI Work Plan is the operational and functional component of the QI Program and is
based on the most recent and trended HEDIS scores, physician quality measures, and
other measures identified for attention, including any specific requirements mandated by
the State or accreditation standards where these apply.

The QI Program guides the development and implementation of an annual QI Work Plan
and a separate Utilization Management (UM) Work Plan that includes:

Case Management

Client Revisions

LTSS

Health Education & Disease Management, Health Assessments and related
CCIP, QIP, PIPs

Access and Availability to Care

Member Experience and Service

Patient Safety and Pharmacy Initiatives

HEDIS/STARS Improvement

Delegation Oversight

Organizational Quality Projects

QI Program scope

Yearly objectives

Yearly planned activities

Time frame for each activity’s completion

Staff member responsible for each activity

Monitoring of previously identified issues

Annual evaluation of the QI Program

Priorities for QI activities based on the specific needs of Cal Optima’s
organizational needs and specific needs of Cal Optima’s populations for key
areas or issues identified as opportunities for improvement

Priorities for QI activities based on the specific needs of Cal Optima’s
populations, and on areas identified as key opportunities for improvement
Ongoing review and evaluation of the quality of individual patient care to aid in
the development of QI studies based on quality of care trends identified

The QI Work Plan supports the comprehensive annual evaluation and planning process
that includes review and revision of the QI Program and applicable policies and
procedures.
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UTILIZATION MANAGEMENT

Coverage for health care services, treatment and supplies in all lines of business is based
on the terms of the plan and subject to medical necessity. Contracts specify that
medically necessary services are those which are established as safe and effective,
consistent with symptoms and diagnosis and furnished in accordance with generally
accepted professional standards to treat an illness, disease, or injury consistent with
CalOptima medical policy, and not furnished primarily for the convenience of the patient,
attending physician or other provider.

Use of evidence-based, industry-recognized criteria promotes efforts that medical
decisions are not influenced by fiscal and administrative management considerations. As
described in the 2016 Utilization Management (UM) Program all review staff are trained
and audited in these principles. Clinical staff makes all medical necessity decisions and
any denial is made only by a physician reviewer, including those decisions made by
delegated health networks. Medical Directors actively engage subspecialty physicians as
peer review consultants to assist in medical necessity determinations. Adherence to
standards and evidence-based clinical criteria is obtained by cooperative educational
efforts, personal contact with providers and monitoring through clinical studies.

BEHAVIORAL HEALTH

CalOptima focuses on the continuum of care for both medical and behavioral health
services. Focusing on continuity and coordination of care, CalOptima monitors and
works to improve the quality of behavioral health care and services provided to our
members. The QI Program includes services for behavioral health and review of the
quality and outcomes of those services delivered to the members within our network of
practitioners and providers.

The quality of Behavioral Health services may be determined through but not limited to
the following:

e Access to care

e Auvailability of practitioners

e Coordination of care
Medical record and treatment record documentation
Complaints and grievances
Appeals
Compliance with evidence-based clinical guidelines
Language assistance
HEDIS and STAR measurements

The Medical Director responsible for Behavioral Health services is involved in the
behavioral aspects of the QI Program. The BH Medical Director is available for
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assistance with member behavioral health complaints, development of behavioral health
guidelines, recommendations on service and safety, provide behavioral health QI
statistical data and follow-up on identified issues. The BH Medical Director shall serve as
the chairperson of the BH QI Committee which is a subcommittee of the CalOptima QI
Committee. The BH Medical Director also serves as a voting member of CalOptima’s QI
Committee.

CONFIDENTIALITY

CalOptima has policies and procedures to protect and promote proper handling of
confidential and privileged medical record information. Upon employment, all
CalOptima employees — including contracted professionals who have access to
confidential or member information — sign a written statement delineating responsibility
for maintaining confidentiality. In addition, all Committee members of each entity are
required to sign a Confidentiality Agreement on an annual basis. Invited guests must sign
a Confidentiality Agreement at the time of Committee attendance.

All records and proceedings of the QI Committee and the subcommittees, related to
member- or practitioner-specific information are confidential, and are subject to
applicable laws regarding confidentiality of medical and peer review information,
including Welfare and Institutions Code section 14087.58, which exempts the records of
QI proceedings from the California Public Records Act. All information is maintained in
confidential files. The HMOs, PHCs, SRGs, MBHOs and PMGs hold all information in
the strictest confidence. Members of the QI Committee and the subcommittees sign a
Confidentiality Agreement. This Agreement requires the member to maintain
confidentiality of any and all information discussed during the meeting. The CEO, in
accordance with applicable laws regarding confidentiality, issues any Quality
Improvement reports required by law or by the State Contract.

CONFLICT OF INTEREST

CalOptima maintains a Conflict of Interest policy to make certain potential conflicts are
avoided by staff and members of Committees. This policy precludes using proprietary or
confidential CalOptima information for personal gain or the gain of others, as well as
direct or indirect financial interests in, or relationships with, current or potential
providers, suppliers, or members, except when it is determined that the financial interest
does not create a conflict. All employees sign a Conflict of Interest statement on an
annual basis.

Fiscal and clinical interests are separated. CalOptima and its delegates do not reward
practitioners or other individuals conducting utilization review for issuing denials of

coverage, services or care. There are no financial incentives for UM decision-makers that
could encourage decisions that result in under-utilization.
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STAFF ORIENTATION, TRAINING AND EDUCATION

CalOptima seeks to recruit highly qualified individuals with extensive experience and
expertise in health services for staff positions. Qualifications and educational
requirements are delineated in the position descriptions of the respective positions.

Each new employee is provided an intensive, hands-on training and orientation program
with a staff preceptor. The following topics are covered during the program, as applicable
to specific job description:

e (CalOptima New Employee Orientation

e HIPAA and Privacy/Corporate Compliance

e Use of technical equipment (phones, computers, printers, facsimile machines,
etc.)

e Applicable Department Program, Policies & Procedures, etc.

e Appeals Process

e Seniors and Persons with Disabilities Awareness Training

CalOptima encourages and supports continuing education and training for employees,
which increases competency in their present jobs and/or prepares them for career
advancement within CalOptima. Each year, a specific budget is set for continuing
education for each licensed employee.

MOC-related employees and contracted providers and practitioners network are trained at
least annually on the Model of Care (MOC). The MOC training is a part of the
comprehensive orientation process, and includes face-to-face, interactive and web-based
platforms as well as paper format.

SAFETY PROGRAM

Member (Patient) safety is very important to CalOptima; it aligns with CalOptima’s
mission statement: To provide members with access to quality health care services
delivered in a cost-effective and compassionate manner. By encouraging members and
families to play an active role in making their care safe, medical errors will be reduced.
Active, involved and informed patients and families are vital members of the health care
team.

Member safety is integrated into all components of member enrollment and health care
delivery organization continuum oversight and is a significant part of our quality and risk
management functions. Our member safety endeavors are clearly articulated both
internally and externally, and include strategic efforts specific to member safety.

This plan is based on a needs assessment and includes the following areas:
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Identification and prioritization of patient safety-related risks for all CalOptima
members, regardless of line of business and contracted health care delivery
organizations

Operational objectives, roles and responsibilities, and targets based on the risk
assessment

Plans to conduct appropriate patient safety training and education are available to
members, families and health care personnel/physicians

Patient safety program and its outcomes, to be reviewed annually

Health education and promotion

Group Needs Assessment

Over/Under utilization monitoring

Medication Management

Case Management/Disease Management

Operational Aspects of Care and Service

Member Safety prevention, monitoring and evaluation include:

Providing education and communication through the Group Needs Assessment
to assess the member’s comprehension through their language, cultural and
diverse needs

Distributing member information that improves their knowledge about clinical
safety in their own care; (such as member brochures, which outline member
concerns or questions that they should address with their practitioners for their
care)

Collaborating with Health Networks and practitioners in performing the
following activities: improving medical record documentation and legibility,
establishing timely follow-up for lab results; addressing and distributing data on
adverse outcomes or polypharmacy issues by the Pharmacy & Therapeutics
(P&T) Committee, and maintaining continuous quality improvement with
pharmaceutical management practices to require safeguards to enhance patient
safety

Alerting the pharmacy to potential drug interactions and/or duplicate therapies,
and discussing these potential problems with the prescribing physician(s), allows
the opportunity for the practitioner to correct the amount of the appropriate drug
is being delivered

Improving continuity and coordination between sites of care, such as hospitals
and skilled nursing facilities, to assure timely and accurate communication
Utilizing facility site review, Physical Accessibility Review Survey (PARS) and
medical record review results from practitioner and health care delivery
organization at the time of credentialing to improve safe practices, and
incorporating ADA (Americans with Disabilities Act) and SPD (Seniors and
Persons with Disabilities) site review audits into the general facility site review
process

Tracking and trending of adverse event reporting to identify system issues that
contribute to poor safety
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Elements of the safety program address the environment of care and the safety of
members, staff and others in a variety of settings. The focus of the program is to identify
and remediate potential and actual safety issues, and to monitor ongoing staff education
and training, including:

e Ambulatory setting
o Adherence to ADA standards, including provisions for access and assistance
in procuring appropriate equipment, such a electric exam tables
o Annual blood-borne pathogen and hazardous material training
o Preventative maintenance contracts to promote that equipment is kept in good
working order
o Fire, disaster, and evacuation plan, testing and annual training
e Institutional settings including Long-Term Care (LTC), CBAS and MSSP
settings and Long-Term Services and Supports (LTSS) settings
o Falls and other prevention programs
o Identification and corrective action implemented to address post operative
complications
o Sentinel events identification and appropriate investigation and remedial
action
o Administration of flu/pneumonia vaccine
¢ Administrative offices
o Fire, disaster, and evacuation plan, testing and annual training

COMMITTEE AND KEY GROUP STRUCTURES
(SEE PAGE 52 — COMMITTEE ORGANIZATION STRUCTURE DIAGRAM)

Board of Directors’ Quality Assurance Committee

The Board of Directors appoints the Quality Assurance Committee (QAC) to review and
accept the overall QI Program and annual evaluation, and routinely receives progress
reports from the QIC describing improvement actions taken, progress in meeting
objectives, and improvements achieved. The QAC shall also make recommendations for
annual modifications of the QI program and actions to be taken when objectives are not
met. CalOptima is required under California’s open meeting law, the Ralph M. Brown
Act, Government Code §54950 et seq., to hold public meetings except under specific
circumstances described in the Act. CalOptima’s QAC meetings are open to the public.

Member Advisory Committee

The Member Advisory Committee (MAC) is composed of representatives of the
population CalOptima serves. The MAC ensures that CalOptima members’ values and
needs are integrated into the design, implementation, operation, and evaluation of the
overall QI program. The MAC provides advice and recommendations on community
outreach, cultural and linguistic needs and needs assessment, member survey results,
access to health care, preventative services and contracting. The MAC meets on a bi-
monthly basis and reports directly to the CalOptima Board of Directors. MAC meetings
are open to the public.
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The MAC membership is composed of representatives from the following constituencies:
Adult beneficiaries

Children

Consumer

Family Support

Foster Children

Long-Term Care

Medi-Cal beneficiaries

Medically indigent persons

Orange County Health Care Agency
Orange County Social Services Agency
Persons with disabilities

Persons with mental illnesses

Persons with Special Needs

Recipients of CalWORKSs

Seniors

Provider Advisory Committee
The Provider Advisory Committee (PAC) is composed of representatives from the
following constituencies:
e Health Networks
Hospitals
Physicians
Nurses
Allied Health Services
Community Clinics
The Orange County Health Care Agency (HCA)
Long-Term Services and Supports including (LTC Facilities and CBAS)
Mid-Level Practitioners
e Behavioral/mental health

Quality Improvement Committee (QIC)
The QIC is the foundation of the QI program. The QIC assists the CMO in overseeing,
maintaining, and supporting the QI Program and QI Work Plan activities.

The purpose of the QIC is to assure that all QI activities are performed, integrated, and
communicated internally and to the contracted HMOs, PHCs, SRGs, MBHO, and PMGs
to achieve the end result of improved care and services for members. The QIC oversees
the performance of delegated functions by its HMOs, PHCs, SRGs, MBHO, and PMGs
and contracted provider and practitioner partners. The composition of the QIC includes a
participating Behavioral Health Practitioner to specifically address integration of
behavioral and physical health, appropriate utilization of recognized criteria,
development of policies and procedures, and case review as needed, and identification of
opportunities to improve care.
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The QIC provides overall direction for the continuous improvement process and
evaluates whether activities are consistent with CalOptima’s strategic goals and priorities.
It supports efforts that an interdisciplinary and interdepartmental approach is taken and
adequate resources are committed to the program. It monitors compliance with regulatory
and accrediting body standards relating to Quality Improvement Projects (QIP), activities,
and initiatives. In addition, and most importantly, it makes certain that members are
provided optimal quality of care. HEDIS activities and interventions are reviewed,
approved, processed, monitored and reported through the QIC.

Responsibilities of the QI Committee include the following:
e Recommends policy decisions
e Analyzes and evaluates policy decisions
e Makes certain that there is practitioner participation in the QI Program through
planning, design, implementation and review
¢ Identifies needed actions and interventions
e Makes certain that there is follow-up as necessary

Practice patterns of providers, practitioners, HMOs, PHCs, SRGs, MBHO, and PMGs are
evaluated, and recommendations are made to promote practices that all members receive
medical care that meets CalOptima standards.

The QIC oversees and coordinates member outcome-related quality improvement actions.
Member outcome-related QI actions consist of well-defined, planned QI Projects by
which the plan addresses and achieves improvement in major focus areas of clinical and
non-clinical services.

The QIC also recommends strategies for dissemination of all study results to CalOptima-
contracted providers and practitioners, HMOs, PHCs, SRGs, MBHO, and PMGs.

The QI Projects themselves consist of four (4) cycles:
e Plan — detailed description and goals
e Do — Implementation of the plan
e Study — data and collection
e Act— analyze data and develop conclusions

The goal of the QI Program is to improve the health outcomes of members through
systematic and ongoing monitoring of specific focus areas and development and
implementation of QI Projects and interventions designed to improve provider and
practitioner and system performance.

The QIC provides overall direction for the continuous improvement process and monitors
that activities are consistent with CalOptima’s strategic goals and priorities. It promotes
efforts that an interdisciplinary and interdepartmental approach is taken, and adequate
resources are committed to the program and drives actions when opportunities for
improvement are identified.
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The composition of the QIC is defined in the QIC Charter and includes, but may not be
limited to the following:

Yoting Members:
e Four (4) participating physicians or practitioners, with no more than two (2)
administrative medical directors
CalOptima CMO/DCMO
CalOptima Medical Director, Quality (Chair)
CalOptima Medical Director also representing the UM Committee
CalOptima Medical Director, Behavioral Health also representing the BH QI
Committee
Executive Director Clinical Operations
¢ Director of Network Management
e Director Business Integration

The QIC is supported by:
Executive Director, Quality Improvement
Manager, Quality Improvement
Director, Quality Analytics
Director, Health Education & Disease Management
Committee Recording Secretary as assigned

Quorum

A quorum consists of a majority of the voting members (at least six) of which at least
four are physicians or practitioners. Once a quorum is attained, the meeting may
proceed and any vote will be considered official, even if the quorum is not maintained.
Participation is defined as attendance in person or participation by phone.

The QIC meets no less than eight times per year, and reports to the Board QAC no less
than quarterly.

QIC and all quality improvement subcommittee reports and proceedings are covered
under California Welfare & Institution Code § 14087.58(b), Health and Safety Code §
1370, and California Evidence Code §1157. Section 14087.58(b) renders records of QI
proceedings, including peer review and quality assessment records, exempt from
disclosure under the Public Records Act.

Minutes of the Quality Improvement Committee (QIC)

Contemporaneous minutes reflect all Committee decisions and actions. These minutes are
dated and signed by the Committee Chair to demonstrate that they are representative of
the official findings of the committee.

Minutes of the QIC meeting include, but are not limited to goals and objectives outlined
in the QI Charter and which include but are not limited to:

e Active discussion and analysis of quality issues analysis
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Credentialing or re-credentialing issues, as appropriate

Establishment or approval of clinical practice guidelines

Reports from various committees and subcommittees

Recommendations, actions and follow-up actions

Plans to disseminate Quality Management/Improvement information to network
providers and practitioners

e Tracking of work plan activities

All agendas, minutes, reports, and documents presented to the QIC are maintained in a
confidential manner. Minutes are maintained in an electronic format and not reproduced
(except for Quality Profile documentation) in order to maintain confidentiality, privilege
and protection.

The following are committees and subcommittees of the QIC:

Credentialing and Peer Review Committee (CPRC)

The CPRC provides guidance and peer input into the CalOptima practitioner and provider
selection process, and determines corrective actions as necessary to support that all
practitioners and providers that serve CalOptima members meet generally accepted
standards for their profession or industry. The CPRC reviews, investigates, and evaluates
the credentials of all internal CalOptima medical staff for membership, and maintains a
continuing review of the qualifications and performance of all external medical staff.
The CPRC’s review and findings are reported to the QIC, with recommendations for
approval/denial of credentialing. All approved providers and practitioners are presented
to QAC on a quarterly basis as part of the CMO’s report.

The goals of the CPRC include:

1. Maintain a peer review and credentialing program that aligns with regulatory
(DHCS, DMHCS, CMS) and accreditation (NCQA) standards.

2. Promote continuous improvement of the quality of health care provided by
providers in CalOptima Direct/CalOptima Community Network and its delegated
health networks.

3. Conduct peer-level review and evaluation of provider performance and
credentialing information against CalOptima requirements and appropriate
clinical standards.

4. Investigate patient care outcomes that raise quality and safety concerns for
corrective actions, as appropriate.

CPRC primary responsibilities include:

1. Provide peer review and credentialing functions for CalOptima.

2. Review reports submitted by internal departments including but not limited to
Audit & Oversight, Quality Improvement (PQI issues), GARS (complaints) and
take action on credentialing or quality issues, as appropriate.

3. Provide guidance and peer participation in the CalOptima credentialing and
recredentialing processes to ensure that all providers that serve CalOptima
members meet generally accepted standards for their profession or industry.
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4. Make final determinations regarding the eligibility of providers to participate in
the CalOptima program based on CalOptima policies and applicable standards.

5. Review, investigate, and evaluate the credentials of CalOptima Direct/CalOptima

Community Network practitioners and internal CalOptima medical staff.

Review facility site review results and oversee all related actions.

7. Investigate, review and evaluate quality of care matters referred by CalOptima’s
functional departments (including, without limitation, Customer Service,
Grievance and Appeals Resolution Services, Utilization Management, Case
Management and Pharmacy) and/or the CMO or his/her physician designee
related to CalOptima Direct/CalOptima Care Network or its delegated Health
Networks.

8. Initiate and monitor imposed provider corrective actions and make adverse action
recommendations, as necessary and appropriate.

a

In addition, as a part of CalOptima’s Patient Safety Program, and utilizing the full range
of methods and tools of that program, CalOptima conducts Sentinel Event monitoring. A
Sentinel Event is defined as “an unexpected occurrence involving death or serious
physical or psychological injury, or the risk thereof.” The phrase “or risk thereof”
includes any process variation for which a recurrence would carry a significant chance of
a serious adverse outcome.

Sentinel Event monitoring includes patient safety monitoring across the entire continuum
of CalOptima’s contracted providers: HMOs, PHCs, SRGs, MBHO, PMGs, and health
care delivery organizations. The presence of a Sentinel Event is an indication of possible
quality issues, and the monitoring of such events will increase the likelihood of early
detection of developing quality issues so that they can be addressed as early as possible.
Sentinel Event monitoring serves as an independent source of information on possible
quality problems, supplementing the existing Patient Safety Program’s consumer-
complaint-oriented system.

All medically related cases are reviewed by the CPRC to determine the appropriate
course of action and/or evaluate the actions recommended by an HMO, PHC, SRG,
MBHO, or PMG delegate. Board certified peer-matched specialists are available to
review complex cases as needed. Results of peer review are used at the reappointment
cycle, or upon need, to review the results of peer review and determine the competency
of the provider. This is accomplished through routine reporting of peer review activity to
HMOs, PHCs, SRGs, MBHO and PMGs for incorporation in their re-credentialing
process.

The CPRC shall consist of a minimum of five physicians selected on a basis that will
provide representation of active physicians from the CalOptima Direct network and/or
the Health Networks. Physician participants shall represent various specialties including
but not limited to general surgery, OB/ GYN and primary care. In addition, the
Chairperson and CalOptima’s CMO or DCMO are considered part of the Committee and,
as such, are voting members. The CPRC provides reports to CalOptima QI Committee at
least quarterly.
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Grievance and Appeals Resolution Services Subcommittee (GARS)

The Grievance and Appeals Resolution Services subcommittee serves to protect the
rights of our members, and to promote the provision of quality health care services and
enforces that the policies of CalOptima are consistently applied to resolve member
complaints in an equitable and compassionate manner through oversight and monitoring.
The GARS subcommittee serves to provide a mechanism to resolve provider and
practitioner complaints and appeals expeditiously. It protects the rights of practitioners
and providers by providing a multilevel process that is fair and progressive in nature,
leading to the resolution of provider complaints. The GARS subcommittee meets at least
quarterly and reports to the QIC.

Pharmacy & Therapeutics Subcommittee

The Pharmacy & Therapeutics (P&T) Subcommittee is a forum for an evidence-based
formulary review process. The P&T promotes clinically sound and cost effective
pharmaceutical care for all CalOptima members and reviews anticipated and actual drug
utilization trends, parameters, and results on the basis of specific categories of drugs and
formulary initiatives, as well as the overall program. In addition, the P&T reviews and
evaluates current pharmacy-related issues that are interdisciplinary, involving interface
between medicine, pharmacy and other practitioners involved in the delivery of health
care to CalOptima’s members. The P&T includes practicing physicians and the
contracted provider networks. A majority of the members of the P&T are physicians
(including both CalOptima employee physicians and participating provider physicians),
and the membership represents a cross section of clinical specialties and clinical
pharmacists in order to adequately represent the needs and interests of all plan members.
The P&T provides written decisions regarding all formulary development and revisions.
The P&T meets at least quarterly, and reports to the UM subcommittee.

Utilization Management Subcommittee

The Utilization Management subcommittee promotes the optimum utilization of health
care services, while protecting and acknowledging member rights and responsibilities,
including their right to appeal denials of service. The UM subcommittee is
multidisciplinary, and provides a comprehensive approach to support the Utilization
Management Program in the management of resource allocation through systematic
monitoring of medical necessity and quality, while maximizing the cost effectiveness of
the care and services provided to members.

The UM subcommittee monitors the utilization of health care services by CalOptima
Direct and through the delegated HMOs, PHCs, SRGs, MBHO, and PMGs to identify
areas of under or over utilization that may adversely impact member care. The UM
subcommittee oversees Inter-rater Reliability testing to support consistency of application
in criteria for making determinations, as well as development of Evidence Based Clinical
Practice Guidelines and completes an annual review and updates the clinical practice
guidelines to make certain they are in accordance with recognized clinical organizations,
are evidence-based, and comply with regulatory and other agency standards. The UM
subcommittee meets quarterly and reports to the QIC.
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The UM subcommittee includes a minimum of four (4) practicing physician
representatives, reflecting CalOptima’s HMO, PHC, SRG, MBHO, and PMG
composition, and is appointed by the CMO. The composition includes a participating
Behavioral Health practitioner* to specifically address integration of behavioral and
physical health, appropriate utilization of recognized criteria, development of policies and
procedures, and case review, as needed.

The UM subcommittee is supported by:
Medical Director, Concurrent Review
Director, Utilization Management
Director, Pharmacy

Director, Enterprise Analytics
Manager, Referral/Prior Authorization
Manager, Concurrent Review

Quorum:

A quorum consists of fifty percent (50%) plus one of voting member participation
and of the eleven, the minimum quorum must include three committee
participants from the community. Once a quorum is attained, the meeting may
proceed and any vote will be considered official, even if the quorum is not
maintained. Participation is defined as attendance in person or participation by
telephone.

* Behavioral Health practitioner is defined as medical director, clinical director or
participating practitioner from the organization.

Long-Term Services and Supports Subcommittee (LTSS)

The LTSS subcommittee is composed of representatives from the Long-Term Care
(LTC), Community-Based Adult Services (CBAS), and Multipurpose Senior Services
Program (MSSP) communities, which may include administrators, directors of nursing,
facility Medical Directors, and pharmacy consultants, along with appropriate CalOptima
staff. Previously, the CBAS Quality Advisory Subcommittee was integrated into the
LTSS Quality Subcommittee. The LTSS subcommittee members serve as specialists to
assist CalOptima in the development, implementation, and evaluation of establishing
criteria and methodologies to measure and report quality standards with Home and
Community Based Services (HCBS) and in LTC facilities where CalOptima members
reside. The LTSS subcommittee also serves to identify “best practices” and partner with
facilities to share the information as it is identified. The LTSS subcommittee meets
quarterly and reports to the QIC.

Benefit Management Subcommittee (BMSC)

The purpose of the Benefit Management Subcommittee is to oversee, coordinate, and
maintain a consistent benefit system as it relates to CalOptima’s responsibilities for
administration of all its program lines of business benefits, prior authorization, and
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financial responsibility requirements for the administration of benefits. The subcommittee
shall also see to it that benefit updates are implemented, and communicated accordingly,
to internal CalOptima staff, and that updates are provided to contracted HMOs, PHCs,
SRGs, MBHO, and PMGs. The Government Affairs department provides the technical
support to the subcommittee, which includes, but is not limited to, analyzing regulations
and guidance that impacts the benefit sets and CalOptima’s authorization rules.

Behavioral Health Quality Improvement Committee (BHQIC)

The Behavioral Health Quality Improvement Committee was established in 2011 to
ensure members receive timely and satisfactory behavioral health care services,
enhancing continuity and coordination between physical health and behavioral health
care providers, monitoring key areas of services to members and providers, identifying
areas of improvement and guiding CalOptima towards the vision of bi-directional
behavioral health care integration.

The BHQIC responsibilities are to:

e Ensure adequate provider availability and accessibility to effectively serve the
membership

e Oversee the functions of delegated activities

e Monitor that care rendered is based on established clinical criteria, clinical
practice guidelines, and complies with regulatory and accrediting agency
standards

e Ensure that Member benefits and services are not underutilized and that
assessment and appropriate interventions are taken to identify inappropriate over
utilization

e Utilize Member and Network Provider satisfaction study results when
implementing quality activities

e Maintain compliance with evolving National Committee for Quality Assurance
(NCQA) accreditation standards

e Communicate results of clinical and service measures to Network Providers

e Document and report all monitoring activities to appropriate committees

The designated Chairman of the BHQI subcommittee is the Medical Director, Behavioral
Health, who is responsible for chairing the subcommittee as well as reporting findings
and recommendations to QIC.

The composition of the BHQI Committee is defined in the BHQI Charter and includes,
but may not be limited to the following:

Medical Director, Behavioral Health Integration (Chair)

Chief Medical Officer/Deputy Medical Officer

Medical Director, Quality and Analytics

Executive Director, Clinical Operations

Executive Director, Quality Analytics

Medical Director, Utilization Management

Director, Behavioral Health Integration
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Clinical Pharmacist

Medical Director, Orange County Health Care Agency
Medical Director, Medi-Cal MBHO

Chief Clinical Officer, Medi-Medi MBHO

Medical Director, Health Network

Medical Director, Regional Center of Orange County
Contracting Behavioral Health Care Practitioners

The BHQI shall meet, at a minimum, on a quarterly basis, or more often as needed.

METHODOLOGY

QI Project Selections and Focus Areas
Performance and outcome improvement projects will be selected from the following
areas:
e Areas for improvement identified through continuous HMO, PHC, SRG, PMG,
and internal monitoring activities, including, but not limited to, (a) potential
quality concern (PQI) review processes, (b) provider and facility reviews, (c)
preventive care audits, (d) access to care studies, (e) satisfaction surveys, (f)
HEDIS results, and (g) other subcommittee unfavorable outcomes
e Measures required by regulators such as DHCS and CMS

The QI Project methodology described below will be used to continuously review,
evaluate, and improve the following aspects of clinical care: preventive services,
perinatal care, primary care, specialty care, emergency services, inpatient services, long-
term care, and ancillary care services

e Access to and availability of services, including appointment availability, as

described in the Utilization Management Program and in policy and procedure

e Coordination and continuity of care for seniors and persons with disabilities

e Provisions of chronic, complex care management and case management services

e Access to and provision of preventive services

Improvements in work processes, quality of care, and service are derived from all levels
of the organization.
e Staff, administration, and physicians provide vital information necessary to
support continuous performance is occurring at all levels of the organization
e Individuals and administrators initiate improvement projects within their area of
authority, which support the strategic goals of the organization
e Other prioritization criteria include the expected impact on performance, (if the
performance gap or potential of risk for non-performance is so great as to make it
a priority), and items deemed to be high risk, high volume, or problem-prone
processes
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e Project coordination occurs through the various leadership structures: Board of
Directors, Management, QI and UM Committees, etc., based upon the scope of
work and impact of the effort

e These improvement efforts are often cross functional, and require dedicated
resources to assist in data collection, analysis, and implementation. Improvement
activity outcomes are shared through communication that occurs within the
previously identified groups

QI Project Quality Indicators

Each QI Project will have at least one (and frequently more) quality indicator(s). While at
least one quality indicator must be identified at the start of a project, more may be
identified after analysis of baseline measurement or re-measurement. Quality indicators
will measure changes in health status, functional status, member satisfaction, and
provider/staff, HMO, PHC, SRG, MBHO, PMG, or system performance. Quality
indicators will be clearly defined and objectively measurable. Standard indicators from
HEDIS & STARS measures are acceptable.

Quality indicators may be either outcome measures or process measures where there is
strong clinical evidence of the correlation between the process and member outcome.
This evidence must be cited in the project description.

QI Project Measurement Methodology

Methods for identification of target populations will be clearly defined. Data sources may
include encounter data, authorization/claims data, or pharmacy data. To prevent
exclusion of specific member populations, data from the Clinical Data Warehouse will be
utilized. See explanation of Clinical Data Warehouse below.

For studies/measures that require data from sources other than administrative data (e.g.,
medical records), sample sizes will be a minimum of 411 (with 5 to 10% over sampling),
so as to allow performance of statistically significant tests on any changes. Exceptions are
studies for which the target population total is less than 411, and for certain HEDIS
studies whose sample size is reduced from 411 based on CalOptima’s previous year’s
score. Measures that rely exclusively on administrative data utilize the entire target
population as a denominator.

CalOptima also uses a variety of QI methodologies dependent on the type of opportunity
for improvement identified. The Plan/Do/Study/Act model is the overall framework for
continuous process improvement. This includes:

Plan 1) Identify opportunities for improvement
2) Define baseline
3) Describe root cause(s)
4) Develop an action plan

Do 5) Communicate change/plan
6) Implement change plan
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Study 7) Review and evaluate result of change
8) Communicate progress

Act  9) Reflect and act on learning
10) Standardize process and celebrate success

CARE OF MEMBERS WITH COMPLEX NEEDS

CalOptima is committed to serving the needs of all members assigned, and places
additional emphasis on the management and coordination of care of the most vulnerable
populations and members with complex health needs. Our goal is promotion of the
delivery of effective, quality health care to members with special health care needs,
including, but not limited to, physical and developmental disabilities, multiple chronic
conditions, and complex behavioral health and social issues through:

e Standardized mechanisms for member identification through use of data

e Documented process to assess the needs of member population

e Multiple avenues for referral to case management and disease management
programs

e Management of transitions of care across the continuum of health care from
outpatient or ambulatory to inpatient or institutionalized care, and back to
ambulatory

e Ability of member to opt-out

e Targeted promotion of the use of recommended preventive health care services
for members with chronic conditions (e.g. diabetes, asthma) through health
education and member incentive programs

e Use of evidenced based guidelines distributed to members and practitioners that
are relevant to chronic conditions prevalent in the member population (e.g.
COPD, asthma, diabetes, ADHD)

e Development of individualized care plans that include input from member, care
giver, primary care provider, specialists, social worker, and providers involved in
care management, as necessary

e Coordinating services for members for appropriate levels of care and resources

e Documenting all findings

e Monitoring, reassessing, and modifying the plan of care to drive appropriate
quality, timeliness, and effectiveness of services

e Ongoing assessment of outcomes

CalOptima’s case management program includes three care management levels that
reflect the health risk status of members. All members are stratified using a plan-
developed stratification tool that utilizes information from data sources such as acute
hospital/emergency department utilization, severe and chronic conditions, and pharmacy.
The members are stratified into complex, care coordination and basic care management
levels.
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The Interdisciplinary Care Team (ICT) for low risk members — is basic — and occurs at
the PCP level. Moderate and high risk members are managed by an ICT at the Medical
Group level for delegated groups or at the plan level in the instance of the Community
Network.

The members of the ICT always includes the member (and caregivers or an authorized
representative with member approval or appropriate authorization to act on behalf of a
member) and PCP. For members with more needs, other disciplines are included, but not
limited to a Medical Director, specialist(s), case management team, behavioral health
specialist, pharmacist, social worker, dietician, and/or long-term care manager. The teams
are designed to see that members’ needs are identified and managed by an appropriately
composed team.

The Interdisciplinary Care Teams process includes:
e Basic ICT for Low-Risk Members — Basic Team at PCP level
o Team Composition: member, caregiver or authorized representative, PCP,
PCP support staff (nurse, etc.)
= Roles and responsibilities of this team:
= Basic case management, including advanced care planning
= Medication reconciliation
* Identification of member at risk of planned and unplanned
transitions
= Referral and coordination with specialists
= Development and implementation of an ICP
= Communication with members or their representatives, vendors,
and medical group
= Review and update the ICP at least annually, and when there is a
change in the members health status
= Referral to the primary ICT, as needed

e Primary ICT for Moderate to High-Risk Members — ICT at the Physician
Medical Group (PMG) level or the Health Plan for Community Network
o ICT Composition (appropriate to identified needs): member, caregiver, or
authorized representative, PMG Medical Director, PCP and/or specialist,
ambulatory case manager (CM), hospitalist, hospital CM and/or discharge
planners, PMG Utilization Management staff, behavioral health specialist and
social worker
= Roles and responsibilities of this team:
= Identification and management of planned transitions
= (Case management of high risk members
= Coordination of ICPs for high risk members
» Facilitating member, PCP and specialists, and vendor
communication
= Meets as frequent as is necessary to coordinate and care and
stabilize member’s medical condition
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e Complex ICT for High-Risk Members — ICT at the Physician Medical Group
(PMG) level or Health Plan for Community Network
o Team Composition (As appropriate for identified needs): member, caregiver,
or authorized representative, PMG Medical Director, CalOptima clinical/ PMG
case manager, PCP and/or specialist, social worker, and behavioral health
specialist
= Roles and responsibilities of this team:
= Consultative for the PCP and PMG teams
* Encourages member engagement and participation in the IDT
process
* Coordinating the management of members with complex transition
needs and development of ICP
* Providing support for implementation of the ICP by the PMG
= Tracks and trends the activities of the IDTs
* Analyze data from different data sources in the plan to evaluate the
management of transitions and the activities of the IDTs to identify
areas for improvement
= Qversight of the activities of all transition activities at all levels of
the delivery system
= Meets as often as needed until member’s condition is stabilized

Dual Eligible Special Needs Plan (SNP)/OneCare and OneCare Connect

The goal of D-SNPs is to provide health care and services to those who can benefit the
most from the special expertise of CalOptima providers and focused care management.
Care management is a collaborative process of assessment, planning, facilitation, care
coordination, evaluation, and advocacy for options and services to meet the
comprehensive medical, behavioral health, and psychosocial needs of an individual and
the individual’s family, while promoting quality and cost-effective outcomes.

The goal of care management is to help patients regain optimum health or improved
functional capability, cost-effectively and in the right setting. It involves comprehensive
assessment of the patient’s condition, determining benefits and resources, and developing
and implementing a care management plan that includes performance goals, monitoring
and follow-up.

CalOptima’s D-SNP care management program includes, but is not limited to:

e Complex case management program aimed at a subset of patients whose critical
event or diagnosis requires extensive use of resources, and who need help
navigating the system to facilitate appropriate delivery of care and services

e Transitional case management program focused on evaluating and coordinating
transition needs for patients who may be at risk of re hospitalization

e High-risk and high-utilization program aimed at patients who frequently use
emergency department (ED) services or have frequent hospitalizations, and at
high-risk individuals (e.g., patients dually eligible for Medicare and Medicaid or
patients who are institutionalized)
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e Hospital case management program designed to coordinate care for patients
during an inpatient admission and discharge planning

e (Care management program focused on patient-specific activities and the
coordination of services identified in members’ care plans. Care management
performs these activities and coordinates services for members to optimize their
health status and quality of life

CalOptima’s goals for 2016 are:
e Continue with the comprehensive assessment strategy
e Measure and assess the quality of care CalOptima provides
e Evaluate how CalOptima addresses the special needs of our beneficiaries
e Drive interventions and actions when opportunities for improvement are
identified

Please reference the 2016 Case Management Program Description for further details and
program plans.

DISEASE MANAGEMENT PROGRAM

The Disease Management (DM) Program is a targeted program for the management,
coordination, and intervention for a highly vulnerable patient population. CalOptima
assumes responsibility for the Disease Management program for all of its lines of
business, therefore the management for Disease Management is non-delegated to the
PHCs, SRGs, and PMGs. The contracted PHCs, SRGs, and PMGs must participate
collaboratively with interventions necessary to produce compliant quality outcomes. The
DM program is a comprehensive system of caring for members with chronic illnesses. A
system-wide, multidisciplinary approach is utilized that entails the formation of a
partnership between the patient, the healthcare practitioner and CalOptima. The DM
program coordinates care for members across time, locates and provides services and
resources, and supports the members as they learn to care for themselves.

A detailed description of the Disease Management Program is contained in the Disease
Management Program Description document. The DM Program is evaluated on an
annual basis.

CLINICAL DATA WAREHOUSE

The Clinical Data Warehouse aggregates data from CalOptima’s core business systems
and processes, such as member eligibility, provider, encounters, claims, and pharmacy.
The clinical data warehouse allows staff to apply evidence-based clinical practice
guidelines to analyze data for quality purposes, such as disease management population
identification, risk stratification, process measures and outcomes measures. CalOptima
staff creates and maintains the data base with quarterly data updates.
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Based upon evidence-based practice guidelines built into the system, the clinical data
warehouse can assess the following:

Identify and stratify members with certain disease states

Identify over/under utilization of services

Identify missing preventive care services

Identify members for targeted interventions

Identification/Stratification of Members

Using clinical business rules, the database identifies members with a specific chronic
disease condition, such as Asthma, Diabetes, or Congestive Heart Failure. It then
categorizes the degree of certainty the member has the condition as being probable or
definitive. Once the member has been identified with a specific disease condition, the
database is designed to detect treatment failure, complications and co-morbidities,
noncompliance, or exacerbation of illness to determine if the member requires medical
care, and recommends an appropriate level of intervention.

Identify Over/Under Utilization of Services

Using clinical business rules, the database can identify if a member or provider is over or
under utilizing medical services. In analyzing claims and pharmacy data, the data
warehouse can identify if a member did not refill their prescription for maintenance
medication, such as high blood pressure medicines. The database can also identify over
utilization or poor management by providers. For example, the system can list all
members who have exceeded the specified timeframe for using a certain medication, such
as persistent use of antibiotics greater than 61 days.

Identify Missing Preventive Care Services

The data warehouse can identify members who are missing preventative care services,
such as an annual exam, an influenza vaccination for members over 65, a mammogram
for women for over 50 or a retinal eye exam for a diabetic.

Identify Members for Targeted Interventions

The rules for identifying members and initiating the intervention are customizable to
CalOptima to fit our unique needs. By using the standard clinical rules and customizing
CalOptima specific rules, the database is the primary conduit for targeting and
prioritizing heath education, disease management and HEDIS-related interventions.

By analyzing data that CalOptima currently receives (i.e. claims data, pharmacy data, and
encounter data) the data warehouse can identify the members for quality improvement
and access to care interventions, which will allow us to improve our HEDIS measures.
This information will guide CalOptima in not only targeting the members, but also the
HMOs, PHCs, SRGs, MBHO, PMGs, and providers who need additional assistance.
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Medical Record Review

Wherever possible, administrative data is utilized to obtain measurement for some or all
project quality indicators. Medical record review may be utilized as appropriate to
augment administrative data findings. In cases where medical record abstraction is used,
appropriately trained and qualified individuals are utilized. Training for each data
element (quality indicator) is accompanied by clear guidelines for interpretation.
Validation will be done through a minimum 10% sampling of abstracted data for rate to
standard reliability, and will be conducted by the Director, Quality Analytics or
designee. If validation is not achieved on all records samples, a further 25% sample will
be reviewed. If validation is not achieved, all records completed by the individual will be
re-abstracted by another staff member.

Where medical record review is utilized, the abstractor will obtain copies of the relevant
section of the record. Medical record copies, as well as completed data abstraction tools,
are maintained for a minimum period, in accordance with applicable law and contractual
requirements.

Interventions
For each QI Project, specific interventions to achieve stated goals and objectives are
developed and implemented. Interventions for each project must:
e Be clearly defined and outlined
Have specific objectives and timelines
Specify responsible departments and individuals
Be evaluated for effectiveness
Be tracked by QIC

For each project, there are specific system interventions that have a reasonable
expectation of effecting long-term or permanent performance improvement. System
interventions include education efforts, policy changes, development of practice
guidelines (with appropriate dissemination and monitoring) and other plan-wide
initiatives. In addition, provider and member specific interventions, such as reminder
notices and informational communication, are developed and implemented.

Improvement Standards

A. Demonstrated Improvement
Each project is expected to demonstrate improvement over baseline measurement
on the specific quality indicators selected. In subsequent measurements, evidence
of significant improvement over the initial performance to the indicator(s) must
be sustained over time.

B. Sustained Improvement
Sustained improvement is documented through the continued re-measurement of

quality indicators for at least one year after the improved performance has been
achieved.

43

Back to Agenda



Once the requirement has been met for both significant and sustained improvement on
any given project; there is no other regulatory reporting requirement related to that
project. CalOptima may internally choose to continue the project or to go on to another
topic.

Documentation of QI Projects
Documentation of all aspects of each QI Project is required. Documentation includes (but
is not necessarily limited to):

e Project description, including relevance, literature review (as appropriate), source

and overall project goal.

e Description of target population

e Description of data sources and evaluation of their accuracy and completeness

e Description of sampling methodology and methods for obtaining data

e List of data elements (quality indicators). Where data elements are process
indicators, there must be documentation that the process indication is a valid
proxy for the desired clinical outcome
Baseline data collection and analysis timelines
Data abstraction tools and guidelines
Documentation of training for chart abstraction
Rater to standard validation review results
Measurable objectives for each quality indicator
Description of all interventions including timelines and responsibility
Description of benchmarks
Re-measurement sampling, data sources, data collection, and analysis timelines
Evaluation of re-measurement performance on each quality indicator

KEY BUSINESS PROCESSES, FUNCTIONS, IMPORTANT
ASPECTS OF CARE AND SERVICE

CalOptima provides comprehensive acute and preventive care services, which are based
on the philosophy of a medical “home” for each member. The primary care practitioner is
this medical “home” for members who previously found it difficult to access services
within their community. The Institute of Medicine describes the concepts of primary care
and community oriented primary care, which apply to the CalOptima model:

e Primary Care, by definition, is accessible, comprehensive, coordinated, and
continual care delivered by accountable providers of personal health services.

e Community Oriented Primary Care is the provision of primary care to a defined
community, coupled with systematic efforts to identify and address the major
health problems of that community.
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The important aspects of care and service around which key business processes are
designed include:

Clinical Care and Service:
e Access and availability
e Continuity and coordination of care
e Preventive care, including:
o Initial Health Assessment
o Initial Health Education
o Behavioral Assessment
e Patient diagnosis, care and treatment of acute and chronic conditions
e Complex Case Management: CalOptima coordinates services for members with
multiple and/or complex conditions to obtain access to care and services via the
Utilization and Case Management department, which details this process in its
UM/CM Program and other related policies and procedures.
Drug utilization
Health education and promotion
Over/under utilization
e Disease management
Administrative Oversight:
e Delegation oversight
Member rights and responsibilities
Organizational ethics
Effective utilization of resources
Management of information
Financial management
Management of human resources
Regulatory and contract compliance
Customer satisfaction
e Fraud and abuse* as it relates to quality of care

* CalOptima has a zero tolerance policy for fraud and abuse, as required by applicable
laws and its regulatory contracts. The detection of fraud and abuse is a key function of
the CalOptima program.

DELEGATED AND NON-DELEGATED ACTIVITIES

CalOptima delegates certain functions and/or processes to HMO, PHC, SRG, MBHO,
and PMG contractors who are required to meet all contractual, statutory, and regulatory
requirements, accreditation standards, CalOptima policies, and other guidelines
applicable to the delegated functions.
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Delegation Oversight

Participating entities are required to meet CalOptima’s QI standards and to participate in
CalOptima’s QI Program. CalOptima has a comprehensive interdisciplinary team that is
assembled for evaluating any new potential delegate for ability to perform its contractual
scope of responsibilities. Predelegation review is conducted through the Audit and
Oversight department and overseen by the Delegation Oversight Committee reporting to
the Compliance Committee. (See Attachment B for the 2016 Delegation Grid.)

Non-Delegated Activities
The following activities are not delegated, and remain the responsibility of CalOptima:
¢ Quality Improvement, as delineated in the Contract for Health Care Services
e QI Program for all lines of business, HMOs, PHCs, SRGs, MBHO, and PMGs
must comply with all quality related operational, regulatory and accreditation
standards
e Disease Management Program, may otherwise be referred to as Chronic Care
Improvement Program
e Health Education (as applicable)
e Grievance and Appeals process for all lines of business, peer review process on
specific, referred cases

e Development of system-wide indicators, thresholds and standards

e Satisfaction surveys of members, practitioners and providers

e Survey for Annual Access and Availability

e Access and availability oversight and monitoring

e Second level review of provider grievances

e Development of credentialing and re-credentialing standards for both
practitioners and healthcare delivery organizations (HDOs)

e (Credentialing and re-credentialing of HDOs

e Development of Utilization Management and Case Management standards

e Development of QI standards

e Management of Perinatal Support Services (PSS)

e Risk management

e Pharmacy and drug utilization review as it relates to quality of care

e Interfacing with State and Federal agencies, medical boards, insurance
companies, and other managed care entities and health care organizations

PEER REVIEW PROCESS

Peer Review is coordinated through the QI Department. Medical staff triage potential
quality of care issues and conduct reviews of suspected physician and ancillary quality of
care issues. All closed cases are presented to CPRC to assess if documentation is
complete, and no further action is required. The QI department also tracks, monitors, and
trends, service and access issues to determine if there is an opportunity to improve care
and service. Results of Quality of Care reviews and tracking and trending of service and
access issues are reported to the CPRC at time of re-credentialing. Quality of care case
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referral to the QI department are based on referrals to the QI department originated from
multiple areas, which include, but are not limited to, the following: prior authorization,
concurrent review, case management, legal, compliance, customer service, pharmacy, or
grievances and appeals resolution.

CULTURAL & LINGUISTIC SERVICES

CalOptima serves a large and culturally diverse population. The five most common
languages spoken for all CalOptima programs are: English at 57 percent, Spanish at 28
percent, Vietnamese at 10 percent, Farsi at one percent, Korean at one percent, Chinese at
one percent, Arabic at one percent and all others at three percent, combined. CalOptima
provides member materials in:
e Medi-Cal member materials are provided in seven languages: English, Spanish,
Vietnamese, Korean, Farsi, Chinese and Arabic
e OneCare member materials are provided in three languages: English, Spanish and
Vietnamese
e OneCare Connect member materials are provided in five languages: English,
Spanish, Vietnamese, Korean and Farsi.
e PACE participant materials are provided in four languages: English, Spanish,
Vietnamese and Korean.

CalOptima is committed to Member Centric care that recognizes the beliefs, traditions,
customs and individual differences of the diverse population we serve. Beginning with
identification of needs through a Group Needs Assessment, programs are developed to
address the specific education, treatment and cultural norms of the population impacting
the overall wellness of the community we serve. Identified needs and planned
interventions involve member input and are vetted through the Member and Provider
Advisory Committees prior to full implementation. See CalOptima Policy DD. 2002 —
Cultural and Linguistic Services for a detailed description of the program.

Objectives for serving a culturally and linguistically diverse membership include:

e Analyze significant health care disparities in clinical areas

e Use practitioner and provider medical record reviews to understand the
differences in care provided and outcomes achieved

e Consider outcomes of member grievances and complaints

e Conduct patient-focused interventions with culturally competent outreach
materials that focus on race/ethnicity/language or gender specific risks

e Identify and reduce a specific health care disparity with culture, race, gender

e Provide information, training and tools to staff and practitioners to support
culturally competent communication
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COMPREHENSIVE CREDENTIALING PROGRAM STANDARDS

The comprehensive credentialing process is designed to provide ongoing verification of
the practitioner’s ability to render specific patient care and treatment within limits defined
by licensure, education, experience, health status and judgment, thus ensuring the
competency of practitioners working within the CalOptima contracted delivery system.
Practitioners are credentialed and re-credentialed according to regulatory and
accreditation standards (DHCS, DMHC, CMS and NCQA). The scope of the
credentialing program includes all licensed M.D.s, D.O.s, allied health and midlevel
practitioners, which include, but are not limited to: behavioral health practitioners,
certified nurse midwives, nurse practitioners, optometrist, etc., both in the delegated and
CalOptima direct environments.

Health Care Delivery Organizations

CalOptima performs credentialing and re-credentialing of ancillary providers and HDOs
(these include, but are not limited to, acute care hospitals, home health agencies, skilled
nursing facilities, free standing surgery centers, dialysis centers, etc.) upon initial
contracting, and every three years thereafter. The intent of this process is to assess that
these entities meet standards for quality of care and are in good standing with State and
Federal regulatory agencies.

Use of Quality Improvement Activities in the Re-credentialing Process
Findings from quality improvement activities are included in the re-credentialing process.

Monitoring for Sanctions and Complaints

CalOptima has adopted policies and procedures for ongoing monitoring of sanctions,
which include, but are not limited to, State or Federal sanctions, restrictions on licensure,
or limitations on scope of practice, Medicare and Medicaid sanctions, potential quality
concerns and member complaints between re-credentialing periods.

FACILITY SITE REVIEW, MEDICAL RECORD AND PHYSICAL
ACCESSIBILITY REVIEW SURVEY

CalOptima does not delegate Primary Care Practitioner (PCP) site and medical records
review to its contracted HMOs, PHCs, SRGs, MBHO, and PMGs. CalOptima does,
however, delegate this function to designated health plans in accordance with standards
set forth by MMCD Policy Letter 02-02. CalOptima assumes responsibility and conducts
and coordinates FSR/MRR for the non-delegated SRGs and PMGs. CalOptima retains
coordination, maintenance, and oversight of the FSR/MRR process. CalOptima
collaborates with the SRGs and PMGs to coordinate the FSR/MRR process, minimize the
duplication of site reviews, and support consistency in PCP site reviews for shared PCPs.

Site reviews are completed as part of the initial credentialing process, except in those
cases where the requirement is waived because the provider received a passing score on
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another full scope site review performed by another health plan in the last three years, in
accordance with MMCD Policy Letter 02-02 and CalOptima policies. Medical records of
new providers shall be reviewed within ninety calendar days of the date on which
members are first assigned to the provider. An additional extension of ninety calendar
days may be allowed only if the provider does not have sufficient assigned members to
complete review of the required number of medical records.

Physical Accessibility Review Survey for Seniors and Persons with Disabilities (SPD)
CalOptima conducts an additional DHCS-required facility audit for American with Disabilities
Act compliance for seniors and persons with disabilities (SPD) members, which includes access
evaluation criteria to determine compliance with ADA requirements.
e Parking
Exterior ramps
Exterior stairways
Entrances
Interior circulation
Interior doors
Interior ramps
Interior stairways
Elevators
Controls
Sanitary facilities
Reception and waiting areas
Diagnostic and treatment areas

Medical Record Documentation Standards

CalOptima requires that its contracted HMOs, PHCs, SRGs, MBHO, and PMGs make
certain that each member medical record is maintained in a accurate and timely manner
that is current, detailed, organized and easily accessible to treating practitioners. All
patient data should be filed in the medical record in a timely manner (i.e., lab, x-ray,
consultation notes, etc). The medical record should also promote timely access by
members to information that pertains to them.

The medical record should provide appropriate documentation of the member’s medical
care, in such a way that it facilitates communication, coordination, continuity of care, and
promotes efficiency and effectiveness of treatment. All medical records should, at a
minimum, include all information required by State and Federal laws and regulations, and
the requirements of CalOptima’s contracts with CMS, DHCS, and MRMIB.

The medical record should be protected in that medical information is released only in
accordance with applicable Federal and/or State law.
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CORRECTIVE ACTION PLAN(S) TO IMPROVE CARE,
SERVICE

When monitoring by either CalOptima Quality Improvement Department or Audit &
Oversight Department identifies an opportunity for improvement, the delegated or
functional areas will determine the appropriate action(s) to be taken to correct the
problem. Those activities specific to delegated entities will be conducted at the direction
of the Audit and Oversight Department as overseen by the Delegation Oversight
Committee, reporting to the Compliance Committee.  Those activities specific to
CalOptima’s functional areas will be overseen by the Quality Improvement Department
as overseen by and reported to QIC. Actions for either delegates or functional areas may
include the following:

e Development of cross-departmental teams utilizing continuous improvement
tools to identify root causes, develop and implement solutions, and develop
quality control mechanisms to maintain improvements.

e Discussion of the data/problem with the involved practitioner, either in the
respective committee or by a Medical Director.

e Further observation of performance via the appropriate clinical monitor. (This
process shall determine if follow up action has resolved the original problem.)

e Discussion of the results of clinical monitoring. (The committee/functional area
may refer an unresolved matter to the appropriate committee/functional area for
evaluation and, if necessary, action.)

e Intensified evaluation when a trigger for evaluation is attained, or when further
study needs to be designed to gather more specific data, i.e. when the current
data is insufficient to fully define the problem.

e Changes in policies and procedures: the monitoring and evaluation results may
indicate a problem, which can be corrected by changing policy or procedure.
Prescribed continuing education
Intensive monitoring and oversight
De-delegation
Contract termination

Performance Improvement Evaluation Criteria for Effectiveness

The effectiveness of actions taken and documentation of improvements made are
reviewed through the monitoring and evaluation process. Additional analysis and action
will be required when the desired state of performance is not achieved. Analysis will
include use of the statistical control process, use of comparative data, and benchmarking
when appropriate.
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COMMUNICATION OF QUALITY IMPROVEMENT ACTIVITIES

Results of performance improvement activities will be communicated to the appropriate
department, multidisciplinary committee or administrative team as determined by the
nature of the issue. The frequency will be determined by the receiving groups, and be
reflected on the work plan or calendar. The QI Subcommittees will report their
summarized information to the QIC quarterly in order to facilitate communication along
the continuum of care. The QIC reports activities to the Board of Directors, and/or the
QAC, through the CMO or designee, on a quarterly basis. QIC participants are
responsible for communicating pertinent, non-confidential QI issues to all members of
CalOptima staff. Communication of QI trends to CalOptima’s contracted entities and
practitioners and providers is through the following:
e Practitioner participation in the QIC and its subcommittees
e Health Network Forums, Medical Director meeting, and other ongoing ad-hoc
meetings
e Annual synopsized QI report (both web-site and hardcopy availability for both
practitioners and members) shall be posted on CalOptima’s website, in addition
to the annual article in both practitioner and member newsletter. The information
includes a QI Program Executive Summary or outline of highlights applicable to
the Quality Program, its goals, processes and outcomes as they relate to member
care and service. Notification on how to obtain a paper copy of QI Program
information is posted on the web, and is made available upon request
e Annual PCP pamphlet

ANNUAL PROGRAM EVALUATION

The objectives, scope, organization and effectiveness of CalOptima’s QI Program are
reviewed and evaluated annually by the QIC, QAC, and approved by the Board of
Directors, as reflected on the QI Work Plan. Results of the written annual evaluation are
used as the basis for formulating the next year’s initiatives and incorporated into the QI
Work Plan and reported to DHCS & CMS on an annual basis. In the evaluation, the
following are reviewed:

e A description of completed and ongoing QI activities that address quality and
safety of clinical care and quality of services, including the achievement or
progress towards goals, as outlined in the QI Work Plan, and identification of
opportunities for improvement

e Trending of measures to assess performance in the quality and safety of clinical
care and quality of service, including aggregate data on utilization,

e An assessment of the accomplishments from the previous year, as well as
identification of the barriers encountered in implementing the annual plan
through root cause and barrier analyses, to prepare for new interventions

e An evaluation of each QI Activity, including Quality Improvement Projects
(QIPs), with any area showing improvements in care or service as a result of QI
activities receiving continued interventions to sustain improvement
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e An evaluation of member satisfaction surveys and initiatives

e A report to the QIC and QAC of a summary of all quality indicators and
identification of significant trends

e A critical review of the organizational resources involved in the QI Program
through the CalOptima strategic planning process

e The recommended changes, included in the revised QI Program Description for
the subsequent year, for QIC, QAC, and the Board of Directors for review and
approval

IN SUMMARY

As stated earlier, we cannot achieve our mission and our vision alone. We must work
together with providers, community health centers, county agencies, State and Federal
agencies and other community stakeholders to provide quality health care to our
members. Together, we can be innovative in developing solutions that meet our diverse
members’ health care needs. We are truly “Better. Together.”
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QUALITY IMPROVEMENT COMMITTEE STRUCTURE — 2016

CalOptima Board of
Directors

Provider Advisory
Committee

Board of Directors
Quality Assurance
Committee

Member Advisory
Committee

Quality
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Management
Subcommittee

Pharmacy &
Therapeutics
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Benefit
Management
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um
Workgroup

Grievance & Credentialing and
Appeals Resolution Peer Review
Subcommittee Committee
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action to Be Taken October 6. 2016
Regular Meeting of the CalOptima Board of Directors

Consent Calendar
7. Consider Approval of Amendment to the Measurement Year 2016 Pay for Value Program Payment
Methodology for Medi-Cal

Contact
Richard Helmer, M.D., Chief Medical Officer, (714) 246-8400

Recommended Action

Approve amendment to Measurement Year CY 2016 Pay for Value (P4V) for Medi-Cal, which
defines the allocations, scoring methodology and distribution for both performance and improvement,
as described below, subject to regulatory approval, as applicable.

Background
CalOptima has implemented a comprehensive Health Network Performance Measurement System

consisting of recognizing outstanding performance and supporting on-going improvement that will
strengthen CalOptima’s mission of providing quality health care.

The purpose of the Health Network performance measurement system, which includes both
delegates and the CalOptima Community Network as previously approved by the Board on April 7,
2016, is three-fold:
1. To recognize and reward Health Networks and their physicians for demonstrating
quality performance and improvement;
2. To provide comparative information for members, providers, and the public on
CalOptima’s performance; and
3. To provide industry benchmarks and data-driven feedback to Health Networks on their
quality improvement efforts.

Staff is now proposing to add additional details on the scoring and payment methodology which was
not previously addressed.

Discussion

As indicated, the Board approved the Measurement Year CY 2016 P4V programs for Medi Cal and
OneCare Connect at its April 2016 meeting. As indicated at that time, staff recommended that the
scoring methodology be based on the following principles:

e Address the need to consider the complexity or member acuity (Seniors and Persons with
Disabilities (SPD) compared to Non-SPD members) and the subsequent higher consumption of
physician/health network resources to care for SPD members;

Reward both performance and improvement;

Improvement funding will be contingent upon CalOptima’s overall improvement (New);
Include both Adult and Consumer Assessment of Healthcare Providers and Systems (CAHPS)
measures and increase the value of these measures in the program, thereby expanding our
focus on the member experience.
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Consider Approval of Amendment to the Measurement Y ear
2016 Pay for Value Program Payment Methodology for Medi-Cal
Page 2

‘ Population Included:

Total # of Adults in Health Network Total # of Children in Health Network
Apply Acuity Score (SPD Weight 4X, TANF Weight 1X)

T e

50% based on Performance score and 50% based on Improvement score
Improvement score will be weighted by CalOptima’s overall improvement

Clinical Measures = 60% of the Total CAHPS Measures = 40% of the Total

‘ Proposed Scoring for Measure Performance:

» Arelative point system by measure, based on:
* NCQA National HEDIS Percentiles (clinical measures)
+ NCQA National CAHPS Percentiles (satisfaction measures)
» Final score is the sum of points for each measure
* Improvement score based on improvement from previous year (receiving 1 point for
increasing each percentile level and negative 1 point for decreasing)

P4V Scoring - NEW

Performance Points — HEDIS & CAHPS

1 point: >= 50t percentile
2 points: >= 75t percentile
3 points: >= 90t percentile
No points <50t percentile

Improvement points — HEDIS & CAHPS

1 point for increasing 1 percentile level
(e.g. 1 pointfor 25" percentile to 50" percentile;
2 points for 50™ percentile to 90" percentile, etc.)

Negative one (-1) point for decreasing
1 percentile level
(e.g.-1 pointfor 75" percentile to 50" percentile;
-2 points for 50" percentile to 10" percentile, etc.)
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Consider Approval of Amendment to the Measurement Y ear
2016 Pay for Value Program Payment Methodology for Medi-Cal
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The proposed Measurement Year CY 2016 Medi-Cal Pay for Value program is a one-year program
which uses calendar year (CY) 2016 HEDIS and CAHPS measurements and for which payments will
be made in 2017.

The program has been shared and vetted with various stakeholder groups including the Quality
Improvement Committee, Provider Advisory Committee, and Health Network medical directors and
Quality team members.

Staff will recommend the scoring and payment methodology for the approved 2016 OneCare Connect
and Windstone Pay-for-Value programs separately. Staff will return to the Quality Assurance
Committee with future recommendations.

Distribution of Incentive Dollars

Performance allocations are distributed based on final calculation and validation of each measurement
rate. Payment for Medi-Cal P4V will be paid in proportion to acuity level, as determined by aid
category. To qualify for payment for each of the clinical and CAHPS measures, the Health Network
must have a minimum denominator in accordance with HEDIS principles.

In order to qualify for payments, a physician group must be contracted with CalOptima during the
entire measurement period and the period of pay for value accrual, and must be in good standing with
CalOptima at the time of disbursement of payment.

Fiscal Impact
The fiscal impact of the Medi-Cal P4V payment methodology for the Measurement Year of

January 1, 2016, through December 31, 2016, will not exceed $2 per member per month. This is
a budgeted item under the CalOptima Fiscal Year 2016-17 Operating Budget approved by the
Board on June 2, 2016. Distribution of budgeted funds for this program will be dependent on
actual performance and improvement of Health Network scores.

Rationale for Recommendation

This alignment of the referenced measures with incentive dollars leverages improvement efforts and
efficiencies that the Health Networks implement for other health plans. CalOptima staff has modified
each program for applicability to the membership, measurement methodology, strategic priorities and
regulatory compliance

Concurrence
Gary Crockett, Chief Counsel
Board of Directors' Quality Assurance Committee

Attachments

1. PowerPoint Presentation — 2016 Pay for Value Programs

2. Board Action dated April 7, 2016, Approve Measurement Year CY 2016 Pay for Value
Programs for Medi-Cal and OneCare Connect

/s/ Michael Schrader 09/29/2016
Authorized Signature Date
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A Public Agency Better. Together.

Pay-for-Value 2016

Board of Directors Meeting
October 6, 2016

Richard Helmer, M.D., Chief Medical Officer



Pay for Value- 2016

« Goals of the current program & methodology
» Adult & Child measures are included for every Health Network
» Populations are weighted based on the acuity of the membership
» Payment considers the resources required for the membership
» Payment methodology scores for performance and improvement
» Adult & Child CAHPS scores are used in the methodology
» Payment is not earned for poor performance
» Design incentive payments to optimize quality improvement

. [@. CalOptima
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Medi-Cal P4V Clinical Measures

2016 Measurement Year Measures

Adult Measures Child Measures
Adult Access to Preventive Care Services ggggirgg’rflssAccess to Primary Care
Breast Cancer Screening Well Child Visits 3-6 Years
Cervical Cancer Screening Adolescent Well Care Visits
Diabetes Care: A1C Testing Childhood Immunizations (Combo 10)

Diabetes Care: Retinal Eye Exams Appropriate Testing for Children with

Pharyngitis
Medication Management for People with Appropriate Treatment for Children with
Asthma URI

Medication Management for People with
Asthma

. [@. CalOptima
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MediCal P4V CAHPS Measures

2016 Measurement Year Measures

Child & Adult Measures
Getting Appointment with a Specialist

Timely Care & Service

Rating of PCP

Rating of all HealthCare

. [@. CalOptima

Better. Together.
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Introduced Display Measures

» Display Measures are new measures that may be
Included in future pay for value programs. These
measures are not eligible for payment for 2016
measurement year performance.

e Cal Optima has included these measures on the monthly
HN HEDIS incentive measures rate reports for monitoring
purposes.

e Display Measures:
» Ambulatory Care (Outpatient and ER visits)
» Readmissions
» I[HA completion rates

. [@. CalOptima
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Payment Methodology

Total # of Adults in Health Network Total # of Children in Health Network
Apply Acuity Score (SPD Weight 4X, TANF Weight 1X)

50% based on Performance score and 50% based on Improvement score
Improvement score will be weighted by CalOptima’s overall improvement

Clinical Measures = 60% of the Total CAHPS Measures = 40% of the Total

Proposed Scoring for Measure Performance:

» Arelative point system by measure, based on:
 NCQA National HEDIS Percentiles (clinical measures)
 NCQA National CAHPS Percentiles (satisfaction measures)
» Final score is the sum of points for each measure
* Improvement score based on improvement from previous year (receiving 1 point for
increasing each percentile level and negative 1 point for decreasing)

. [@. CalOptima
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Recommended Scoring - Amended

P4V Scoring - NEW

Performance Points — HEDIS & CAHPS

1 point: >= 50" percentile
2 points: >= 75" percentile
3 points: >= 90" percentile
No points <50 percentile

Improvement points — HEDIS & CAHPS

1 point for increasing 1 percentile level
(e.g. 1 point for 25" percentile to 50" percentile;
2 points for 50t percentile to 90t percentile, etc.)

Negative one (-1) point for decreasing

1 percentile level
(e.g. -1 point for 75t percentile to 50" percentile;
-2 points for 50" percentile to 10" percentile, etc.)

. [@. CalOptima
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2016 MY OneCare P4P Clinical Measures

(Retire Program for MY2016)

Breast Cancer Screening

Colorectal Cancer Screening

Adults’ Access to
Preventive/Ambulatory Health
services

Diabetes Care: A1 Screening

Diabetes Care: A1C Good control (<8%)

Diabetes Care: Retinal Eye Exams

Diabetes Care: Nephropathy Screening

Back to Agenda
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OneCare Connect P4V Clinical Measures

2016 Measurement Year Measures — OneCare Connect

1. Plan All Cause Readmissions

2. Behavioral Health:
 Antidepressant Medication Management

3. Blood Pressure Control

4. Part D Medication Adherence for Diabetes

BT e [@, CalOptima

A Pusic Agancy Better. Together.



Where Do We Go From Here?

e 2017 & Beyond.....Meaningful Change with Meaningful
Improvement
» Are there new goals?
» Do we have the right measures?
» How can we all be successful?
» Focus on Overall Improvement

 Next Steps

10
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Attachment to 10/6/2016 Board of
Directors Meeting Agenda Item 7

CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken April 7, 2016
Regular Meeting of the CalOptima Board of Directors

Consent Calendar
7. Approve Measurement Year CY 2016 Pay for Value Programs for Medi-Cal and OneCare Connect

Contact
Richard Bock, M.D., Deputy Chief Medical Officer, (714) 246-8400

Recommended Action

Approve Measurement Year CY 2016 “Pay for Value (P4V) Programs for Medi-Cal and OneCare
Connect (OCC)” which defines measures and allocations for performance, as described in Attachment 1,
subject to regulatory approval, as applicable.

Background
CalOptima has implemented a comprehensive Health Network Performance Measurement System

consisting of recognizing outstanding performance and supporting on-going improvement that will
strengthen CalOptima’s mission of providing quality health care.

The purpose of the Health Network performance measurement system, which includes both delegates
and the CalOptima Community Network as previously approved by the Board on March 1, 2014, is
three-fold:
1. To recognize and reward Health Networks and their physicians for demonstrating quality
performance;
2. To provide comparative information for members, providers, and the public on CalOptima’s
performance; and
3. To provide industry benchmarks and data-driven feedback to Health Networks on their quality
improvement efforts.

Discussion

For the Measurement Year CY 2016 programs, staff recommends maintaining many of the elements
from the prior year with some modifications. Changes to measures and scoring methodology address
the need to consider the complexity or member acuity (SPD compared to Non-SPD members) and the
subsequent higher consumption of physician/health network resources to care for SPD members.
Additionally, the scoring methodology will reward performance and improvement. The program will
include both Adult and Consumer Assessment of Healthcare Providers and Systems (CAHPS) measures,
thereby expanding our focus on the member experience.

In order to sustain improvements and leverage resources that the health networks have allocated towards
improvement in P4V measures, staff recommends the following modifications:
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CalOptima Board Action Agenda Referral

Approve Measurement Year CY 2016 Pay for Value
Programs for Medi-Cal and OneCare Connect

Page 2

Medi-Cal Changes:

e All health networks will have performance measures for both adult and child care. This
addresses the unique needs of children in all networks.

e Introduction of an “acuity” calculation to address the unique health needs in the populations.

e Addition of access to care measures:
o Adults Access to Preventative/Ambulatory Care Services
o Children’s Access to Primary Care Physicians

e Retirement of the “provider satisfaction with the health network and UM process” measure.

e The weighting of each domain in the Medi-Cal Pay for Performance program has been
adjusted accordingly. Increased weighting has been allocated to member experience. This
aligns with CalOptima’s increased focus on improving member experience.

The proposed Measurement Year CY 2016 Medi-Cal Pay for Value program is a one year program
which uses calendar year (CY) 2016 HEDIS measurements and for which payments will be made in
2017.

OneCare:

The OneCare Pay for value program will be retired due to the transition of the majority of former
OneCare members to OneCare Connect. Quality Performance metrics for the One Care population of
approximately 1200 members will continue to be reported via our annually required HEDIS submission
to CMS. However, the reduced OneCare membership is too small to produce statistically significant
results by individual health network. In lieu of an allocated incentive fund, OneCare health network
capitation rates were increased 1% on January 1, 2016.

OneCare Connect:
e To incentivize quality care in our new OneCare Connect program and to better align with the
CMC Quality withhold program, four new measures are proposed. Included in the proposed
measure set for OneCare Connect is also a new measure type with an emphasis on clinical
outcomes (blood pressure control).

e OneCare Connect measures are pending regulatory approval.

Windstone:
e Reinstate pay for value measures for Windstone Behavioral Health.

Distribution of Incentive Dollars

Performance allocations are distributed upon final calculation and validation of each measurement rate.
Payment for Medi-Cal will be paid proportional to acuity level, as determined by aid category. To
qualify for payment for each of the clinical and CAHPS measures, the Health Network must have a
minimum denominator in accordance with statistical principles.
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In order to qualify for payments, a physician group must be contracted with CalOptima during the entire
measurement period, period of pay for value accrual, and must be in good standing with CalOptima at
the time of disbursement of payment.

Any separate OCC Quality Withhold incentive dollars earned will be distributed based upon Board of
Directors approved methodology developed by staff and approved by CMS.

Fiscal Impact
Staff estimates that the fiscal impact of the Medi-Cal P4V will be no more than $2 pmpm for the

Measurement period of January 1, 2016 through December 31, 2016 and expects to present these
expenses with the CalOptima FY 2016-2017 Operating Budget.

Staff estimates that the fiscal impact of the OneCare Connect P4V will be no more than $20 pmpm for
the Measurement period of January 1, 2016 through December 31, 2016, and expects to present these
expenses with the CalOptima FY 2016-2017 Operating Budget.

Rationale for Recommendation

This alignment leverages improvement efforts and efficiencies that the Health Networks implement for
other health plans. CalOptima has modified each program for applicability to the membership,
measurement methodology, and strategic priorities.

Concurrence
Gary Crockett, Chief Counsel
Board of Directors' Quality Assurance Committee

Attachments
2016 Medi-Cal, Windstone, and OneCare Connect Pay for Value Programs
PowerPoint Presentation — 2016 Pay for Value Programs

/s/ Michael Schrader 04/01/2016
Authorized Signature Date
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Attachment to:
2016 Medi-Cal Pay for Value Program
Measurement Set

Adult Measures

2016 Measurement Year

HEDIS 2017 Specifications
Anticipated Payment Date: Q4 2017

Measurement Assessment
Methodology

Clinical Domain-
HEDIS

Weight: 60.00%
SPD Weight 4.0

TANF Weight 1.0

Prevention
e Breast Cancer Screening (BCS)
e (Cervical Cancer Screening
(CCS)

Diabetes
e HbAIc Testing
e Retinal Eye Exams

Access to Care:

e  Adults Access to
Preventive/Ambulatory Care

Adult & Child Measure:
e Medication Management for
People with Asthma

A relative point system by measure
based on:
e NCQA National HEDIS
Percentiles
e Percent improvement

Patient
Experience
Domain-
CAHPS

Weight: 40%

Adult Satisfaction Survey
1. Getting Appointment with a

Specialist
2. Timely Care and Service
3. Rating of PCP

4. Rating of All Healthcare

A relative point system by measure
based on:
e NCQA National CAHPS
Percentiles
e Percent improvement
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Pediatric Measures

2016 Measurement Year

HEDIS 2017 Specifications

Anticipated Payment Date: Q4 2017

Measurement Assessment
Methodology

Clinical Domain
HEDIS

Weight: 60.00%
SPD Weight 4.0

TANF Weight 1.0

Respiratory

Medication Management for People
with Asthma

Appropriate Testing for Children
with Pharyngitis (CWP)
Appropriate Treatment for Children
with Upper Respiratory Infection
(URI)

Prevention

Childhood Immunization Status
Hepatitis Combo 10 (CIS)
Well-Care Visits in the 3-6 Years of
Life (W34)

Adolescent Well-Care Visits
(AWC)

Access to Care

Children’s Access to Primary Care
Physicians

A relative point system by
measure based on:

e NCQA National HEDIS
Percentiles

e Percent improvement

Patient Experience
Domain-
CAHPS

Weight: 40%

Child Satisfaction Survey (Child CAHPS)

il e

Getting Appointment with a Specialist
Timely Care and Service

Rating of PCP

Rating of All Healthcare

A relative point system by
measure based on:
e NCQA National
CAHPS Percentiles
e Percent improvement

2
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Calculations for these measures will be the responsibility of CalOptima.

Windstone Behavioral Health

Allocation Data Anticipated
Measures CY 2016 Payment Benchmark
Source
Date
Qualitv of Care
1. Follow-up After HEDIS October Most current
Hospitalization for 2017 2017 NCQA Quality
Mental Illness Compass
e Follow-up Visit after $15,000 Medicare
7 days o 50% at50" Percentiles
percentile-
e 100% if score is
at or above 75"
percentile
e Follow-up Visit after $15,000
30 days e 50% at 50"
percentile
o CA State October Significant
2. Reduction in $30,000 Defined 2017 improvement
ED use for Measure based on
Seriously CMS
Mentally Il methodology.

and Substance
Use Disorders

3
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OneCare
Connect

2016 Measurement Year

Anticipated Payment Date:

Q4

Measurement Assessment
Methodology

Clinical Domain
Weight:100%

Each measure
weighted equally

Measures:

e Plan All Cause Readmissions

e Antidepressant Medication
Management Outcome
Measures:

e Blood Pressure Control

e Part D Medication Adherence
for Diabetes

A relative point system by measure based
on:
e NCQA National HEDIS
Percentiles
e Percent improvement

For the Part D Medication Adherence

Measure:
A relative point system by measure based

on:
e CMS Star Rating Percentiles

e Percent improvement
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Participation in Quality Improvement Initiatives

For each measure in which a Health Network/medical group performs below the 50™ percentile, Health
Networks/medical groups must submit a corrective action plan to CalOptima which outlines, at a
minimum, the following items:
e Interim measures and goals
Measurement cycle
Member interventions including education and outreach
Provider interventions including education and training
Timeline for interventions

Health networks/medical groups must submit quarterly work plans which document implementation of
the corrective action plan and progress made towards goals.

In conjunction with the Health Networks, CalOptima will lead quality improvement initiatives for
measures that fall below the 50™ percentile. Funding for these initiatives will come from forfeited
dollars.

MEASUREMENT DETAILS:

I. Clinical Domain (HEDIS measures)

Program Specific Measurement Sets

Performance measures were selected as appropriate per program based on the following criteria:
e Measures are appropriate for membership covered by the program
e Measures are based on regulatory requirements
e Measures are used by the industry for performance measurement and incentive payment

Criteria
The following criteria were considered in selecting these indicators:

e FEach of these indicators measures the delivery of services that are critical to the health of
the respective segments of CalOptima’s membership. In addition, these measures
collectively address the range of age appropriate services.

e The measures use administrative data for all except Blood Pressure only reporting since
they are single point of service measures.

e CBP will be captured with a specific chart review activity for this P4V program.

Each measure is calculated per HEDIS methodology except that continuous enrollment is assessed

at the health network level instead of at the health plan level

Incentive Measure Definition

Please refer to HEDIS Technical Specifications Volume 2 for measure definitions. For each
HEDIS indicator, members will be identified according to the most recent HEDIS technical
specifications.

5

Back to Agenda



II. Customer Satisfaction

Member Satisfaction

Background
CalOptima conducts annual member satisfaction surveys that are carefully designed to provide

network-level satisfaction information to meet precision requirements and to support comparisons
between networks and at the CalOptima agency level. The goal is to survey different subsets of the
CalOptima membership (e.g. Children, persons with disabilities) on a rotating basis so that we
develop 1) trend information over time about individual networks’ performance for a specific
population and 2) comparable performance information across networks both for a specific time
period as well as trended over time.

Survey Methodology

The surveys are administered using the CAHPS protocol, including a mixed-mode methodology of
mail and telephone contact to notify members of the study, distribute questionnaires, and
encourage participation by non-respondents. Both surveys have been conducted in three threshold
languages as defined by our Medi-Cal contract.

CalOptima has worked with outside technical and substantive consultants to refine its survey
instruments and sampling and weighting strategies and has employed a nationally known survey
research group to conduct both surveys.

The samples consisted of randomly selected Medi-Cal members who met specific requirements for
inclusion as specified by the CAHPS and by our interest in targeted subgroups. The sample is a
disproportionately stratified random sample 