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NOTICE OF A
REGULAR MEETING OF THE
CALOPTIMA HEALTH BOARD OF DIRECTORS

AUGUST 3, 2023
2:00 p.M.

505 City PARKWAY WEST, SUITE 108
ORANGE, CALIFORNIA 92868

BOARD OF DIRECTORS
Clayton Corwin, Chair Blair Contratto, Vice Chair
Debra Baetz Isabel Becerra
Supervisor Doug Chaffee Norma Garcia Guillen
José Mayorga, M.D. Supervisor Vicente Sarmiento
Nancy Shivers, R.N. Trieu Tran, M.D.

Supervisor Donald Wagner, Alternate

CHIEF EXECUTIVE OFFICER  OUTSIDE GENERAL COUNSEL CLERK OF THE BOARD
Michael Hunn Troy R. Szabo Sharon Dwiers
Kennaday Leavitt

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 identifying the item 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 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 materials are available for review at CalOptima Health,
505 City Parkway West, Orange, CA 92868, Monday-Friday, 8:00 a.m. — 5:00 p.m. These materials are
also available online at www.caloptima.org. Board meeting audio is streamed live on the CalOptima
Health website at www.caloptima.org.

Members of the public may attend the meeting in person. Members of the public also have the
option of participating in the meeting via Zoom Webinar (see below).

Participate via Zoom Webinar at:

https://us06web.zoom.us/webinar/register/ WN kZsxh9AISZCTAB4HT700iA and Join the Meeting.

Webinar ID: 836 1277 3054
Passcode: 339611 -- Webinar instructions are provided below.


http://www.caloptima.org/
http://www.caloptima.org/
https://us06web.zoom.us/webinar/register/WN_kZsxh9AlSzCTAB4HT7OoiA
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CALL TO ORDER
Pledge of Allegiance
Establish Quorum

PRESENTATIONS/INTRODUCTIONS

MANAGEMENT REPORTS
1. Chief Executive Officer Report

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 June 1, 2023 Regular Meeting of the CalOptima Health Board of
Directors and the Minutes of the June 29, 2023 Special Meeting of the CalOptima Health
Board of Directors

b. Receive and File Minutes of the March 15, 2023 Special Meeting of the CalOptima Health
Board of Directors’ Quality Assurance Committee

3. Approve New CalOptima Health Policy GG.1661: External Quality Review Requirements

4. Approve the 2022 CalOptima Health Utilization Management Program Evaluation and the 2023
CalOptima Health Integrated Utilization Management/Case Management Program Description

5. Ratify a Contract Amendment Related to Local Advocacy Services

6. Appointments to the CalOptima Health Whole-Child Model Family Advisory Committee

7. Appointments to the CalOptima Health Board of Directors’ Member Advisory Committee
8. Appointments to the CalOptima Health Board of Directors’ Provider Advisory Committee
9. Receive and File:

a. May and June 2023 Financial Summaries

b. Compliance Report

c. Federal and State Legislative Advocates Reports

d. CalOptima Health Community Outreach and Program Summary

REPORTS/DISCUSSION ITEMS

10. Extend the Terms of the Current Chair and Vice Chair of the Board of Directors until the
September 2023 Board Meeting
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11.

12.

13.

14.

15.

16.

Authorize Naloxone Distribution Event for CalOptima Health Members

Approve Actions Related to the Housing and Homelessness Incentive Program for the
Nonprofit Healthcare Academy

Ratify the Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted
Fee-for-Service Physicians, Except Physicians Employed by UCI Health or the University of
California, Irvine, to Support Expenses for Services Provided to Members during the Transition
out of the Public Health Emergency

Ratify a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted Fee-
for-Service Physicians Employed by UCI Health or the University of California, Irvine to
Support Expenses for Services Provided to Members during the Transition out of the Public
Health Emergency

Authorize Contract with a Non-Medical Transportation and a Non-Emergency Medical
Transportation Vendor Effective January 1, 2024

Authorize an Amendment to the Contract with Pharmacy Benefit Manager, MedImpact
Healthcare Systems, Inc. to Extend the Contract

ADVISORY COMMITTEE UPDATES

17.

Regular Joint Meeting of the Member Advisory Committee and Provider Advisory Committee
Update

CLOSED SESSION

CS-1.

CS-2.

CONFERENCE WITH REAL PROPERTY NEGOTIATORS Pursuant to Government Code
Section 54956.8

Under Negotiation: Price and terms of payments

Property: 7900 Garden Grove Avenue, Garden Grove, CA 92841

Agency Negotiators: David Kluth, and Mai Hu, Newmark Knight Frank

Negotiating Parties: Lvt, Inc.

PUBLIC EMPLOYEE PERFORMANCE EVALUATION Pursuant to Government Code
Section 54957(b)(1) Title: [Chief Executive Officer]

BOARD MEMBER COMMENTS AND BOARD COMMITTEE REPORTS

ADJOURNMENT



TO REGISTER AND JOIN THE MEETING

Please register for the Regular Meeting of the CalOptima Health Board of
Directors on August 3, 2023 at 2:00 p.m. (PST)

To Register in advance for this webinar:
https://us06web.zoom.us/webinar/register/ WN_kZsxh9AISzCTAB4HT700iA

To Join from a PC, Mac, iPad, iPhone or Android device:

Please click this URL to join.
https://us06web.zoom.us/s/83612773054?pwd=TGpCKOIrTHIsQjdCUVJIUvyt
Sa2UwZz09

Passcode: 500426

Or One tap mobile:
+16694449171,,836127730544#,,,,*500426# US
+12532158782,,836127730544#,,,,*500426# US (Tacoma)

Or join by phone:
Dial(for higher quality, dial a number based on your current location):
US: +1 669 444 9171 or +1 253 215 8782 or +1 346 248 7799 or +1 719
359 4580 or +1 720 707 2699 or +1 253 205 0468 or +1 312 626 6799 or +1 360
209 5623 or +1 386 347 5053 or +1 507 473 4847 or +1 564 217 2000 or +1 646
558 8656 or +1 646 931 3860 or +1 689 278 1000 or +1 301 715 8592 or +1 305
224 1968 or +1 309 205 3325

Webinar ID: 836 1277 3054
Passcode: 500426

International numbers available: https://us06web.zoom.us/u/ks6aWZRTm


https://us06web.zoom.us/webinar/register/WN_kZsxh9AlSzCTAB4HT7OoiA
https://us06web.zoom.us/webinar/register/WN_kZsxh9AlSzCTAB4HT7OoiA
https://us06web.zoom.us/s/83612773054?pwd=TGpCK0IrTHlsQjdCUVJlUytSa2UwZz09
https://us06web.zoom.us/s/83612773054?pwd=TGpCK0IrTHlsQjdCUVJlUytSa2UwZz09
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MEMORANDUM

DATE:
TO:
FROM:

July 27, 2023
CalOptima Health Board of Directors
Michael Hunn, Chief Executive Officer

SUBJECT: CEO Report — August 3, 2023, Board of Directors Meeting

COPY:

Sharon Dwiers, Clerk of the Board; Member Advisory Committee; Provider
Advisory Committee; and Whole-Child Model Family Advisory Committee

A. Importance of Medi-Cal Renewal Drives Multiple Outreach Strategies

Media Coverage

Events

CalOptima Health was featured in a July 17 New York Times article on the potential loss of
members due to Medi-Cal renewal. This piece represents a new milestone of high-profile
national coverage for our agency.

The Orange County Register ran an article on June 30, highlighting fears that Medi-Cal
members will lose coverage due to not returning renewal forms. I was quoted about what our
agency is doing to inform members about the importance of completing the renewal process.

More than 3,000 community members attended CalOptima Health’s Medi-Cal Renewal and
CalFresh Enrollment Event on June 10 at St. Anthony Claret Catholic Church in Anaheim.
The large turnout underscored how important it is to offer community resource fairs and
opportunities to assist with Medi-Cal renewal and Medi-Cal and CalFresh enrollment.
Fox Channel 11 ran a segment from the event during the 10 p.m. news.
CalOptima Health is co-hosting a Medi-Cal Renewal Event on June 29, at Ponderosa Park in
Anaheim with Board Member and County Supervisor Vicente Sarmiento. The County of
Orange Social Services Agency (SSA) will be on-site to assist attendees.
CalOptima Health is hosting a Back-to-School Event to help with Medi-Cal renewal as
children and families get ready for the new school year. The event will be held on August 26
t t nton rt toi r in n 1 fro p  and will include:

o Medi-Cal renewal and Medi-Cal, CalFresh and CalWORKS enrollment

o Free vision exams, sports physicals and haircuts by appointment

o Community resources for basic needs, mental health, early childhood education, and

services for older adults and people with disabilities
o Distribution of food, diapers, bike helmets and backpacks while supplies last

Texting Campaign

In July, CalOptima Health launched additional outreach via texting campaigns to reach
members in support of the renewal process. More than 99,500 text messages (in threshold
languages) have been sent to members with renewal months from June to October. There are
two types of messages: one urges them to update their contact information and the other is a

CalOptima Health, A Public Agency
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https://www.nytimes.com/2023/07/17/us/california-medi-cal-coverage.html?smid=nytcore-android-share
https://www.ocregister.com/2023/06/30/officials-fear-many-southern-california-residents-are-about-to-lose-medi-cal-coverage-for-missing-paperwork/
https://app.criticalmention.com/app/#/clip/public/affa2a35-9c71-47b9-8820-ad9bdd16cb59
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reminder to return their renewal packet. Updated information may be available to share at the
Board meeting.

City Council Visits

e Over the past few months, I have visited four city councils to share information about Medi-

Cal renewal along with SSA Director An Tran. Speaking to the leaders of the cities of
Stanton, Irvine, Buena Park and Anaheim, we have encouraged them to join our renewal
campaign by hosting events, adopting a proclamation and using our toolkit materials to
communicate with residents. Several cities have already shared messages on their website.

B. CSA Audit Follow-Up Report Addressed
On June 29, at our Special Board of Directors meeting, John Tanner, Chief Compliance Officer,
provided the Board with a verbal update on the 90-Day California State Auditor (CSA) Audit follow-
up on the implementation of the seven recommendations. CalOptima Health has fully implemented
three of the recommendations, closed one of the recommendations, and will close out the
implementation of one recommendation in October. CalOptima Health will continue to work with
the California State Auditor and the Board to address the remaining two. Please see attached
recommendations and responses.

C. CalOptima Health’s Street Medicine Program Reports Early Success

Our street medicine program has made significant strides in providing health care and social services
to the unhoused population of Garden Grove during the first 100 days of operation. Since the
beginning of April, Healthcare in Action has interacted with 172 individuals and now has 85
participants in the program. Other milestones include:

e 529 patient visits completed

e 81 unique individuals enrolled in CalOptima Health Connect

e 54 unique individuals evaluated/treated for substance use disorder

e 11 unique individuals evaluated/treated for opiate use disorder (including fentanyl)

e 40 individuals evaluated/treated for mental illness

D. Governor Signs Fiscal Year (FY) 2023-24 Enacted State Budget
On June 27, Gov. Gavin Newsom and the State Legislature reached a final agreement on the FY
2023-24 state budget package totaling $310.8 billion, including $226 billion in General Fund
spending. Effective July 1, 2023, it is the second largest budget in California history and closes the
gap on a $32 billion deficit while still safeguarding $37.8 billion in reserves. A series of shifts to
funding sources, recovery of unused funds and delayed commitments in certain sectors helped
achieve a balanced budget. In addition, the package includes several trailer bills that enact health-
related policy changes, including to Medi-Cal. Notably, the budget re-enacts the Managed Care
Organization (MCO) Provider Tax, retroactively to April 1, 2023, through December 31, 2026, and
allocates its revenues toward Medi-Cal provider rate increases and workforce development totaling
$11.1 billion over the next few years. These new investments resulted from recent advocacy efforts
by a broad health care coalition, including CalOptima Health’s trade associations. Please reference
the full FY 2023-24 Enacted State Budget Analysis for additional details and potential impacts to
CalOptima Health. A few highlights of the enacted budget are found below:
e Transitional Rent as a new Community Support option for up to six months of rent or
temporary housing for eligible individuals experiencing or at risk of homelessness and
transitioning out of certain facilities or the foster care system

CalOptima Health, A Public Agency
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e $480 million per year for a five-year BH-CONNECT Demonstration to support behavioral
health workforce development

e $237 million in Medi-Cal rate increases for primary, maternity and non-specialty mental
health services to at least 87.5% of Medicare rates, effective January 1, 2024

e $150 million for the Distressed Hospital Loan Program to provide interest-free loans to
hospitals at risk of closure

e $10 million to develop state infrastructure for school-based mental health providers billing
via a new statewide fee schedule

e $10 million for additional health enrollment navigators through community clinics

E. President Signs Debt Ceiling L.egislation
On June 3, Pres. Joe Biden signed into law H.R. 3746: Fiscal Responsibility Act (FRA), which
previously passed the U.S. Senate and U.S. House of Representatives on bipartisan votes. The FRA
represents the negotiated agreement between Pres. Biden and House Speaker Kevin McCarthy to
address the debt ceiling crisis ahead of the June 5 deadline imposed by the U.S. Department of the
Treasury. Key highlights of the legislation include but are not limited to the following:
e Sets discretionary spending caps in the FY 2024 and 2025 federal budgets, and sets
appropriations targets for the FY 202629 federal budgets
e Rescinds $27 billion in unspent COVID-19 relief funding previously allocated by the
American Rescue Plan Act and the Coronavirus Aid, Relief and Economic Security Act
e Raises the age of Supplemental Nutrition Assistance Program (SNAP) recipients subject to
work requirements from 49 to 55 years old, but only until October 1, 2030
e Creates new exemptions that waive SNAP work requirements for young adults ages 18 to 24
aging out of foster care, veterans and individuals experiencing homelessness, but only until
October 1, 2030
e Places new restrictions on how often states can waive work requirements for SNAP
recipients, and requires the U.S. Department of Agriculture to publish a report of which state
waivers it approves and rejects
e Terminates the current pause on student loan repayments and interest accrual, effective
August 29, 2023

F. Branding Campaign Video Debuts
As part of CalOptima Health’s brand awareness campaign, we are producing four inspirational
member videos through our marketing partner Maricich Health. The videos will be used in
community presentations and other outreach to increase awareness and understanding of our agency.
The first one features Hai Hoang who survived osteosarcoma as a child. As a former CalOptima
Health member and current member of our Member Advisory Committee, he shares that he is
eternally grateful for how CalOptima Health treated him. Please view Hai’s story here.

G. Elected Officials to Present $2 Million Traffic Control Check
On August 15, U.S. Reps. Young Kim and Lou Correa will jointly present a $2 million check to
CalOptima Health to help fund the buildout of the Care Traffic Control command center on the third
floor of the new 500 building. This federal earmark was included in the Consolidated Appropriations
Act of 2023 and signed into law on December 29, 2022. The formal grant documents have been
submitted to the U.S. Department of Health & Human Services, which is expected to officially
award and transfer the funds in September or October.

CalOptima Health, A Public Agency
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H. U.S. Rep. Katie Porter Commends CalOptima Health
U.S. Rep. Katie Porter gave a speech on the floor of the U.S. House of Representatives to commend
CalOptima Health’s $25.5 million investment in Orange County’s 29 school districts as part of the
Student Behavioral Health Incentive Program. She notably declared that “mental health care is
health care.” We look forward to working with Rep. Porter to improve behavioral health policies.

I. Transitions of Care Roundtable Has Robust Attendance
CalOptima Health hosted the Transitions of Care Roundtable on July 18 with a strong turnout of 55
leaders from hospitals, long-term acute care hospitals, skilled nursing facilities and recuperative care
centers. The goal was to discuss ways to better coordinate care for our members.

J. CalOptima Health Gains Media Coverage
CalOptima Health continues to receive substantial positive and valuable TV, radio, print and online
media coverage. In the month of June, we were featured in 88 media clips, with a publicity value of
$314,110, reaching an audience of 22.5 million people.

e (CalOptima Health conducted media outreach about the proposed Community Living Center
in Tustin, and several responded, including the following major outlets. On June 17, the
Orange County Register published a story online and in the June 18 Sunday print version. On
June 20, KCBS/KCAL interviewed Kelly Bruno-Nelson, Executive Director of Medi-
Cal/CalAIM and others for a piece that aired on the 4 p.m. news.

e OC World published a two-part news program featuring an interview with Board Chair Clay
Corwin, Kelly Bruno-Nelson and me. During the interview, we discussed CalOptima
Health’s role in caring for Orange County’s vulnerable community members, insights into
our priority programs, and the outcomes of our recent audit and more.

e On June 27, Stephen Faessel, chairman of the Orange County Housing Finance Trust and an
Anaheim City Council Member, published an opinion piece in the OC Register that stated
housing is key to solving the homelessness crisis in Orange County. He mentions CalOptima
Health as one of the primary collaborators in the community providing permanent housing
along with programs and services that the most vulnerable need to improve their lives.

e On June 28, newsantaana.com published CalOptima Health’s press release on the provider
rate increase.

e On July 11, Javier Sanchez, Executive Director of Medicare Programs, was featured in a U.S.
News article “Will My Disability Benefits Change When I Turn 65?”

CalOptima Health, A Public Agency
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https://www.ocregister.com/2023/06/17/caloptima-health-wants-to-create-a-facility-to-better-serve-ocs-unhoused-aging-population
https://www.cbsnews.com/losangeles/video/study-more-seniors-are-becoming-homeless/
https://ocworld.org/program-archive/
https://www.ocregister.com/2023/06/27/stephen-faessel-providing-housing-is-key-to-solving-the-homelessness-crisis-in-orange-county/
https://newsantaana.com/caloptima-allocates-106-6m-to-support-provider-rates-and-member-care-post-covid-19
https://health.usnews.com/senior-care/articles/will-disability-benefits-change-after-65
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CEO Report
July 27, 2023
Page 5

c‘ CalOptima Health

Mission:
value and need

s of each person.

Membership Data” (as of June 30, 2023)

Fast Facts

August 2023

To serve member health with excellence and dignity, respecting the

Total CalOptima Health
Membership

988,716

Program Members
Medi-Cal 970,590
OneCare (HMO D-SNP) 17,687
Program of All-Inclusive Carefor the Elderly (PACE) 439

*Based on unaudited financial report and includes prior p+er1'od adjustment

Operating Budget (for 12 months ended June 30, 2023)

YTD Actual ¥TD Budget Difference
Revenues $4,246,920,626 | $4,002,166,211 | $244,754,415
Medical Expenses $3,857,653,291 | $3,763,117,812 | ($94,535,479)
Administrative Expenses $192,886,333 | $220,226,217| $27,339,884
Operating Margin $196,381,001 $18,822,182 | $177,558,819
Medical Loss Ratio (MLR) 90.8% 94.0% (3.2%)
Administrative Loss Ratio 4.5% 5.5, 1.0%
(ALR) ) ' )

Reserve Summary (as of June 30, 2023)

Amount (in millions)

Board Designated Reserves $576.6"
Capital Assets (Net of depreciation) $84.2
Resources Committed by the Board $654.4
Resources Unallocated/Unassigned $364.2"
Total Net Assets $1,679.4

*Total of Board designated reserves and unallocated resources can support approximately 971 days of
CalOptima Health's current operations.

Total Annual

Budgeted Revenue

$4 Billion

MOTE: CalOptima Health receives its funding from state and federal revenues only.
CalOptima Health does not receive any of its funding from the County of Orange.

Back to Agenda
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CalOptima Health Fast Facts

Personnel Summary (as of July 1, 2023, pay period)

August 2023

Filled Open Vacancy %o
Staff 1,312.1 84.3 6.04%
Supervisor 79.0 5.0 5.95%
Manager 109.0 6.0 5.22%
Director 59.0 11.0 15.71%
Executive 21.0 1.0 4.55%
Total FTE Count 1,680.1 107.3 6.36%

Provider Network Data (as of June 30, 2023)

FTE count based on position control reconciliation and includes both medical and administrative positions.

Humber of Providers

Primary Care Providers 1,288
Specialists 8,374
Pharmacies 563
Acute and Rehab Hospitals 43
Community Health Centers 34
Long-Term Care Facilities 103

Treatment Authorizations (as of May 31, 2023)

Mandated Average Time to Decision
Inpatient Concurrent Urgent 72 hours 9.81 hours
Prior Authorization — Urgent 72 hours 13.28 hours
Prior Authorization — Routine 5 days 1.76 days

Member Demographics (as of June 30, 2023)

Average turnaround time for routine and urgent authorization requests for CalOptima Health Community Network.

Member Age Language Preference Medi-Cal Aid Category

Otoh 8% English H8% Temporary Assistance for Needy Families | 39%

Gto18 25% Spanish 27% Expansion 8%

19to 44 | 35% Vietnamese | 9% Optional Targeted Low-Income Children 8%

4510 64 | 20% Other 2% Seniors 9%

65 + 12% Korean 2% People With Disabilities 5%
Farsi 1% Long-Term Care =1%
Chinese <1% Other <1%
Arabic <1%

CalOptima Health, A Public Agency
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CSA Audit Status Update As of 6/28/23

Status CSA Marrative Response CSA Status
Recommendation Due
Date

To ensure that it uses its existing surplus funds for the Not Fully |CalOptima Health senior leadership will continue to report to the Finance and Audit June |Open
benefit of its members and to comply with county Implemented |Committee and the Board of Directors on the status of reserves and expenditures, 2024
ordinance, by June 2024 CalOptima should create and including a written report in the publicly available Board materials. The Board will
implement a detailed plan to spend its surplus funds for review levels of total assets and Board-designated reserve funds on an annual basis, at
expanding access, improving benefits, or augmenting minimum, during the development of the strategic plan and the annual operating
provider reimbursement, or for a combination of these budget.
purposes. This plan should be reviewed by its board and
approved in a public board meeting. During this review, the Board will assess resources to be used for the purposes

of expanding access, improving benefits, and/or augmenting provider

reimbursement. The Board will determine when a spending plan(s) for various

initiatives are appropriate.

CalOptima Health has been drastically accelerating our efforts tc improve access and

quality of health care for the most vulnerable residents in Orange County. These efferts

continued with the Board's approval to allocate $182 million in reserves at the June 1,

2023, CalOptima Health Board of Directors Meeting. The Board of Directors has and

will continue to take separate actions to allocate available funds, and to de so wisely in

a manner that best serves cur members.

As communicated previously, CalOptima Health must ensure tactical use of

government funds to support our members and providers. It would nct be fiscally

prudent to spend all unallocated funds above the minimum reserve requirement within

a defined period.
To comply with county ordinance and to ensure that in the NotFully |The CalOptima Health Board of Directors reviewed the current reserve policy at the |lune [Open
future it does not accumulate surplus funds in excess of its | Implemented |June 1, 2023, Board of Directors meeting. |n addition to the current reserve policy, the [2023
reserve policy, by June 2023 CalOptima should adopt o Board reviewed CalOptima Health's reserve position in comparison to other Medi-Cal
surpius funds policy or amend its policy for managed care plans, reviewed scenarios for different minimum reserve levels and
board-designated reserves to provide that if surplus discussed pending DHCS financial performance guidance in the upcoming 2024 Medi-
funds accrue, CalOptima will use those funds to Cal contract. The Board directed staff to return with additional information on
expand access, improve member benefits, or augment the status of the enacted State Budget and the federal debt ceiling
provider reimbursement, or for a combination of these negotiations, and DHCS’s financial performance requirement. In light of this
purposes. The policy should require that the board review additional information, the Board will review and direct staff to formalize the
the amount of surplus funds each year when it receives current reserve process into policy at the September Board of Directors
CalOptima’s audited financial statements and direct staff to meeting.
create anannual spending plan subject to the board’s
approval to use those funds within the next 12 months. Given sufficient reserves are needed to provide stability in healthcare delivery, the

minimum threshold, pending Board of Directors’ adoption, does not mandate that

reserves be drawn down to this level. The Board shall have discretion on the

appropriate reserve level, above the minimum threshold, taking into account current

and future economic conditions.

The Board reviews levels of total assets and Board-designated reserve funds on an

annual basis, at minimum, during the annual operating budget. During this review, the

Board will assess resources to be used for the purposes of expanding access, improving

benefits, and/or augmenting provider reimbursement. CalOptima Health must ensure

tactical use of government funds to support our members and providers. It would not

be fiscally prudent to spend all unallocated funds above the minimum reserve

requirement within a defined peried.
To ensure that it can determine whether funds allocated to Fully CalOptima Health developed policy AA.1400: Grant Management (Attachment Complete
initiatives intended to improve the health of CalOptima Implemented | A7), This policy outlines the criteria and expectations to ensure consistency

members experiencing homelessness are accomplishing
their intended purpose, by June 2023 CalOptima should
develop a policy that requires it to do the following when
spending those funds or allocating funds for that purpose in
the future: - Establish one or more goals for the use of
the fund s. - Establish one or more metrics signifying the
successful accomplishment of its goals. - Measure
progress toward the established metric and provide
the board with periodic updates on the effectiveness of
its use of funds based on those measurements.

and accountability in managing discretionary Grant funding disbursed by
CalOptima Health. CalOptima Health's Board of Directors approved the
implementation of this policy on May 4, 2023.

Back to Agenda
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Recommendation

Status

CSA  Status
Due
Date

CSA Narrative Response

To ensure that members of CalOptima's board do not violate

Will Not

CalOptima’s By Laws reference and restrict Board Members employment with the Closed

state law by entering into employment contracts made by Implement |Agency pursuant to Section 14087.59 W&I and Section 1090 of the Government Code.

the board on which they serve, by June 2023 CalOptima Neither regulation includes a blanket restriction of employment with the

should amend its bylaws to prohibit all CalOptima board agency for one year for all Board Members.

members from being employed by CalCptima for a period of

one year after their term on the board ends.

To better protect itself from criticism about the objectivity, Fully CalOptima Health developed policy GA.8060: Recruitment, Selection, and Complete
appropriateness, and transparency of its hiring practices and | Implemented | Hiring {Attachment Al). This policy incorporates best practices, including the

to help ensure that CalOptima attracts and selects the most minimum length of time that CalOptima Health will advertise job openings, the

qualified candidates, by June 2023 CalOptima's board minimum number of qualified candidates CalOptima Health will interview for each

should adopt a policy that governs its hiring processes position, and a requirement that it will use the same interview method for each

for all positions, including executive positions. Such a candidate for a position. CalOptima Health's Board of Directors approved the

policy should incorporate best practices, including the implementation of this policy on May 4, 2023.

minimum length of time that CalOptima will advertise job

openings, the minimum number of qualified candidates

CalOptima will interview for each position, and a

requirement that it will use the same interview method for

each candidate for a position. These steps should be

documented for each recruitment.

To reduce the risk that it does not appropriately evaluate Fully CalOptima Health updated policy HH.1107: Fraud, Waste, and Abuse Complete
allegations of fraud, waste, and abuse and reportthemto | Implemented | investigation and Reperting (Attachment A1). This policy has been updated to

DHCS, by June 2023 the FWA unit should revise its clearly specify that all allegations of suspected FWA shall be preliminarily researched,

written procedures to clearly specify the types of cases and all allegations received shall be documented in a FWA tracking log within cne {1)

that should be addressed through investigations and the business day. Allegations for which sufficient infoermation is initially provided or

types that should be addressed through monitoring garnered through preliminary investigation will undergo a full investigation.

activities. In addition, it should establish written procedures CalOptima Health's Board of Directors approved the implementation of this

for conducting monitoring activities. policy on June 1, 2023.

To help ensure the maintenance of an atmosphere free from| NotFully |CalOptima Health launched a 2023 Best Places to Work Survey in March, 2023. Open
fear of retaliation for reporting misconduct, by October Implemented | An announcement was sent on March 15, 2023 to "All Email Users" stating that we

2023 and annually thereafter, CalOptima should
conduct or contract for an anonymous survey of staff
and contractors to determine whether they understand
how to make such reports and feel comfortable doing so.

would be participating in the 2023 Best Places to Work Survey from March 31, 2023 -
April 21, 2023 (Attachment Al). This survey included questions developed by
CalOptima Heaith's Compliance and Human Resources departments regarding
retaliation {Attachment A2). In the weekly "Week Ahead" emails starting March 27th
CalOptima Health's Human Resources sent an email to "All Email Users" encouraging
employees to participate in the survey (Attachment A3). As of April 21st, CalOptima
Health had a completion rate of 66% {Attachment A4). CalOptima Health will not know
the final completion rate of the survey until late July.

CalOptima Health is in the process of updating CalOptima Health policy HH. 3012 Non-
retaliation for Reporting Violations to include a requirement for conducting an annual
survey for all staff. This policy remains on track for October 2023.

Back to Agenda
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MINUTES
REGULAR MEETING
OF THE
CALOPTIMA HEALTH BOARD OF DIRECTORS

June 1, 2023

A Regular Meeting of the CalOptima Health Board of Directors (Board) was held on June 1, 2023, at
CalOptima Health, 505 City Parkway West, Orange, California. The meeting was held in person and via
Zoom webinar as allowed for under Assembly Bill (AB) 2449, which took effect after Governor
Newsom ended the COVID-19 state of emergency on February 28, 2023. Chair Corwin called the
meeting to order at 2:03 p.m., welcomed Norma Garcia Guillén as CalOptima Health’s newest Board
member, and asked Director Garcia Guillén to lead the Board in the Pledge of Allegiance.

ROLL CALL
Members Present: Clayton Corwin, Chair; Blair Contratto, Vice Chair; Isabel Becerra; Supervisor
Doug Chaffee; Supervisor Vicente Sarmiento; Trieu Tran, M.D.

(All Board Members in attendance participated in person except Director Becerra,
who participated remotely under Just Cause, using her first use under Just Cause
as permitted by AB 2449)

Members Absent: Clayton Chau, M.D. (non-voting); Jos¢é Mayorga M.D.; Nancy Shivers

Others Present: Michael Hunn, Chief Executive Officer; Yunkyung Kim, Chief Operating Officer;
James Novello, Outside General Counsel, Kennaday Leavitt; Nancy Huang, Chief
Financial Officer; Richard Pitts, D.O., Ph.D., Chief Medical Officer; Sharon
Dwiers, Clerk of the Board

PRESENTATIONS/INTRODUCTIONS
The Clerk administered the ceremonial Oath of Office for Director Garcia Guillén.

MANAGEMENT REPORTS

1. Chief Executive Officer Report

Michael Hunn, Chief Executive Officer (CEO), started his report by welcoming Director Garcia Guillén
to the CalOptima Health Board and to the mission of CalOptima Health.

Mr. Hunn reviewed the Fast Facts data, noting that currently CalOptima Health serves 984,986
individuals with membership continuing to increase monthly. CalOptima Health spends 92.6% of every
dollar on medical care, and 4.4% is the overhead cost to administer the program.

CalOptima Health’s Board-designated reserves are $579.9 million; its capital assets are $67.1 million; its
resources committed by the Board are $466.5 million; and its unallocated and unassigned resources are
$463.7 million. Mr. Hunn noted that CalOptima Health’s total net assets are currently $1.5 billion.

Mr. Hunn also reviewed the CalOptima Health personnel data and noted that there are about 1,500

employees with a vacancy/turnover rate of about 7.7% as of the May 6, 2023, pay period. CalOptima
Health’s vacancy/turnover target is to be at less than 12.5% to 15% at any given time.
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Mr. Hunn reviewed the provider data, noting that CalOptima Health has over 9,500 providers, 1,285
primary care providers, and 8,286 specialists; 563 pharmacies; 45 acute and rehab hospitals; 34
community health centers; and 101 long term care facilities.

Mr. Hunn reviewed CalOptima Health’s treatment authorizations, noting that this data is as of March 31,
2023. For urgent inpatient treatment authorizations, the average approval is within 11.36 hours; the state-
mandated response is 72 hours. For urgent prior authorizations, the average approval is within 13.09
hours; the state-mandated response is 72 hours. And for routine prior authorizations, the average approval
is 1.48 days; the state-mandated response is 5 days. Mr. Hunn noted that the treatment authorization
numbers above are for the approximately 225,000 members that are CalOptima Health’s direct
responsibility. He added that CalOptima Health is encouraging its delegated networks that manage the
other 750,000 lives to aspire to these same types of turnaround times for treatment authorizations.

Mr. Hunn also provided an overview of the total dollars that CalOptima Health spends on all types of
heath care, including total dollars to health networks, acute care, doctor office visits, and hospitals. For
example, Children’s Hospital in Orange County (CHOC), sees about 150,000 of CalOptima Health’s
children and on average CalOptima Health provides about $384 million in revenue; over a three-year
period that is about $1.1 billion. For the University of California, Irvine (UCI), which is part of the UC
Health System and not a public hospital, CalOptima Health pays between $200 million to $300 million
depending on the year. In the last three years, CalOptima Health has paid about $744 million into the UC
Health System. CalOptima Health is very fortunate to have UCI, which is considered a quaternary and
tertiary hospital, providing very high-level care and specialty care. Mr. Hunn added that with all of the
other hospitals listed, on an annual basis over a billion dollars go to CalOptima Health’s acute care
providers.

Mr. Hunn noted that he asked Dr. Michael Hochman to join today in the discussion of the Street Medicine
Program that was approved by the Board. The Street Medicine Program launched in the City of Garden
Grove on April 1, 2023, and it has been hugely successful. CalOptima Health’s partner is Healthcare in
Action led by Dr. Hochman. To date, Healthcare in Action has outreached to 119 individuals with 50
active individuals that have signed up for care management services. It is extraordinary to have almost
50% of these individuals agree to enroll in the program and is a testament to the Dr. Hochman and the
Healthcare in Action team. Mr. Hunn asked Dr. Hochman to offer a few comments to the Board.

Michael Hochman, M.D., Chief Executive Officer, Healthcare in Action, noted what an honor it is to be at
the Board meeting today. Dr. Hochman noted that he is a general internist, and that Healthcare in Action
is a nonprofit medical group that serves exclusively unhoused populations. Healthcare in Action serves 11
different sites in California and 6 different counties. Dr. Hochman added that the Garden Grove site in
many ways, is the most exciting and explained that of the 11 sites, at the Garden Grove site Healthcare in
Action is working with a health plan, the City of Garden Grove, the county, the Sheriff’s Department, and
the Fire Department, which all came together and work collaboratively. Dr. Hochman also added that Mr.
Hunn gives Healthcare in Action a lot of the credit, but it is really the vision of CalOptima Health and Mr.
Hunn, along with Kelly Bruno-Nelson, Nicole Garcia, Danielle Camron, and many others who have made
this Street Medicine Program happen. Dr. Hochman thanked the Board for supporting this work together
and introduced Benjamin Kaska, who is the lead medical provider for the Healthcare in Action team.

Benjamin Kaska, Director, Clinical Operations, Healthcare in Action thanked the Board for this
opportunity. He noted that he is a physician assistant by training, and he supervises the Garden Grove
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team. Healthcare in Action has a physician assistant and a nurse who are in the field with the community
health workers to provide excellent primary care to the homeless neighbors that Healthcare in Action has
in the community. Healthcare in Action is offering full scope primary care services, as well as addiction
services. to help people live a healthier and more fruitful life. Mr. Kaska mentioned that, as Mr. Hunn
noted, Healthcare in Action has a very high sign-up rate, which really demonstrates a proof of concept
that individuals on the street are willing to accept care if given as a rapport building approach. He thanked
the Board, Mr. Hunn, and staff for the opportunity to pilot this program.

Mr. Hunn, on behalf of CalOptima Health and the Board, presented Healthcare in Action a framed version
of what was published in the Orange County Register to say thank you and as a reminder that this reflects
the work that is being done for the individuals CalOptima Health serves.

Mr. Hunn provided an update on Governor Newsom’s Fiscal Year 2023-24 revised budget, referred to as
the May Revise, and noted that despite a $31.5 billion deficit, the budget continues to reflect full funding
of at least the current Medi-Cal investments and priorities. He added that CalOptima Health is happy that
it is not anticipating reductions in revenues from the state to take care of Medi-Cal members. In addition,
the May Revise proposes to reenact a managed care organization tax, referred to as MCO tax. The MCO
tax will be retroactive to April 1, 2023, and then extend through December 31, 2026, which will generate
about $19.4 billion dollars to be dedicated towards the following rates: $8.3 billion to the general fund
and $11.1 billion in provider investments over an 8 to 10-year period, including Med-Cal rate increases
for primary care, maternity care, and non-specialty mental services to at least §7.5% of Medicare rates,
with an effective date starting in January of 2024. For specific programs the remaining $10.3 billion of
provider investment funding will be developed later this year for inclusion in the fiscal year 2025 state
budget. Mr. Hunn added that the state sets CalOptima Health’s rates and revenues it receives for Medi-
Cal. Staff will keep a very close eye on the medical loss ratio (MLR) and ensure CalOptima Health is
financially viable given the uncertainty with discussions in Washington, D.C. over the debt ceiling. He
added that 90% of CalOptima Health’s revenue comes from the state.

Vice Chair Contratto asked for additional details on the proposed MCO tax, which CalOptima Health had
for a while and now it is back. Mr. Hunn responded that the revenues come from CalOptima Health as the
plan and Ms. Huang can provide the mechanics of the MCO tax itself.

Nancy Huang, Chief Financial Officer, explained that the MCO provider tax is an allowable funding
mechanism whereby a tax is imposed by states on health care services where the burden of the tax falls
mostly on providers, such as tax on managed care plans per members served. The MCO tax is used as a
mechanism to generate new state funds that can be used to match with federal funds to bring additional
federal Medicaid dollars. Ms. Huang added that CalOptima Health treats the MCO tax revenue as a pass
through to providers so the net impact to CalOptima Health is zero. This is why it is part of the budget,
but it does not impact CalOptima Health’s operating revenue nor its operating expenses.

Director Garcia Guillén noted that she mentioned to staff earlier this week related to the Street Medicine
Program, which is very exciting and great work, that she is eager to see it adopted in neighboring cities
and looks forward to a report on that as well.

Supervisor Chaffee also noted the great work being done in the City of Garden Grove and the creation of

a navigation center. He noted that the City of Garden Grove is working with two other cities,
Westminster, and Fountain Valley. Supervisor Chaffee said sometimes cities create a navigation center or
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just a shelter, but they limit it to their city, which does not solve the problem. He added that when the
outreach is regional it works better and noted that this came about because of the point in time count that
the county conducted illustrated that there is a cluster of homeless people in that area that were not well
served.

2. Reserve Policy Review

Ms. Huang provided an overview of CalOptima Health’s total net assets, including funding balance, and
how it compares to other Medi-Cal plans. She also reviewed the current Board-designated reserve policy.
Ms. Huang started with the number Mr. Hunn shared during his CEO report, noting that when looking at
the ultimate total net assets for CalOptima Health, which is $1.58 billion as of April 2023, that total net
assets can be allocated into four different categories. The first category is Board-designated reserves,
currently at $580 million, representing about 37% of CalOptima Health’s total net assets. This includes
$100 million of the minimum tangible net equity requirements imposed by the Department of Managed
Health Care. These funds are designated reserves that stay in CalOptima Health’s tier one accounts and
are used to fulfill CalOptima Health’s current reserve policy requirements, which requires that CalOptima
Health have 1.4 to two times its monthly revenue in this account or funding bucket. In looking at the
current balance of $579.9 million, those funds represent about 1.91 times of CalOptima Health’s current
monthly revenue. The second category is capital assets, currently at about $67 million, and is a fixed
asset, representing about 4% of CalOptima Health’s total net worth. The third category is resources
committed by the Board, currently at $466.5 million. Ms. Huang reviewed the various initiatives that are
included in the category, including spent and unspent dollars. The fourth category is unallocated
resources, currently at $463.7 million. Ms. Huang added that as Mr. Hunn mentioned earlier, there are
several actions before the Board today that will reduce the unallocated reserves to approximately $282
million if approved.

Ms. Huang also reviewed a comparison of CalOptima Health’s reserves compared to other California
Medicaid plans, noting that the total number of days in reserves ranges from 7 to 232 days. CalOptima
Health has 155 days in reserves, including fixed assets. She added that staff checked with some of
CalOptima Health’s sister plans to find out what their policy requirements are related to board-designated
reserves. As mentioned earlier, CalOptima Health’s policy requires that it have between 1.4 to 2 months
of revenue, converted to days is about 42 to 60 days, based on the current policy requirements. The sister
plans’ policies ranged from 60 days to 4 months revenue in board-designated reserves. Ms. Huang noted
that all of the California Medicaid plans, including CalOptima Health, had excess reserves over their
policy requirements as of December 31, 2022.

Ms. Huang responded to questions from Board members regarding reserves and provided additional
details.

3. Transplants Update

Richard Lopez, M.D., Medical Director, presented an update on transplant activities at CalOptima Health
after a brief introduction from Mr. Hunn. Dr. Lopez noted that he is a transplant surgeon. He spent the
first two thirds of his career transplanting solid organs, mainly livers with some kidneys, and the last third
operating on advanced cancers of the liver, the bile duct system, and the pancreas. Dr. Lopez added that
when he was recruited to CalOptima Health, he was asked to focus on transplants and advanced cancer
care. To do this, it was important to partner with transplant and cancer centers of excellence. Dr. Lopez
noted that with partnerships, CalOptima Health’s referrals get expedited, treatment is expedited, and
ultimately, care is provided for members in a very prompt and efficient way. Another key component is
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communication between the specialist at the transplant centers and the cancer centers and the community
providers here in Orange County. Dr. Lopez noted that one of the first things he wanted to do is have a
system where CalOptima Health could monitor and track its patients who undergo transplants. He added
that CalOptima Health is in the process of putting that system in place and will report to the Board and the
rest of the community how its transplant patients are doing and statistics going forward. Dr. Lopez
reviewed the transplant centers of excellence that CalOptima Health currently is partnering with and the
centers of excellence that CalOptima Health staff are currently in discussions with for future partnerships
so that its members can receive the best care possible.

PUBLIC COMMENTS
There was one general public comment.
e Dr. Michael Weiss, CHOC Children's — Oral Re: CalOptima Health Policy EE.1106

There were nine public comments regarding Agenda Item 8: Approve New CalOptima Health Policy
GG.1707: Doula Services.

Shamiesha Ebbotemen, HERstory, Inc.

Briantria Smocks, Arri Kenzo Foundation

Arthur Smocks, Arri Kenzo Foundation

Angela Brown, R.N., Hypno-Doula, DoulaLove’s Creation and HERstory, Inc.
Stephanie Arjona, HERstory, Inc.

Hoda Shawky, HERstory, Inc.

Janay Cook, JayCare Doula Services

Jemilla White, HERstory, Inc.

Arissa Palmer

There were four public comments regarding Agenda Item 21: Approve Actions Related to Wellness
Prevention Foundation, dba Wellness & Prevention Center allcove™ South Orange County Mental
Health Youth Center.

e Stephen Schueller, University of California, Irvine

e Cassandra Seidler, allcove™ and Wellness & Prevention Center

e Monika Robles, allcove™ and Wellness & Prevention Center
Suhina Chand, allcove™, Irvine Youth Advisory Group, Beckman High School

There were six public comments regarding Agenda Item 33: Authorize Amendments to the Medi-Cal
Mental Health Non-Applied Behavioral Analysis and Applied Behavioral Analysis Provider Contracts
e Andrew Patterson, Autism Behavior Services

e FEric Linder, Autism Behavior Services
e Briana Jaramillo, Autism Behavior Services
e Rob Haupt, Autism Spectrum Therapies
e Joseph Khang Nguyen, M.S., BCBA, Hearts of ABA
e Junie Lazo-Pearson, Ph.D., BCBA-D, Advanced Behavioral Health
CONSENT CALENDAR
4. Minutes
a. Approve Minutes of the May 4, 2023 Regular Meeting of the CalOptima Health Board of

Directors
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b. Receive and File Minutes of the March 9, 2023 Special Meeting of the CalOptima Health Board of
Directors’ Finance and Audit Committee

5. Authorize and Direct Execution of Amendments to CalOptima Health’s Primary Agreement with
the California Department of Health Care Services Related to Rate Changes

6. Adopt Resolution No. 23-0601-01, Authorizing and Directing Execution of Contract MS-2324-
41 with the California Department of Aging for the Multipurpose Senior Services Program for
Fiscal Year 2023-24

7. Approve New CalOptima Health Policy GG.1667: CalAIM Population Health Management
Program

8. Approve New CalOptima Health Policy GG.1707: Doula Services
This item was pulled from the Consent Calendar for discussion and public comment.

9. Approve New CalOptima Health Policy ITS.1308p: DHCS 834 Eligibility Process

10. Approve Updated CalOptima Health Office of Compliance Policy HH.1107

Supervisor Sarmiento thanked staff for the work being done regarding the fraud, waste, and abuse
investigation and reporting, especially with the findings in the recent California State Audit of CalOptima
Health.

11. Approve Actions Related to an Existing Contract for Zscaler to Include Zero Trust Network
Architecture

12. Authorize Amendment to the Standard Grant Agreement to Reflect Updated Insurance Requirements

13. Authorize Extending Contract with the Infomedia Group Inc. dba Carenet Healthcare Services for one
year

14. Approve Actions Related to State Advocacy Services

15. Adopt the Proposed CalOptima Health Board of Directors Meeting Schedule for Fiscal Year 2023-24

16. Receive and File:

April 2023 Financial Summary

b. Compliance Report

c. Federal and State Legislative Advocates Reports

d. CalOptima Community Outreach and Program Summary

®

Action: On motion of Supervisor Chaffee, seconded and carried, the Board of
Directors approved the Consent Calendar Agenda Items 4 through 16,
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minus Agenda Item 8 as presented. (Motion carried 6-0-1; Director
Garcia Guillén abstained; Directors Mayorga and Shivers absent)

8. Approve New CalOptima Health Policy GG.1707: Doula Services

The Board heard many public comments regarding the importance of doula services and need for these
services in Orange County.

Supervisor Sarmiento thanked the speakers for their comments and asked about next steps with regard to
doula services. Yunkyung Kim, Chief Operating Officer, responded that the action before the Board today
is to approve the new CalOptima Health Policy GG.1707 Doula Services in accordance with regulatory
requirement from the Department of Health Care Services. Ms. Kim added that once the policy is
established for the doula services benefit, CalOptima Health will begin to contract for a network of
providers to provide the services. The rates discussions are included as part of the contracting process and
changes to the template used for contracting will come back to the Board for approval.

Vice Chair Contratto also thanked the speakers for the heartfelt comments and noted that as CalOptima
Health looks at workforce development, it should also be looking at the opportunity to help train more
doulas in its community.

Director Garcia Guillén thanked all the public speakers and noted that this being her first meeting, this
was a really great opportunity to hear the members that are here today and the community and the
members that CalOptima Health impacts.

Action: On motion of Supervisor Chaffee, seconded and carried, the Board of
Directors approved new CalOptima Health Policy GG.1707: Doula
Services in accordance with regulatory requirements (Motion carried 7-
0-0; Directors Mayorga and Shivers absent)

REPORTS/DISCUSSION ITEMS
17. Election of Officers of the Board of Directors for Fiscal Year 2023-24
Vice Chair Contratto made a motion to elect Clayton Corwin to serve as Chair for Fiscal Year 2023-24.

No Action Taken:  On motion of Vice Chair Contratto, the motion was seconded to elect
Clayton Corwin to service as the Chair for Fiscal Year 2023-24 and a
roll call vote was conducted. (Motion failed; 3-2-2; Chair Corwin, Vice
Chair Contratto, and Director Tran voting yes; Supervisor Chaffee and
Supervisor Sarmiento voting no; Director Becerra and Director Garcia
Guillén abstaining; Directors Mayorga and Shivers absent)

After considerable discussion, Supervisor Sarmiento made a motion to defer the election of officers of the
Board for Fiscal Year 2023-24 to the August Board meeting to allow all Board members to be in
attendance.

Action: On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors deferred the election of officers of the Board of Directors for
Fiscal Year 2023-24 to the August Board Meeting. A roll call vote was
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conducted. (Motion carried; 6-1-0; Director Becerra, Supervisor
Chaffee, Vice Chair Contratto, Director Garcia Guillén, Supervisor
Sarmiento, and Director Tran voting yes; Chair Corwin voting no;
Directors Mayorga and Shivers absent)

In consultation with James Novello, Outside General Counsel, Kennaday Leavitt, the Board took the
following action:

Action: On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors approved the continuation of Clayton Corwin and Blair
Contratto serving as Chair and Vice Chair until the August Board
meeting at which the Election of Officers for Fiscal Year 2023-24 will
take place. A roll call vote was conducted. (Motion carried; 7-0-0;
Directors Mayorga and Shivers absent)

18. Approval of the CalOptima Health Fiscal Year 2023-24 Operating Budget and Non-Operating Items
Director Isabel Becerra, who is also the Chair of the Finance and Audit Committee (FAC), provided
opening comments regarding the Fiscal Year (FY) 2023-24 Operating Budget. FAC Chair Becerra
congratulated Ms. Huang and the team for putting together a robust budget that fully took into account all
of the needs of the members as well as those of the agency to ensure the best outcomes for the coming
year. The FAC has thoroughly reviewed every budget detail of the proposed budget and supports the
budget proposal that is before the Board today for approval.

Mr. Hunn thanked Ms. Huang and her entire finance team for the work that went into CalOptima Health’s
very complex budgets. He noted that with a $4 billion dollar budget there are many moving parts, and
when he started at CalOptima Health about 14 months ago it had a budget deficit. Now, CalOptima
Health has balanced budgets, and it is very careful with its overhead/administrative costs, which is
currently about 4.4%. Mr. Hunn also pointed out that in the California State Audit report of CalOptima
Health, from a fiscal management standpoint, there were no recommendations, so CalOptima Health is
fiscally responsible with its dollars in order to provide members with the services they need in order to
live healthy lives.

Ms. Huang reviewed the budget details starting with CalOptima Health’s consolidated projected revenues
for FY 2023-24, which is $4.01 billion. Combining CalOptima Health’s medical and administrative
expenses, which are projected to be $3.99 billion. Ms. Huang added that as Mr. Hunn mentioned,
CalOptima Health is projecting a break-even budget, which puts its operating margin at $17 million. Ms.
Huang reviewed in greater depth the details of the budget, including projected enrollment, revenue,
medical costs, administrative expenses, MLR, and administrative loss ratio. She also reviewed enrollment
projections across all lines of business, and explained the primary drivers for the projections, which
included the effects of Medi-Cal eligibility redetermination activities, the addition of adult expansion
members aged 26 to 49, and the Kaiser membership carved-out to state-wide Medi-Cal direct contract.
Ms. Huang reviewed in detail the provider capitation, claims payments, case management and other
medical costs for FY 2022-23 and FY 2023-24, and the comparison between the two fiscal years. In
addition, Ms. Huang reviewed the costs for salaries, wages & benefits, non-salary expenses: operating,
non-salary expenses: other, and total administrative expenses for FY 2022-23 and FY 2023-24 and the
comparison between the two fiscal years. Ms. Huang also provided and update on the digital
transformation strategy spending and projections for FY 2023-24.
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Ms. Huang responded to Board member questions and provided additional details and clarification.

Action: On motion of Director Becerra, seconded and carried, the Board of
Directors: 1.) Approved the CalOptima Health Fiscal Year 2023-24
Budget, as reflected in Attachment A: Fiscal Year 2023-24 Operating
Budget for All Lines of Business and Non-Operating Items; and 2.)
Authorized the expenditures and appropriated the funds for the items
listed in Attachment B: Administrative Budget Details and Attachment
B1I: Digital Transformation Administrative Budget Details, which shall
be procured in accordance with CalOptima Health Policy GA.5002:
Purchasing. (Motion carried; 7-0-0; Directors Mayorga and Shivers
absent)

19. Approval of the CalOptima Health Fiscal Year 2023-24 Routine Capital and Digital Transformation
Year Two Capital Budgets

Ms. Huang introduced this item and reviewed the details of the FY 2023-24 routine capital and digital
transformation year two capital budgets. For the routine capital budget, CalOptima Health is projecting
$14.7 million, which includes information technology services (ITS), building improvements at the 500
building and the 505 building, as well as improvement at the PACE building. For the digital
transformation strategy year two, CalOptima Health is projecting $21 million in spending for FY 2023-
24. Ms. Huang responded to Board member questions by providing additional details and clarification as
needed in addition to the in-depth information provided in the Board meeting materials.

Action: On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors: 1.) Approved the CalOptima Health Fiscal Year 2023-24
Routine Capital and Digital Transformation Year Two Capital Budgets;
and 2.) Authorized the expenditures and appropriated the funds for the
following items, which shall be procured in accordance with CalOptima
Health Board-approved policies: a.) Attachment A: Fiscal Year 2023-24
Routine Capital Budget by Project; and b.) Attachment Al: Fiscal Year
2023-24 Digital Transformation Year Two Capital Budget by Project.
(Motion carried; 6-0-0; Supervisor Chaffee and Directors Mayorga and
Shivers absent)

20. Approve Actions Related to the Housing and Homelessness Incentive Program
Ms. Kim introduced the item and responded to Board member questions and provided additional details
and best practices and lessons learned from the first round of Housing and Homelessness Incentive

Program funding.

Action: On motion of Vice Chair Contratto, seconded and carried, the Board of
Directors: 1.) Approved the new Housing and Homelessness Incentive
Program (HHIP) priority area, Innovation and Implementation of
Strategic Interventions, including system change projects; 2.) Authorized
CalOptima Health staff to develop scopes of work to be used in requests
for proposals, notices of funding opportunities, or direct contracts for
defined programs that fall under one of the following initiatives within
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the priority areas: a.) Capital Projects; b.) Equity Grants Programs
Serving Underrepresented Populations; or c.) System Change projects,
including Nonprofit Healthcare Academy; 3.) Approved allocation of up
to $22.3 million in HHIP funds earned through the Submission 1 report
from the California Department of Health Care Services (DHCS)
pursuant to Exhibit 1: HHIP Allocation and Awards; 4.) Allocated up to
$22.3 million from existing reserves to match the DHCS funds and
provide additional support for HHIP priorities pursuant to Exhibit 1:
HHIP Allocation and Awards; and 5.) Made a finding that such
expenditures are for a public purpose and in furtherance of CalOptima
Health’s mission and purpose. (Motion carried 7-0-0; Directors
Mayorga and Shivers absent)

21. Approve Actions Related to Wellness Prevention Foundation, dba Wellness & Prevention Center
allcove™ South Orange County Mental Health Youth Center
The Board heard several comments from members of the public on this item.

Ms. Kim introduced the item and noted that CalOptima Health’s partners spoke most eloquently about
the need and the background of the proposal. She noted that CalOptima Health is asking the Board to
support the center with a grant of $2.47 million over four years. Ms. Kim noted that this is additional
funding to the $2 million grant that the partners already received from the state that is intended to create
a sustainable allcove model that CalOptima Health hopes will be replicable in other parts of Orange
County.

Directors Becerra and Garcia Guillén expressed that they would like to see this type of program in other
cities in Orange County and not just focused on South County.

Action: On motion of Vice Chair Contratto, seconded and carried, the Board of
Directors: 1.) Authorized CalOptima Health’s Chief Executive Officer to
develop and execute a grant agreement for a four-year term with the
Wellness & Prevention Foundation, dba Wellness & Prevention Center
(WPC), no earlier than July 1, 2023, to support the allcove™ South
Orange County mental health youth center; 2.) Authorized unbudgeted
expenditures in an amount up to $2.7 million from existing reserves to
Jfund the grant agreement with WPC; and 3.) Made a finding that such
expenditures are for a public purpose and in furtherance of CalOptima
Health’s mission and purpose. (Motion carried 7-0-0; Directors Mayorga
and Shivers absent)

22. Authorize Creation of a CalOptima Health Provider Workforce Development Reserve Fund

Mr. Hunn introduced the item, noting that this action is meant to start addressing the workforce shortages
in healthcare all across the county. Recently, the California Hospital Association was in Sacramento
providing information to the Senate Committee particularly on the ability to have nurses and caregivers
tending to patients. Mr. Hunn thanked Supervisors Sarmiento and Chaffee for their support in the various
workforce development initiatives.
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Supervisor Chaffee added that it was a pleasure to help create the Social Worker Program and especially
how receptive CalOptima Health has been with regard to helping give students assistance and
encouraging their education in social work.

Supervisor Sarmiento noted that it will be helpful for CalOptima Health to work with the county to ensure
it is working together and to avoid duplicative efforts.

Action: On motion of Supervisor Chaffee, seconded and carried, the Board of
Directors: 1.) Created a restricted CalOptima Health Provider Workforce
Development Fund in the amount of $50 million from existing reserves to
support the education, training, recruitment, and retention of safety net
providers in Orange County; 2.) Directed the Chief Executive Officer to
create a 5-year Provider Workforce Development Plan for the local safety
net provider community; and 3.) Made a finding that such expenditures
are for a public purpose and in furtherance of CalOptima Health’s
mission and purpose. (Motion carried 7-0-0; Directors Mayorga and
Shivers absent)

Chair Corwin noted for the record that Agenda Items 23 to 30 all deal with the same topic, which is
authorization of temporary short-term supplemental payments to CalOptima Health providers. He noted
that there are 8 different items due to the need to group different providers for purposes of dealing with
Board member recusals and abstentions. Chair Corwin added that because of this the Board and public
will hear the same or similar verbiage on the next 8 agenda items.

23. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Certain Health
Networks to Support Expenses for Services Provided to Members during the Transition out of the Public
Health Emergency

Supervisor Sarmiento did not participate in this item due to campaign contributions under the Levine Act.

Ms. Kim introduced the item, noting that CalOptima Health anticipates that 200,000 may lose medical
coverage in the next year due to redetermination also known as renewal. In addition, this will also affect
CalOptima Health’s providers as they see patients lose eligibility coming out of the public health
emergency. In recognition of these challenges that CalOptima Health’s providers will face, staff is
recommending a temporary rate increase of 7.5% to all providers in the network. Ms. Kim noted that the
total allocation across all of the 8 actions is approximately $107 million and will be funded from
CalOptima Health’s reserves.

Action: On motion of Vice Chair Contratto, seconded and carried, the Board of
Directors: 1.) Authorized the Chief Executive Officer to implement temporary,
short-term supplemental Medi-Cal rate increases of up to 7.5% for certain
Medi-Cal health networks for the period of July 1, 2023, through August 31,
2024; 2.) Authorized the Chief Executive Officer to execute contract
amendments and approve policies and procedures to implement these
temporary, short-term public health emergency transition supplemental Medi-
Cal rate increases; and 3.) Authorized unbudgeted expenditures from existing
reserves in an amount up to 334.0 million to support the public health
emergency transition supplemental payment program. (Motion carried 6-0-0;
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Supervisor Sarmiento recused; Directors Mayorga and Shivers absent)

Chair Corwin noted for the record that he will be recusing himself on Agenda Item 24 due to his
affiliation with Pomona Valley Hospital and will pass the gavel to Vice Chair Contratto.

The Clerk noted for the record that for Agenda Items 24 through 30, only the portions that change in each
recommended action will be read into the record, and the full recommended actions for each Agenda Item
will be reflected in the meeting minutes.

24. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted
Hospitals Except Fountain Valley Regional Hospital & Medical Center, Los Alamitos Medical Center and
Placentia Linda Hospital, to Support Expenses for Services Provided to Members During the Transition
out of the Public Health Emergency

Chair Corwin did not participate in this item due to his affiliation with Pomona Valley Hospital.

Action: On motion of Supervisor Chaffee, seconded and carried, the Board of
Directors: 1.) Authorized the Chief Executive Officer to implement
temporary, short-term supplemental Medi-Cal rate increases of up to
7.5% for contracted fee-for-service hospitals except for Fountain Valley
Regional Hospital & Medical Center, Los Alamitos Medical Center, and
Placentia Linda Hospital, for the period of July 1, 2023, through August
31, 2024; 2.) Authorized the Chief Executive Officer to execute contract
amendments and approve policies and procedures to implement these
temporary, short-term public health emergency transition supplemental
Medi-Cal rate increases; and 3.) Authorized unbudgeted expenditures
from existing reserves in an amount up to $38.7 million to support the
public health emergency transition supplemental payment program.
(Motion carried 6-0-0; Chair Corwin recused; Directors Mayorga and
Shivers absent)

Vice Chair Contratto passed the gavel back to Chair Corwin.

25. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Fee-for-Service
Hospitals Fountain Valley Regional Hospital & Medical Center, Los Alamitos Medical Center and
Placentia Linda Hospital, to Support Expenses for Services Provided to Members during the Transition
out of the Public Health Emergency

Supervisor Sarmiento did not participate in this item due to campaign contributions under the Levine Act.

Action: On motion of Chair Corwin, seconded and carried, the Board of
Directors: 1.) Authorized the Chief Executive Officer to implement
temporary, short-term supplemental Medi-Cal rate increases of up to
7.5% for fee-for-service hospitals Fountain Valley Regional Hospital &
Medical Center, Los Alamitos Medical Center, and Placentia Linda
Hospital, for the period of July 1, 2023, through August 31, 2024; 2.)
Authorized the Chief Executive Officer to execute contract amendments
and approve policies and procedures to implement these temporary, short-
term public health emergency transition supplemental Medi-Cal rate
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increases; and 3.) Authorized unbudgeted expenditures from existing
reserves in an amount up to $4.4 million to support the public health
transition emergency supplemental payment program. (Motion carried 6-
0-0; Supervisor Sarmiento recused; Directors Mayorga and Shivers
absent)

26. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted
Community Clinics AltaMed Health Services Corporation, to Support Expenses for Services Provided to
Members during the Transition out of the Public Health Emergency

Director Becerra did not participate in this item due to her role as Chief Executive Officer of the Coalition
of Orange County Community Health Centers. Supervisor Sarmiento did not participate in this item due
to campaign contributions under the Levine Act.

Action: On motion of Supervisor Chaffee, seconded and carried, the Board of
Directors: 1.) Authorized the Chief Executive Officer to implement a
temporary, short-term supplemental Medi-Cal rate increase of up to 7.5%
for contracted Community Clinic AltaMed Health Services Corporation,
for the period of July 1, 2023, through August 31, 2024; 2.) Authorized
the Chief Executive Officer to execute contract amendments and approve
policies and procedures to implement this temporary, short-term public
health emergency transition supplemental Medi-Cal rate increase; and 3.)
Authorized unbudgeted expenditures from existing reserves in an amount
up to $0.16 million to support the public health transition emergency
supplemental payment program. (Motion carried 5-0-0; Director Becerra
and Supervisor Sarmiento recused; Directors Mayorga and Shivers
absent)

27. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted
Community Clinics, except AltaMed Health Services Corporation, to Support Expenses for Services
Provided to Members during the Transition out of the Public Health Emergency

Director Becerra did not participate in this item due to her role as Chief Executive Officer of the Coalition
of Orange County Community Health Centers.

Action: On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors: 1.) Authorized the Chief Executive Officer to implement a
temporary, short-term supplemental Medi-Cal rate increase of up to 7.5%
for contracted Community Clinics, except AltaMed Health Services
Corporation, for the period of July 1, 2023, through August 31, 2024; 2.)
Authorized the Chief Executive Officer to execute contract amendments
and approve policies and procedures to implement this temporary, short-
term public health emergency transition supplemental Medi-Cal rate
increase; and 3.) Authorized unbudgeted expenditures from existing
reserves in an amount up to $0.95 million to support the public health
emergency transition supplemental payment program. (Motion carried 6-
0-0; Director Becerra recused; Directors Mayorga and Shivers absent)
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28. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted Fee-
for-Service Physicians to Support Expenses for Services Provided to Members during the Transition out
of the Public Health Emergency

This item was continued due to lack of a quorum.

29. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted
Behavioral Health Providers to Support Expenses for Services Provided to Members during the Transition
out of the Public Health Emergency

Supervisor Sarmiento did not participate in this item due to campaign contributions under the Levine Act.

Action: On motion of Supervisor Chaffee, seconded and carried, the Board of
Directors: 1.) Authorized the Chief Executive Officer to implement
temporary, short-term supplemental Medi-Cal rate increases of up to
7.5% for Contracted Behavioral Health Providers for the period of July 1,
2023, through August 31, 2024; 2.) Authorized the Chief Executive
Officer to execute contract amendments and approve policies and
procedures to implement these temporary, short-term public health
emergency transition supplemental Medi-Cal rate increases; and 3.)
Authorized unbudgeted expenditures from existing reserves in an amount
up to $6.0 million to support the public health emergency transition
supplemental payment program. (Motion carried 6-0-0; Supervisor
Sarmiento recused; Directors Mayorga and Shivers absent)

30. Authorize a Temporary, Short-Term Supplemental Medi-Cal Payment Increase for Contracted
Ancillary Providers to Support Expenses for Services Provided to Members during the Transition out of
the Public Health Emergency

Supervisor Sarmiento did not participate in this item due to campaign contributions under the Levine Act.

Action: On motion of Supervisor Chaffee, seconded and carried, the Board of
Directors: 1.) Authorized the Chief Executive Olfficer to implement
temporary, short-term supplemental Medi-Cal rate increases of up to
7.5% for contracted Ancillary Providers for the period of July 1, 2023,
through August 31, 2024, 2.) Authorized the Chief Executive Officer to
execute contract amendments and approve policies and procedures to
implement these temporary, short-term public health emergency
transition supplemental Medi-Cal rate increases; and 3.) Authorized
unbudgeted expenditures from existing reserves in an amount up to $13.1
million to support the public health emergency transition supplemental
payment program. (Motion carried 6-0-0; Supervisor Sarmiento recused;
Directors Mayorga and Shivers absent)

31. Authorize Amendments to the CalOptima Health Medi-Cal Health Network Services Contracts,
Effective July 1, 2023
Supervisor Sarmiento did not participate in this item due to campaign contributions under the Levine Act.

Action: On motion of Chair Corwin, seconded and carried, the Board of
Directors: 1.) Authorized amendments to the CalOptima Health Medi-Cal
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Health Network Contracts, except Kaiser Foundation Health Plan,
effective July 1, 2023, to reflect: a.) Capitation base rate changes,
including changes to Whole Child Model, maternity supplemental kick,
and reinsurance provisions, as recommended by the recent Milliman
rebasing analysis; b.) Updated rates for Enhanced Care Management
services; and 2.) Authorized amendments to all CalOptima Health Medi-
Cal Health Network Contracts to modify contract terms to align with
program changes, including removal of provisions for funding for Health
Homes Program and Whole Child Model Program start-up. (Motion
carried 6-0-0; Supervisor Sarmiento recused; Directors Mayorga and
Shivers absent)

32. Authorize Amendments to the CalOptima Health Ancillary Contracts with Community Supports

Providers to Incorporate Enhanced Care Management Program Services in Accordance with Department

of Health Care Services Requirements, Effective July 1, 2023

Director Becerra did not participate in this item due to her role as Chief Executive Officer of the Coalition
of Orange County Community Health Centers.

Action:

On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors: Authorized staff to amend the CalOptima Health Ancillary
Services Contracts with Community Supports providers as follows: 1.)
Incorporate Enhanced Care Management (ECM) program services and
modifications that align with updates in the Department of Health Care
Services (DHCS) ECM Policy Guide, effective July 1, 2023; and 2.)
Implement new ECM provider case rates. (Motion carried 6-0-0; Director
Becerra recused; Directors Mayorga and Shivers absent)

33. Approve Amendments to the Medi-Cal Mental Health Non-Applied Behavioral Analysis and Applied

Behavioral Analysis Provider Contracts

The Board heard several comments from members of the public, after which they took the following

action:
Action:

On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors: 1.) Authorized amendments to the Medi-Cal Professional
Services Contract for Mental Health Non-Applied Behavioral Analysis
services to reflect reimbursement rate increases effective July 1, 2023;
and 2.) Authorized amendments to the Medi-Cal Professional Services
Contract for Applied Behavioral Analysis services to reflect
reimbursement rate increases effective July 1, 2023. (Motion carried 7-0-
0; Directors Mayorga and Shivers absent)

34. Approve Rate Increase for Contracted Medi-Cal Community-Based Adult Services Providers and

Authorize Prospective Contract Amendments to Update Payment Rates

Action:
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providers, effective July 1, 2023, to update payment rates for covered
services. (Motion carried 7-0-0; Directors Mayorga and Shivers absent)

35. Authorize Assignment of the Restated Medi-Cal and Medicare Health Network Contracts with ARTA
Western California Inc. dba Optum and Talbert Medical Group P.C. dba Optum to Monarch Health Plan,
Inc.

Action: On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors: Authorized assignment of ARTA Western California Inc. dba
Optum (ARTA) and Talbert Medical Group P.C. dba Optum (Talbert)
Medi-Cal health networks to Monarch Health Plan, Inc. (Monarch), and
corresponding contract model changes, effective January 1, 2024, by way
of the following actions: 1.) Authorized the Chief Executive Officer
(CEO) to assign the ARTA and Talbert Shared Risk Group (SRG)
contracts to Monarch via the “Consent to Assignment Agreement”, which
transfers enrollment and converts these entities from shared risk group
(SRG) to a health maintenance organization (HMO), effective January 1,
2024; 2.) Authorized the CEO to enter into an amended and restated
HMO Medi-Cal contract with Monarch on behalf of itself and ARTA and
Talbert, effective January 1, 2024; and 3.) Authorized the CEO to enter
into a restated HMO Medicare Advantage (OneCare) contract with
Monarch, on behalf of itself and ARTA and Talbert, effective January 1,
2024. (Motion carried 7-0-0; Directors Mayorga and Shivers absent)

CLOSED SESSION

CS-1. CONFERENCE WITH REAL PROPERTY NEGOTIATORS Pursuant to Government Code
Section 54956.8, Under Negotiation: Price and terms of payments, Property: 7900 Garden Grove
Avenue, Garden Grove, CA 92841, Agency Negotiators: David Kluth, and Mai Hu, Newmark Knight
Frank, Negotiating Parties: Lvt, Inc.

This item was continued due to lack of a quorum.

BOARD MEMBER COMMENTS AND BOARD COMMITTEE REPORTS

Vice Chair Contratto thanked staff for the work that went into the Board packet and the incredible
investment that CalOptima Health is making for its members. She added that she was deeply appreciative
of everything the Board reviewed today and thanked Mr. Hunn for his leadership.

ADJOURNMENT
Hearing no further business, Chair Corwin adjourned the meeting at 6:05 p.m.

/s/ Sharon Dwiers
Sharon Dwiers
Clerk of the Board

Approved: August 3, 2023
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OF THE
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June 29, 2023

A Special Meeting of the CalOptima Health Board of Directors (Board) was held on June 29, 2023, at
CalOptima Health, 505 City Parkway West, Orange, California. The meeting was held in person and via
Zoom webinar as allowed for under Assembly Bill (AB) 2449, which took effect after Governor
Newsom ended the COVID-19 state of emergency on February 28, 2023. Chair Corwin called the
meeting to order at 2:09 p.m., and Director Trieu Tran led the Board in the Pledge of Allegiance.

ROLL CALL
Members Present: Clayton Corwin, Chair; Blair Contratto, Vice Chair; Isabel Becerra; Jose Mayorga,
M.D.; Supervisor Vicente Sarmiento; Nancy Shivers, R.N.; Trieu Tran, M.D.

(All Board Members in attendance participated in person except Director
Mayorga, who participated remotely under Just Cause as permitted by AB 2449)

Members Absent: Supervisor Doug Chaffee; Norma Garcia Guillén; Melinda Winterswyk

Others Present: Michael Hunn, Chief Executive Officer; Yunkyung Kim, Chief Operating Officer;
James Novello, Outside General Counsel, Kennaday Leavitt; Nancy Huang, Chief
Financial Officer; Richard Pitts, D.O., Ph.D., Chief Medical Officer; Sharon
Dwiers, Clerk of the Board

PRESENTATIONS/INTRODUCTIONS
None.

MANAGEMENT REPORTS

1. California State Audit Update

John Tanner, Chief Compliance Officer, provided an update on CalOptima Health’s California State
Audit (CSA), noting that its 60-day update is tomorrow, June 30, 2023. CalOptima Health staft will
submit status updates on various findings as a result of the CSA through the California State Auditor’s
portal. Mr. Tanner noted that there are seven recommendations for which CalOptima Health will provide
responses, four responses are either complete or on track for timely completion, two are in progress
pertaining to reserves and will be discussed in greater detail at a future Board meeting, and one is
regarding the Bylaws.

Mr. Tanner responded to Board member questions and provided additional detail and clarification.

PUBLIC COMMENTS
There were no requests for public comment.

REPORTS/DISCUSSION ITEMS
2. Ratify Amendment to Contract with Newmark Knight Frank
Nancy Huang, Chief Financial Officer, introduced the item.
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Action: On motion of Vice Chair Contratto, seconded and carried, the Board of
Directors: 1.) Ratified the amendment to contract with Newmark Knight
Frank for real estate services to expand the scope of work; and 2.)
Authorized unbudgeted expenditures in an amount not to exceed $35,000
from existing reserves for additional real estate-related services. (Motion
carried; 7-0-0; Supervisor Chaffee and Director Garcia Guillén absent)

3. Approve Actions Related to the Garden Grove Street Medicine Support Center

Kelly Bruno-Nelson, Executive Director, Medi-Cal/CalAIM, introduced the item, noting that CalOptima
Health is working in partnership with the City of Garden Grove to expand its Street Medicine Program.
The proposed Street Medicine Support Center is a hotel that has 52 beds and 52 rooms, and it will be an
extension of the Street Medicine Program. Members enrolled in the Street Medicine Program will be able
to go there while enrolled and stabilized for roughly about 90 days and then move on to the next step and
housing. Ms. Bruno-Nelson noted that if all goes well, escrow will close at the end of September and the
property would undergo renovation, which would probably take about a year. She added that CalOptima
Health is very excited about its partnership with the City of Garden Grove and the memorandum of
understanding is a reflection of that partnership.

Ms. Bruno-Nelson responded to Board member questions, including whether walk-ins would be taken at
the proposed Street Medicine Support Center and also regarding the non-refundable $150,000 deposit
request. After considerable discussion, the Board took the following action:

Action: On motion of Supervisor Sarmiento, seconded and carried, the Board of
Directors: 1.) Approved a Memorandum of Understanding (MOU)
between the City of Garden Grove (City) and CalOptima Health
pertaining to the establishment of a Street Medicine Support Center at
7900 Garden Grove Boulevard; and 2.) Authorized the release of the
$150,000 deposit on July 25, 2023, to LV'T Inc., as stated in the Purchase
and Sale Agreement to enter into the escrow period for Street Medicine
Support Center at 7900 Garden Grove Boulevard. (Motion carried 7-0-0;
Supervisor Chaffee and Director Garcia Guillén absent)

BOARD MEMBER COMMENTS AND BOARD COMMITTEE REPORTS
There were no Board members comments.

ADJOURNMENT
Hearing no further business, Chair Corwin adjourned the meeting at 2:38 p.m.

/s/  Sharon Dwiers
Sharon Dwiers
Clerk of the Board

Approved:  August 3, 2023
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SPECIAL MEETING
OF THE
CALOPTIMA BOARD OF DIRECTORS’
QUALITY ASSURANCE COMMITTEE

CALOPTIMA
505 CitY PARKWAY WEST
ORANGE, CALIFORNIA

March 15, 2023

A Special Meeting of the CalOptima Health Board of Directors’ Quality Assurance Committee was
held on March 15, 2023, at CalOptima Health, 505 City Parkway West, Orange, California. The
meeting was held in person and via Zoom webinar as allowed for under Assembly Bill (AB) 2449,
which took effect after Governor Newsom ended the COVID-19 state of emergency on February 28,
2023.

Chair Trieu Tran, called the meeting to order at 3:00 p.m., and Director Mayorga led the Pledge of
Allegiance.

CALL TO ORDER

Members Present:  Trieu Tran, M.D., Chair; Jos¢ Mayorga, M.D.; Nancy Shivers, R.N.
(All Committee Members participated in person, except Director Shivers, who
participated remotely under “Just Cause” using her first of two uses for the
Quality Assurance Committee)

Members Absent: None

Others Present: Michael Hunn, Chief Executive Officer; Yunkyung Kim, Chief Operating
Officer; Richard Pitts, M.D., Chief Medical Officer; Troy R. Szabo, Outside
General Counsel, Kennaday Leavitt; Linda Lee, Executive Director; Quality
Improvement; Donna Frisch, M.D., Medical Director, PACE; Monica Macias,
Director, PACE; Sharon Dwiers, Clerk of the Board

Chair Tran reordered the agenda to hear Management Reports ahead of the Information Items.

PUBLIC COMMENTS
There were no requests for public comment.

CONSENT CALENDAR
2. Approve the Minutes of the December 14, 2022. Regular Meeting of the CalOptima Board of
Directors’ Quality Assurance Committee

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

3. Receive and File 2022 CalOptima Health Program of All-Inclusive Care for the Elderly Quality
Improvement Plan Evaluation and Recommend Board of Directors Approval of the 2023 Program of
All-Inclusive Care for the Elderly Quality Improvement Plan

Donna Frisch, M.D., Medical Director, PACE Program, introduced the item, starting with major
accomplishments from the 2022 PACE Quality Improvement Plan Evaluation. Some of the
accomplishments included: swift response to updates regarding the COVID-19 pandemic; continued
use of telehealth modalities; 95% of eligible PACE participants received at least one COVID-19
booster vaccine; 93% of participants received their annual influenza vaccine; 88% of participants
received their Pneumococcal vaccine series; and 100% of participants had their medications
reconciled within 15 days of hospital discharge.

Areas for improvement include transportation and medical care. Dr. Frisch noted there was a lot of
turn-over of providers in medical care and transportation continues to be a challenge.

Dr. Frisch reviewed the proposed 2023 PACE Quality Improvement Plan, which included the
following: reducing repeat falls and fall prevention, increasing the number of PACE participants that
have completed an advanced health care directive with a goal of over 50%; increasing participant
satisfaction with contracted dental services with a goal of less than one dental-related grievance per
quarter; and increasing participant satisfaction with transportation services with a goal of less than
three transportation-related grievances per quarter.

Action: On motion of Director Mayorga, seconded and carried, the Committee
recommended that the Board of Directors: Receive and file the 2022
CalOptima Health Program of All-Inclusive Care for the Elderly (PACE)
Quality Improvement (QI) Plan Evaluation, and Approve the 2023 PACE QI
Plan. (Motion carried 3-0-0)

4. Receive and File 2022 CalOptima Health Quality Improvement Program Evaluation and
Recommend Board of Directors Approval of the 2023 CalOptima Health Quality

Improvement Program and Work Plan

Linda Lee, Executive Director, Quality Improvement, introduced the item, starting with achievements
in 2022. Some of the achievements/public recognition included: in September 2022 received 4 out of
5 in the National Committee for Quality Assurance (NCQA’s) Medicaid Health Plan rating, and in
October 2022 Chief Executive Officer Michael Hunn and Chief Medical Officer Richard Pitts, D.O.,
Ph.D., were recognized as 2022 Orange County Visionaries in a special publication of the LA Times
OC. Some of CalOptima Health’s accomplishments in 2022 include: establishing a health equity
workgroup, which collected stakeholder feedback to determine what framework components should
be included and what should be focused on. Ms. Lee noted that one of the first areas CalOptima
Health focused on was cross functional training for internal and external stakeholders for social
determinants of health data collection. Another goal was achievement of a high star rating for
Medicaid. CalOptima Health also implemented two CalAIM programs, Enhanced Care Management
and Community Supports, and initiated a Homeless Health program. Ms. Lee noted that CalOptima
Health met 13 of the 15 Medi-Cal Accountability Set measures that the Department of Health Care
Services (DHCS) measures on an annual basis.
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Ms. Lee also reviewed opportunities for improvement, which included falling below the minimum
performance level of the 50™ percentile for two measures, well-child visits from birth to 15 months
and well-child visits from 15 to 30 months. She noted that CalOptima Health has implemented
corrective action and is actively working on improving these measures. Ms. Lee also noted that low
member satisfaction is the main driver of low performance indicated by CalOptima’s OneCare stars
rating. She noted that the areas identified as opportunities for improvement will be the focus of the
2023 Quality Improvement Work Plan. Ms. Lee added that CalOptima Health did not meet the goal
of 80% in members to providers ratio and members getting appointments within established
timeframes, so this is another focus area for 2023.

Ms. Lee reviewed the proposed 2023 Quality Improvement Work Plan, noting that it has been
reorganized into four main categories: quality of care, safety, member experience, and quality of
service. She added that CalOptima Health has established three overarching goals for 2023: to
implement a comprehensive health equity framework; to improve quality of care and member
experience to obtain NCQA 5-star rating and 4 stars for Medicare; and to implement pay for value
programs that touch all CalOptima Health’s provider partners.

Action: On motion of Director Tran, seconded and carried, the Committee
recommended that the Board of Directors: Receive and File the 2022
CalOptima Health Quality Improvement Program Evaluation, and
Recommended Board of Directors Approval of the 2023 CalOptima
Health Quality Improvement Program and Work Plan. (Motion
carried 3-0-0)

5. Recommend Board of Directors Approval of Revision to the Measurement Set for the CalOptima
Health’s Measurement Year 2023 Medi-Cal Quality Pay for Value Program

Ms. Lee introduced the item, noting that this is a change from what was recommended at the
December 2022 Board meeting. She added that since December 2022, DHCS has revised the
proposed accountability set that it is holding health plans accountable to, which is what CalOptima
Health’s pay for value program is based on. Ms. Lee clarified that this item is being brought before
the Committee so that CalOptima Health is in alignment with DHCS’s measurement set.

Director Mayorga asked if certain measures are weighed more heavily. Yunkyung Kim, Chief
Operating Officer, responded that yes there is a weighting, but it is not based on CalOptima Health’s
performance. It is based on the type of metric.

Action: On motion of Director Shivers, seconded and carried, the Committee
recommended that the Board of Directors: Recommend Board of Directors
Approval of Modification of the Measurement Set for the 2023 Health
Network Medi-Cal Pay for Value Performance Program for the
Measurement Period Effective January 1, 2023, through December 31, 2023.
(Motion carried 3-0-0)

6. Recommend Board of Directors Approval of New CalOptima Health Policy GG.1132: Medi-Cal
Annual Wellness Visit Program

Ms. Lee introduced the item, noting that this is a new policy that CalOptima Health is implementing
to ensure that Medi-Cal members ages 45 and older receive a comprehensive annual wellness visit
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from their primary care physician and the program is inclusive of incentives to both members and
providers. Members can receive $50 gift card for completion and providers receive $125 for
providing the annual wellness visit and can receive an additional $100 if they fully document all of
the components of a well care visit.

Director Mayorga did not participate in this item due to his role as Executive Director at UC Irvine
Health.

Action: On motion of Director Shivers, seconded and carried, the Committee
recommended that the Board of Directors: Recommend Board of Directors
Approval of new CalOptima Health Policy GG.1132: Medi-Cal Annual
Wellness Visit Program. (Motion carried 2-0-0; Director Mayorga recused)

MANAGEMENT REPORTS

1. Chief Medical Officer Report

Richard Pitts, D.O., Ph.D., Chief Medical Officer, reviewed his Chief Medical Officer Report with
the Committee. Regarding Ms. Lee’s comment and his name being mentioned as an OC visionary,
Dr. Pitts noted that he would say that the recognition includes all of the staff. Nothing gets done
without CalOptima Health staff.

Dr. Pitts noted that his report is in the Quality Assurance Committee meeting materials, but he
wanted to highlight the five-year comprehensive community cancer screening program. He noted
that it is a very important initiative and will help all of the other efforts by the American Cancer
Society, University of California, Irvine, and others to raise awareness and reduce late stage cancers
and save lives.

INFORMATION ITEMS

7. Update on Assessment of Quality

Ms. Lee introduced the item, noting that this assessment of quality reflects her findings over the last
few months of being the new Executive Director of Quality Improvement. She added that she
launched a comprehensive review of CalOptima Health’s quality infrastructure policies, processes,
and programs and looked at current strengths, risks, and opportunities for improvement. Ms. Lee
noted an area of strength that she identified is Healthcare Effectiveness Data and Information Set
(HEDIS) report and audit processes. This process is very mature. Ms. Lee noted that CalOptima
Health went through its HEDIS audit this week and finished in record time because the auditors had
very little to ask and CalOptima Health was fully compliant with requirements.

Ms. Lee reviewed some areas of risk, which included decreased performance for OneCare star
ratings. CalOptima Health’s rating is trending down and is projected to continue to trend down. Last
year CalOptima Health was at 4 stars, this year it is at 3 stars, and next year it is projected to be at 2.5
stars. As previously reported, CalOptima Health is below the state’s minimum performance level for
well care visits, which is a requirement by DHCS. CalOptima Health is also at risk in the area of
access and availability. Ms. Lee reviewed several additional areas for improvement and noted that
staff has put into place focused initiatives to improve upon risk areas and will be monitoring all areas
closely and will report back regularly to this Committee and the full Board on the status of these
interventions.
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8. Program of All-Inclusive Care for the Elderly Member Advisory Committee Update
Ms. Macias provided an update on the recent activities of the PACE Member Advisory Committee.

The following items were accepted as presented.

9. Quarterly Reports to the Quality Assurance Committee
a. Quality Improvement Committee Report
b. Program of All-Inclusive Care for the Elderly Report
¢. Member Trend Report

COMMITTEE MEMBER COMMENTS
The Committee members thanked staff for the work that went into preparing for the meeting. Chair
Tran thanked Marsha Choo and Monica Macias for their reports.

ADJOURNMENT
Hearing no further business, Chair Tran adjourned the meeting at 4:15 p.m.

/s/ Sharon Dwiers
Sharon Dwiers
Clerk of the Board

Approved: June 14, 2023
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CALOPTIMA HEALTH BOARD ACTION AGENDA REFERRAL

Action To Be Taken August 3, 2023
Regular Meeting of the CalOptima Health Board of Directors

Consent Calendar
3. Approve New CalOptima Health Policy GG.1661: External Quality Review Requirements

Contacts
Yunkyung Kim, Chief Operating Officer, (714) 923-8834
Linda Lee, Executive Director, Quality Improvement, (657) 900-1069

Recommended Action
Approve new CalOptima Health Policy GG.1661: External Quality Review Requirements, in
accordance with regulatory requirements.

Background/Discussion

CalOptima regularly reviews its policies and procedures to ensure they are up-to-date and aligned with
federal and state health care program requirements, contractual obligations, and laws as well as
CalOptima operations.

Policy GG.1661: External Quality Review (EQR) Requirements defines the guidelines for CalOptima
Health’s EQR requirements, as designated by the Department of Health Care Services (DHCS), in
accordance with Title 42, Code of Federal Regulations, Section 438.310, et seq., DHCS All Plan Letter
19-017: Quality and Performance Improvement Requirements, and the Centers for Medicare and
Medicaid Services EQR protocols.

Fiscal Impact
The recommended action is operational in nature and has no additional fiscal impact beyond what was

incorporated in the Fiscal Year 2023-24 Operating Budget.

Rationale for Recommendation

To ensure CalOptima Health’s continuing commitment to conducting its operations in compliance with
all applicable state and federal laws and regulations, CalOptima Health staff recommends that the Board
of Directors approve and adopt the presented policy and procedure.

Concurrence
Troy R. Szabo, Outside General Counsel, Kennaday Leavitt

Attachments
I. CalOptima Health Policy GG.1661: External Quality Review Requirements

/s/ Michael Hunn 07/27/2023
Authorized Signature Date
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ﬂ Policy: GG.1661p
Caloptlma Health Title: External Quality Review (EQR)
L Requirements
Department: Medical Management
Section: Quality Analytics

CEO Approval: /s/

Effective Date: TBD
Revised Date: Not Applicable

Applicable to: Medi-Cal
] OneCare
0 PACE
L] Administrative

1 1. PURPOSE
2
3 This policy defines the guidelines for CalOptima Health’s External"Quality Review (EQR)
4 requirements, as designated by the Department of Health Care Services (DHCS), in accordance with
5 Title 42, Code of Federal Regulations (CFR), Section438.310, et seq., DHCS All Plan Letter (APL)
6 19-017: Quality and Performance Improvement Reguirements, and the Centers for Medicare and
7 Medicaid Services (CMS) External Quality Review, (EQR) protocols.
8
9 Il POLICY
10
11 A. CalOptima Health shall participate in EQR activities at least annually or more frequently as directed
12 by DHCS and the External Qualjty,Review Organization (EQRO).
13
14 B. EQR requirements include:
15
16 1. Quality and Health\Equity Performance Measures;
17
18 2. Performance Improvement Projects (PIP);
19
20 3. ConsumernfSatisfaction Survey;
21
22 4. Network Adequacy Validation;
23
24 5% Encounter Data Validation;
25
26 6. Focused Studies; and
27
28 7. Technical Assistance.
29
30 1L PROCEDURE
31
32 A. Quality Performance Measures
33
Page 1 of 5
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1. Onan annual basis, CalOptima Health shall track and report on a set of quality performance
measures and Health Equity measures identified by DHCS, in accordance with all of the
following requirements:

a. CalOptima Health shall work with the EQRO to conduct an onsite assessment of the
Quiality Measure Compliance Audit and DHCS-required quality performance measures;

b. CalOptima Health shall calculate, and report all required Quality Performance Measures
and Health Equity measures at the reporting unit level directed by DHCS. CalOptima
Health shall separately report to DHCS all required performance measure resultS‘at the
reporting unit level for its fully delegated subcontractors and downstream-ftlly delegated
subcontractors;

i. CalOptima Health shall calculate performance measure rates, to be verified by the
EQRO; and

ii. CalOptima Health shall report audited results on the required“performance measures to
DHCS no later than June 15 of each year, or on anather date as established by DHCS.

2. CalOptima Health shall make every effort to exceed<the DHCS-established Minimum
Performance Level (MPL) for each required Quality. Perfoermance Measure and Health Equity
measure selected by DHCS.

3. CalOptima Health shall ensure that its fully‘delegated subcontractors and downstream fully
delegated subcontractors whose rates/are separately reported to DHCS, also exceed the DHCS-
established MPL for each required.Quality Performance Measure and Health Equity measure
selected by DHCS;

a. CalOptima Health shall'communicate to its fully delegated subcontractors and downstream
fully delegated subcentractors the DHCS-required Quality Performance and Health Equity
measures, the DHES-established MPL for each required Quality Performance Measure and
Health Equitytmeasure’selected by DHCS; and their performance measure results.

4. CalOptimasHealth shall make every effort to meet Health Disparity reduction targets for

specific populations and measures as identified by DHCS;

5. CalOptimasHealth shall conduct or coordinate an improvement project for measures that do not
meet,the MPL as outlined in CalOptima Health Policy GG.1634: Quality and Performance
Improvement Projects; and

6. CalOptima Health shall collect and report Quality Performance Measures, in accordance with
CalOptima Health Policy GG.1205: HEDIS Data Collection and Reporting.

Performance Improvement Projects (PIPS)

1. CalOptima Health shall conduct or participate in PIPs, including any PIP required by CMS, in

accordance with 42 CFR section 438.330. CalOptima Health shall conduct or participate in, at a

minimum, two (2) PIPs per year, as directed by DHCS and any additional PIPs or DHCS
required statewide collaborative PIP workgroups.

GG.1661: External Quality Review Organization Requirements Effective: TBD
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2. CalOptima Health shall require and ensure that its fully delegated subcontractors and

downstream fully delegated subcontractors also conduct and participate in PIPs and any
collaborative PIP workgroups as directed by CMS or DHCS.

CalOptima Health shall comply with the PIP requirements outlined in DHCS APL 19-017:
Quiality and Performance Improvement Requirements and as specified in CalOptima Health
Policy GG.1634: Quality and Performance Improvement Projects.

Each PIP shall include:

a. Measurement of performance using objective quality indicators;

b. Implementation of equity-focused interventions to achieve improvement insthe access to
and quality of care;

c. Evaluation of the effectiveness of the interventions based on the’performance measures; and

d. Planning and initiation of activities for increasing or sustaining’improvement.

5. CalOptima Health shall report the status of each PIP-at least.annually to DHCS.
C. Consumer Satisfaction Survey

1. Onan annual basis CalOptima Health shall timely provide all data requested by the EQRO in a

format designated by the EQRO in canducting'a consumer satisfaction survey.

As an accredited health plan by4he National Committee for Quality Assurance (NCQA),
CalOptima Health shall publicly pestithe annual results of its, and its fully delegated
subcontractor’s and downstream fully delegated subcontractor’s, Consumer Assessment Of
Healthcare Providers and,Systems (CAHPS) survey on the CalOptima Health website, including
results of any supplementalqlestions as directed by DHCS.

CalOptima Healthyshall/incorporate results from the CAHPS survey in the design of quality
improvement and Health Equity activities.

CalOptima Health shall conduct the CAHPS survey and take quality improvement action, in
accordanceswith CalOptima Health Policy GG.1637: Assessing Member Experience.

D. Network,Adequacy Validation

1. CalOptima Health shall participate in the EQRO’s validation of CalOptima Health’s Network

adequacy representations from the preceding twelve (12) months to comply with requirements
set forth in 42 CFR sections 438.14(b), 438.68, and 438.358.

E. Encounter Data Validation

1. Asdirected by DHCS, CalOptima Health shall participate in EQRO’s validation of Encounter

Data from the preceding twelve (12) months to comply with requirements set forth in 42 CFR
sections 438.242(d), and 438.818.

F. Focused Studies

GG.1661: External Quality Review Organization Requirements Effective: TBD
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29
30
31

32
33
34

35

1. Asdirected by DHCS, CalOptima Health shall participate in an external review of focused
clinical and/or non-clinical topic(s) as part of DHCS’ review of quality outcomes and timeliness
of, and access to, services provided by CalOptima Health.

G. Technical Assistance

1. Inaccordance with 42 CFR section 438.358(d) and at the direction of DHCS, CalOptima.Health
shall implement EQRO’s technical guidance in conducting mandatory and optional actiyities
described in 42 CFR section 438.358.

V. ATTACHMENT(S)
Not Applicable
V. REFERENCE(S)

CalOptima Health Contract with the Department of Health CareServices (DHCS) for Medi-Cal
CalOptima Health Policy GG.1205: HEDIS Data Collection and Reporting

CalOptima Health Policy GG.1634: Quality and Performancellmprovement Projects

CalOptima Health Policy GG.1637: Assessing MembenExperience

Department of Health Care Services (DHCS) All Plan Letter (APL) 19-017: Quality and
Performance Improvement Requirements (Supersedes APL 17-014)

Title 42, Code of Federal Regulations (CFR),.88422,152, 438.310(c)(2), 438.330, 438.350, 438.358,
and 438.364

moowy

m

VI. REGULATORY AGENCY APPROVAL(S)

Date Regulatory Agency Response

04/27/2023 | Department HealthwCare Services (DHCS) Approved as Submitted

VII.  BOARD ACTION(S)

Date Meeting

TBD Regular Meeting of the CalOptima Health Board of Directors

VIll. REVISION'HISTORY

Action Date Policy Policy Title Program(s)

Effective | TBD GG.1661 | External Quality Review Organization Requirements | Medi-Cal

Page 4 of 5 GG.1661: External Quality Review Organization Requirements Effective: TBD
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GLOSSARY

Term

Definition

Centers for Medicare &
Medicaid Services (CMS)

The federal agency under the United States Department of Health and
Human Services responsible for administering the Medicare and Medicaid
programs

Consumer Assessment of
Healthcare Providers and
Systems (CAHPS)

A multiyear initiative of the Agency for Healthcare Research and Quality to
support and promote the assessment of consumers’ experiences,with health
care by developing standardized patient questionnaires that can be,used, to
compare results across sponsors and over time and generate tools,and
resources that sponsors can us to produce understandable and usable
comparative information for both consumers and health care/providers.

Department of Health
Care Services (DHCS)

The single State Department responsible for administration of the Medi-Cal
Program, California Children Services (CCS), Genetically Handicapped
Persons Program (GHPP), Child Health and Disabilities Prevention
(CHDP), and other health related programs.

External Quality Review

(EQR)

The analysis and review by the External«Quality Review Organization
(EQRO) of aggregated information on‘guality, timeliness, and access to the
health care services that Contractor, its, Subcontractor, its Downstream
Subcontractor, or its NetworK Provider furnishes to Members.

External Quality Review
Organization (EQRO)

An organization that meets theicompetence and independence requirements
set forth in 42 CFR segtion 438.854 and performs EQR and other EQR—
related activities as-set forth in 42 CFR section 438.358 pursuant to its
contract with DHES;

Health Disparity

Differences in health,/including mental health, and outcomes closely linked
with socialy€conemic, and environmental disadvantage, which are often
driven by the’social conditions in which individuals live, learn, work, and
play..Characteristics such as race, ethnicity, age, disability, sexual
orientation or gender identity, socio-economic status, geographic location,
andether factors historically linked to exclusion or discrimination are
Known to influence the health of individuals, families, and communities.

Health Equity

The reduction or elimination of Health Disparities, Health Inequities, or
other disparities in health that adversely affect vulnerable populations.

Minimum Performance
Level (MPL)

CalOptima Health’s minimum performance requirements for select Quality
Performance Measures.

Quality and.Performance
Improvement Rroject

A component of a comprehensive quality improvement program that
addresses the quality of clinical care as well as the quality of health services
delivery. A Quality and Performance Improvement Project is an initiative
by the organization to measure its own performance in major focus areas of
clinical and non-clinical care. Also known as Quality Improvement Projects
(QIPs) and Performance Improvement Projects (PIPs).

Quality Measure
Compliance Audit

A thorough assessment of Contractor’s information system capabilities and
compliance with each HEDIS specification to ensure accurate, reliable, and
publicly reportable data.

Quality Performance
Measures

Tools that help measure healthcare processes, outcomes, patient
perceptions, and organizational structure and/or systems that are associated
with the ability to provide high-quality health care and/or that relate to one
or more quality goals for health care.

Back to Agenda
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CALOPTIMA HEALTH BOARD ACTION AGENDA REFERRAL

Action To Be Taken August 3, 2023
Regular Meeting of the CalOptima Health Board of Directors

Consent Calendar

4. Approve the 2022 CalOptima Health Utilization Management Program Evaluation and
the 2023 CalOptima Health Integrated Utilization Management/Case Management
Program Description

Contacts
Richard Pitts, D.O., Ph.D., Chief Medical Officer, Medical Management, (714) 246-8491
Kelly Giardina, MSG, CCM, Executive Director, Utilization Management, (657) 900-1013

Recommended Actions
e Approval of the 2022 CalOptima Health Utilization Management Program Evaluation,
and
e Approval of the 2023 CalOptima Health Integrated Utilization Management and Case
Management Program Description.

Background
CalOptima Health’s Utilization Management (UM) Program describes how medically necessary

and quality health care services are delivered to members in a coordinated, comprehensive, and
culturally competent manner. The program ensures that medical decision making is not
influenced by financial considerations, does not reward practitioners or other individuals for
issuing denials of coverage, nor does it encourage decisions that result in underutilization.

CalOptima Health’s UM Program is reviewed and evaluated annually and approved by the Board
of Directors. The UM Program defines the structure within which utilization management
activities are conducted and establishes processes for systematically coordinating, managing, and
monitoring these processes to achieve positive member outcomes.

CalOptima Health’s achievements in 2022 included:

e Resolved the Q4 2021-Q1 2022 treatment authorization backlog issue and ensured
interventions and protocols are in place to mitigate further occurrences;

e Improved workflows to prioritize aging inventory to exceed regulatory turnaround time
compliance;

e Expanded Medical Directors’ responsibilities and capacities;

e Enhanced the behavioral health role in the development and oversight of the UM
Program; and

e Implemented the 90 Day Emergency Department (ED) Pilot Program to determine if
focused clinical support in real time within the ED setting would impact members
accessing post ED care.
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In 2022, the CalOptima Health UM leadership worked with the analytics team to develop real
time reporting capabilities and implemented internal structural changes to improve the timeliness
and operational effectiveness of the UM Program. Additional improvements included the
addition of Medical Director leaders, a dedicated clinical trainer, and filling several key roles that
were vacant in 2021. Process improvements such as improved workflows, standardized

templates and improved real time reporting all contributed to UM Program enhancements during
2022.

Discussion

CalOptima Health staff has newly developed the 2023 Integrated UM and Case Management
(CM) Program Description to include quality, pharmacy, Population Health Management
(PHM), and behavioral health initiatives and care delivery. This will ensure that all regulatory
requirements and National Committee for Quality Assurance (NCQA) accreditation standards
are met in a consistent manner across all lines of business and aligned with health network and
strategic organizational changes.

The revisions are summarized as follows:

e Comprehensive Health Equity framework to further enhance and improve quality of care
and member experience;

e Clinical Pharmacy updates;

e PHM Program framework;

e UM Program Goals;

e (CalAIM Goals;

e (M Program Goals;

e Utilization Management Committee Updates;

e Behavioral Health highlights; and

e CBAS updates.

The purpose of the 2023 Integrated UM and CM Program Description is to define the oversight
and delivery of CalOptima Health’s structure, clinical processes, and programmatic approach.
All health care services serve the culturally diverse needs of the CalOptima Health population
and are delivered at the appropriate level of care, in an effective, and timely manner by delegated
and non-delegated providers.

The changes to CalOptima Health’s Integrated UM and CM Program Description are reflective
of current clinical operations and are necessary to meet the requirements specified by the Centers
of Medicare and Medicaid Services, California Department of Health Care Services, and NCQA
accreditation standards.
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Fiscal Impact
The recommended action to approve the 2023 CalOptima Health Integrated UM and CM

Program Description does not have a fiscal impact beyond what was incorporated in the Fiscal
Year 2023-24 Operating Budget and separate Board actions.

Concurrence
Troy R. Szabo, Outside General Counsel, Kennaday Leavitt
Quality Assurance Committee

Attachments
1. 2022 UM Program Evaluation
2. 2023 UM/CM Integrated Program Description (Redline version)
3. 2023 UM/CM Integrated Program Description (Clean version)
4. Annual Review: 2022 UM Program Evaluation and 2023 UM/CM Integrated Program
Description (PowerPoint)

/s/ Michael Hunn 07/27/2023
Authorized Signature Date
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‘:‘ CalOptima Health

2022 CalOptima Health
Utilization Management
Program Evaluation

A. EXECUTIVE SUMMARY

The 2022 Utilization Management (UM) Program description defines and outlines CalOptima
Health’s activities to provide optimal utilization and quality health care services that are
delivered compassionately at the right time and in the appropriate setting.

CalOptima Health evaluates the UM program structure, scope, processes, and information
sources used to determine utilization trends, medical necessity, and benefit coverage
determinations. This evaluation of UM activity is reviewed and approved annually by the UM
Committee (UMC), the Quality Improvement Committee (QIC) and the Quality Assurance
Committee (QAC). The look back period for the 2022 UM program evaluation is Q4’2021
through the end of Q3'2022.

Program Structure and Process

The UM program was enhanced throughout 2022 to ensure member needs were addressed,
while maintaining compliance with regulatory and accreditation standards. Although the
staffing model for the UM department working prior authorization requests and conducting
inpatient reviews did not change during the 2022 reporting period, CalOptima implemented
multiple process improvement throughout the year to address operational and clinical
enhancements. These included but not limited to the following:

¢ Improved workflows to prioritize aging inventory to exceed regulatory turnaround time
compliance

e UM clinical team standardized templates for medical director reviews

e Inpatient facility clinical rounds to conduct peer to peer and complex discharge
planning and support

e Improved access to real time reporting and tools to address authorization requests

e Enhanced provider portal automation and capabilities

e Addition of a dedicated clinical trainer

e Temporary coverage for all vacant roles to minimize the impact of staffing fluctuations

Program Structure

During 2022, CalOptima added three additional medical directors to the UM Program to
continue to address clinical complexities and the need for additional specialty programs and
interventions.

The following specialties and medical directors with robust experience in key areas were
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added to the full-time medical director team within the UM Program:
e Internal and Preventative Medicine with Case Management and Gender Affirming
Care experience and expertise

e Family Practice with extensive experience with Population Health Management
experience

e Surgery and Transplant with experience in performing complex cancer procedures
The Deputy Chief Medical Officer and the PACE Medical Director vacated in 2021 were filled
during 2022. A dedicated clinical trainer role was added and a process to secure clinical and
non-clinical temporary staffing coverage for any open positions was established. Information
sources as well as staff assigned activities used to determine benefit coverage and medical
necessity remained current and appropriate. Medical Necessity coverage tools and
hierarchical protocols are reviewed and approved annually at the UMC.

Program Scope Impact

Effective January 1, 2022, DCHS mandated MediCal retail pharmacy and pharmacy
grievances be carved out of managed care health plans and on January 1, 2022, Magellan
Rx began managing the pharmacy benefit for CalOptima. CalOptima assisted in the transition
by resolving access issues around outpatient pharmacy and educating the members on the
variances with the formulary and access continuity of treatment. In addition,

B. PROJECTS, PROGRAMS AND INITIATIVES

A. Utilization Management

Oversight of prior authorization (PA) inventory continued to be part of the overall UM program
to improve average time to decision aligned with CalOptima Health’s strategic vision for same
day treatment authorizations. Interventions put into place to address a backlog of cases
identified during Q4 2021 continue to ensure regulatory and accreditation requirements
remain compliant, and members receive timely decisions on requested services. The UM
Medical Director(s) remained very engaged in the UM process and provided continuing
clinical oversight for the administration of the UM Program. This oversight and support
included but is not limited to reviewing outcomes in UMC to ensure compliance with
regulatory, contractual and accreditation guidelines and clinical evidence-based criteria, and
by evaluating the program’s effectiveness against established goals.

UM Medical Directors

The UM Medical Directors (including Behavioral Health and Pharmacy) are responsible for
overseeing provider and member satisfaction efforts through the activities of the Benefit
Management Subcommittee (BMSC). The purpose of this committee is to evaluate new and
modified benefits and determine the need for prior authorization. This committee is led by the
chair Medical Director and includes input from peer Medical Directors, Deputy Chief Medical
Officer, and Clinical Leaders within Utilization management. This activity continues to gain
provider and member satisfaction by allowing the provider network to inform decisions on
what requires prior authorization and allow for access and automation where appropriate.

The assigned UM Medical Director responsible for facilitating the bi-weekly Utilization
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Management Work Group (UMWG) ensures collective CalOptima Clinical leadership, Medical
Director leaders, including behavioral health, pharmacy and Deputy Chief Medical Officer all
provide input to the development and processes of the UM Program to ensure that quality
care is delivered to CalOptima Health members to meet their physical health, behavioral
health and social drivers of health needs. The Medical Director team conducted semiweekly
case rounds with the nursing team and ad hoc meetings with hospitals and health networks to
provide guidance in managing complex cases in post-acute and ambulatory settings as
appropriate. The Medical Director team also provided to the CalOptima clinical team and
external provider education and consultation on specific topics including, but not limited to:

¢ Genetic testing

o Gender Affirming Care and Procedures

o Management of administrative days

e Appropriate Long-Term Acute Care vs. Chronic/Subacute Level of Care (LOC) criteria
o Letter of Agreement (LOA) process

¢ and Evaluation and Medical Director oversight of the appropriateness of one-day
inpatient stays.

The assigned Behavioral Health Medical Director and the Behavioral Health Integration (BHI)
clinical leadership team provided oversight and input on the UM program throughout the year
to ensure that all BH activities are integrated and aligned with the medical program to ensure
compliance with UM regulatory and accreditation requirements and to ensure parity in
decision-making. The designated BH Medical Director and BH clinical leadership participated
in biweekly UM work groups and quarterly, Utilization Management Committee (UMC) and
Benefit Management Subcommittee (BMSC) meetings to ensure adequate representation of
critical BH topics such as expansion of the autism benefit and development of strategies to
address substance use disorder, eating disorders and coordination with the county to serve
our shared members during this period.

During Q3 2022, a 90-day Emergency Department (ED) Diversion pilot was implemented to
determine if focused clinical support of CalOptima in real time within the ED setting would
impact members accessing post ED care. The primary measurements of success established
for the pilot were:

¢ Increase CalAIM authorized community support.
e Increase PCP follow up visits within 30 days of the ED visit.
e Decrease unnecessary ED utilization by redirecting to a more appropriate setting.

The pilot included a CalOptima embedded LVN within the ED to provide real-time prior
authorizations post stabilization to appropriate alternate levels of care and/or outpatient
services including coordination and scheduling services and referrals to case management.

e Early outcomes analysis determined that 72% of the members initially identified as
high utilizers of ED services were successfully connected with ambulatory care and
CalAlm Enhanced Care Management (ECM) services after pilot interventions.

e A total of 190 members were seen as a part of the pilot program for the following
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successful interventions in real time:
e PCP Appointments scheduled 16%
e Specialty Appointments scheduled 11%
e Other Case Management Referrals 4%
e Prior Auth Referrals completed 9%

o Transportation issues resolved 3%
o Medication Issues resolved 8%
o Community Support Referrals 13%

Next Steps:
e Additional pilot analysis including claims review

e Consideration of automation for specific and targeted services based on analysis and
MD review.

e Continue program through real time remote communication (Teams channel,
telephonic secure email)

e |dentify future opportunities programmatic and remote support to leverage economies
of scale

Auto-Authorization Pilot

During Q2 2022 an auto-authorization pilot project was implemented for the CCN and COD to
assess auto-authorization trends for in-network consultations. Each quarter UM leadership
and Medical Directors reviewed utilization patterns during pilot automation. Below is the Q3
data for utilization oversight reported to UMC in Q4.

Q4 Auto Pilot Authorization
Overview

Decision Distribution
In Network Consultations

Modified

Denied 516 Auths (1.78%)

15 Auths (0.05%)

Approved
28,403 Auths (98.16%)

CalOptima
c‘ Heaft?n
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Q4'22 Auto-Authorization (pilot) -
Top Referring Specialty

CCN/COD only

Quarter 4
Auto Approved Referring Specality (pilot) | Count ‘ %

Family Medicine 9873 30.6%
Internal Medicine 3871 12.0%
Nurse Practitioner 3110 9.6%
Clinic (mixed specialty) 1998 6.2%
Physician Assistant 1655 5.1%
Group (mixed specialty) 1084 3.4%
Ophthalmology 1075 3.3%
CalAIM Community Supports 1063 3.3%
General Practice 997 3.1%
Certified Family NP 893 2.8%
Hematology/Oncology 891 2.76%
Orthopaedic Surgery 6086 1.88%
Endocrinclegy/DiabetesMellitus 589 1.83%
Grand Total: 32,229

CalOptima
o Healtlf‘\

Q4'22 Auto-Authorization (pilot) -
Top Refer-To Provider

CCN/COD only

Quarter 4
Auto Approved Refer-to-Provider (pilot) | Count | %

Acuity Eye Group 794 2.5%
Sun Terra Produce Traders Inc 626 1.9%
Ivy-Joan E Madu 563 1.7%
OC Gastrocare 543 1.7%
Island Dermatology 541 1.7%
George H Garcia 532 1.7%
Martin J Backman 522 1.6%
Philip L Bucur 436 1.4%
Quoc A Nguyen 419 1.3%
Pacific Cardiovascular Associates 382 1.2%
Haresh S Jhangiani 381 1.18%
Christopher C Ninh 379 1.18%
Essam R Quraishi 368 1.14%
Grand Total: 32,229

CalOptima
c‘ HeaItI?\

B. Behavioral Health Integration

CalOptima Health manages all the administrative functions of Medi-Cal, OneCare (OC) and
OneCare Connect (OCC) mild to moderate mental health benefits and behavioral health
treatment (BHT) services for CalOptima Health members. The BHI department continues to
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be directly responsible for BH UM activities including but not limited to prior authorization of
routine and urgent outpatient behavioral health services and concurrent review of inpatient
psychiatric admission.

C. UM Data Management

The UM data reporting design is led by the director of UM and generated by CalOptima
Health’s Enterprise Analytics (EA) and Information Technology Services (ITS) department
staff. Together with UM department subject matter experts, EA and ITS maintained a focused
effort to improve the visibility and understanding of key data standards to ensure reliable
tracking and trending of metrics for both CalOptima Health and the delegated health networks
(HNs). Further refinement of daily inventory reports continued throughout 2022 to ensure
continued timely processing of treatment authorization requests. Additional efforts are being
planned to leverage availability of this information to UM, Quality Improvement and Audit and
Oversight (A&Q) by developing standard queries in the CalOptima Health data mart.

Inpatient and Emergency Department (ED) Utilization Performance

A. 2022 Performance Goals — MCD roll up (excludes WCM and HN data)

Metric Goal 2021 Q4 2022 Q1 2022 Q2 2022 Q3
ALOS 4.3 5.09 5.30 5.31 4.82
Admit PTMPY 284 120.4 114.2 116.6 126.0
Days PTMPY 358 613.1 605.4 619.5 607.1
Readmit % 25% 16.73% 15.96% 15.26% 16.79%

The goals for 2022 were set for a rollup of all MediCal Aid categories. During a 2022
UMC the request was to split out and report on each MediCal Aid category therefore
there is an expediated variance in the goal based on MediCal Aid category.

B. MediCal Expansion
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Acute Inpatient Utilization: Medi-Cal

Expansion
579 a7
oGl Expansion CalOpti
Metric Goal 2021 Q4 2022 Q1 2022 Q2 2022 Q3
ALOS 43 5.29 1 5.75 1 5.82 1 5.27 1
Admit PTMPY 284 116.7 | 108.8 | 111.5 | 113.7 |
Days PTMPY 358 617.5 1 625.8 1 649.3 1 598.8 1
ReAdmit % 25% 17.53% | 16.01% | 16.14% | 16.98% |

Average Length of Stay (ALOS): The ALOS for this population remained above the
goal of 4.3 throughout the 2022 reporting period with an uptick during 2022 Q1 and Q2
and a slight decline during Q3.

Admits/1000 per Year (PTPMY): Admits/1000 fell below the goal of 284 throughout the
2022 reporting period with a drop during 2022 Q1 and an upward trend during Q2 and
Q3.

Bed Days/Per Thousand Members Per Year (PTMPY): Bed Days/100 remained
above the goal of 358 throughout the 2022 reporting period with an uptick during 2022
Q1 and Q2 and a downward trend during Q3.

Readmissions: Readmits remained below the goal of 25% throughout the 2022
reporting period declining in 2022 Q1 and Q2 with an upward trend in Q3.

TANF +18

Back to Agenda Back to ltem



Acute Inpatient Utilization:

= uded

2021 04 202201

Admit FTMPY

165.3 158.0

865.8

Days PFTRPY

B06.7

421

ALOS

38T

13.44%

Resdmit %

12.38%

Metric Goal 2021 Q4
ALOS 4.3 3.67 |
Admit PTMPY 284 165.3 |
Days PTMPY 358 606.7 1
ReAdmit % 25% 12.38% |

TANF 18+

202zq2

160.2

BTET

11.98%

CalOptima
w" Health

2022 Q1
421
158.0 |
665.8 |

13.44% |

202243

1664

65964

T

11.83%

2022 Q2 2022 Q3
422 | 3.71)
160.2 | 188.4 |
676.7 1 698.4 1

11.98% | 11.83% |

Average Length of Stay (ALOS): The ALOS for this population remained below the
goal of 4.3 throughout the 2022 reporting period with an uptick during 2022 Q1 and Q2

and a slight decline during Q3.

Admits/1000 per Year (PTPMY): Admits/1000 fell below the goal of 284 throughout the
2022 reporting period with a drop during 2022 Q1 and Q2 an upward trend during Q3.

Bed Days/Per Thousand Members Per Year (PTMPY): Bed Days/100 remained
above the goal of 358 throughout the 2022 reporting period with an upward trend

throughout 2022 Q1 — Q3.

Readmissions: Readmits remained below the goal of 25% throughout the 2022
reporting period with a slight increase in 2022 Q1 and a downward trend during Q2 and

Q3.

TANF <18
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npatient Utilization: TANF under 18
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Metric Goal 2021 Q4 2022 Q1 2022 Q2 2022 Q3
ALOS 4.3 3.59 | 3.43 | 272 | 3.08 |
Admit

BTMPY 284 12.2 | 11.9 | 10.1 | 11.4 |
Days PTMPY 358 43.6 | 40.7 | 275 | 35.0 |
ReAdmit % 25% 0.00% 0.00% 0.00% 0.00%

Average Length of Stay (ALOS): The ALOS remained below the goal throughout the
2022 reporting period.

Admits/1000 per Year (PTPMY): The Admits/1000 remained below the goal throughout
the 2022 reporting period.

Bed Days/Per Thousand Members Per Year (PTMPY): Bed Days/1000 remained
below the goal throughout the reporting period.

Readmissions: Data regarding readmits was unavailable for this population during the
2022 reporting period.

SPD
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Acute Inpatient Utilization: SPD

202104 202201 202202 202203

2815

27386

Adrdt PTREY

2657
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20838
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17119 17203 17100
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ALOS

667 =
526 5.43

21.80%

Rafdmit %

15.13% 19.368%
17.70%%

&% CalOptima .
w~ Health :

Metric Goal 2021 Q4 2022 Q1 2022 Q2 2022 Q3
ALOS 4.3 7.40 1 6.26 1 6.67 1 6.43 1
Admit

BTMPY 284 281.5 | 273.6 | 257.8 | 265.7 |
Days PTMPY 358 2,083.9 1 1,711.9 1 1,720.3 1 1,710.0 1
ReAdmit % 25% 19.13% | 19.38% | 17.70% |  21.80% |

Average Length of Stay (ALOS): The ALOS for this population remained above the
goal of 4.3 throughout the 2022 reporting period with an uptick during 2022 Q2 and a
slight decline during Q3.

Admits/1000 per Year (PTPMY): Admits/1000 fell below the goal of 284 throughout the
2022 reporting period with a drop during 2022 Q1 and Q2 an upward trend during Q3.

Bed Days/Per Thousand Members Per Year (PTMPY): Bed Days/100 remained
significantly above the goal of 358 throughout the 2022 reporting period, however, a
downward trend was noted during 2022 Q1 — Q3.

Readmissions: Readmits remained below the goal of 25% throughout the 2022
reporting period with a decrease during 2022 Q2 and an uptick during Q3.

Long Term Care (LTC)

10
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Acute Inpatient Utilization: LTC

40D only; du 1 excluded

2021 04 202z ol 2022 Q2 2022 Q3
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Metric Goal 2021 Q4 2022 Q1 2022 Q2 2022 Q3
ALOS 4.3 8.33 1 9.65 1 6.09 1 8.211
Admit

BTMPY 284 786.9 1 753.2 1 457.1 1 692.6 1
Days PTMPY 358 6,557.40 1  7,266.50 17 2785701  5,687.00 1
ReAdmit % 25% 27.91% 1 16.22% | 11.11% | 32.56% 1

Average Length of Stay (ALOS): The ALOS remained above the goal throughout the
2022 reporting period.

Admits/1000 per Year (PTPMY): The Admits/1000 remained above the goal
throughout the 2022 reporting period with a notable decrease in 2022 Q2.

Bed Days/Per Thousand Members Per Year (PTMPY): Bed Days/1000 remained
above the goal throughout the 2022 reporting period with a notable decrease in 2022
Q2.

Readmissions: Readmits remained below goal during 2022 Q1 and Q2.

Whole Child Model

11
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Acute Inpatient Utilization: Whole Child

Model
CalOpti
Oz

Metric Goal 2021 Q4 2022 Q1 2022 Q2 2022 Q3
ALOS 4.3 6.45 1 6.09 1 8.14 1 7.09 1
Admit

PTMPY 284 219.9 | 208.1 | 113.9 | 120.3 |
Days PTMPY 358 1,417.9 1 1,268.3 1 926.5 1 853.4 1
ReAdmit% 25% 11.06% | 7.63% | 8.50% | 4.33% |

Average Length of Stay (ALOS): The ALOS for this population remained above the
goal of 4.3 throughout the 2022 reporting period with an uptick during 2022 Q2 and a
slight decline during Q3.

Admits/1000 per Year (PTPMY): Admits/1000 fell below the goal of 284 throughout the
2022 reporting period with a drop during 2022 Q1 and Q2 an upward trend during Q3.

Bed Days/Per Thousand Members Per Year (PTMPY): Bed Days/100 remained
significantly above the goal of 358 throughout the 2022 reporting period, however, a
downward trend was noted during 2022 Q2 — Q3.

Readmissions: Readmits remained below the goal of 25% throughout the 2022
reporting period with a decrease during 2022 Q3

Emergency Department Utilization by Aid Code line of business

12
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Line of Business 2021 Q4 2022 Q1 2022 Q2 2022 Q3
MediCal Expansion 489.6 483.6 511.6 529.9
TANF 18+ 523.3 558.4 520.7 580.3
TANF <18 355.7 342.9 368.8 375.1.
SPD 772.6 700.1 688.0 748.3
LTC 480.9 487 .4 385.7 386.2
WCM 519.7 491.2 2781 293.2

Emergency Department Utilization: Medi-

All Risk Types ; duals & WCM excluded
202104 2022401 202202 2022903

Grand Total 357.8 3471 350.4

598 2826 S8
=
;
& N
g 3136 3043 ZBES
=]
=

RAE6 330.2 3441

Back to Agenda

& 47, 3% of Members for Medi-Cal Expansion Ca|Optima
FTMFY - Ltilization divided by the underlying member years x 1,000 Health

e MaediCal Expansion: ED utilization declined in 2022 Q1 from 2021 Q4 and then
trended upward 2022 Q2 and Q3.

13
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Emergency Department Utilization: TANF
18+

All Risk Types ; duals & WCM excluded

20EL Qa4 202 QL 20EE Q2 2022 03

Grand Total 3827 3830 369.9 an3g

ssa.4 = 580.3

5233 " £20.7

HMOPHE

ED Visits PTMPY

36 2222 3143 3154

3B5.3 3778 396.1 3906

& 78, 1% of Members for TANF 18+ CE|O tlma
FTMFY - Ltilization divided by the underlying member years x 1,000 Healt

e TANF 18+: ED utilization increased during 2022 Q1 from 2021 Q4, trended down in Q2
and back up again in Q3.

Emergency Department Utilization: TANF
Under 18

All Risk Types ; duals & WCM excluded

202104 2022 q1 202202 202203
Grand Tetal 3827 3830 3888 4038
5233 20k 520.7 e

>
-
2 ||\..J:.|'|'_;'..:
2 3348 3222 3143 3184
=3
i

SRG 3853 e 2061 e

CalOptima &
ng mermber years x 1,000 Healt :

e TANF <18: ED utilization decreased during 2022 Q1 from 2021 Q4 then trended up
during Q2 and Q3.

14
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Emergency Department Utilization: SPD

All Risk Types ; duals & WCM excluded

202104 2022 a1 02202 202203
Grand Tatal 5350 oy P £406
2 700.1 685.0 Tana
:
-3
-‘E HMCPHC
a325
2 18 3359 3614
L]
- Pl a1y 5326 243

** 4 &% of Members for SPD CE|O tima
m . ) = - 10
FTMFY - Ltilization divided by the underlying member years x 1,000 = Healt

e SPD: ED utilization decreased during 2022 Q1 from 2021 Q4 and continued the
downward trend through Q2 with an increase in Q3.

ED Utilization: LTC

Al risk Types induded; duats & Wl

202104 202201 202202 202203
4783 ans e
Geand Total 3782 E2TEE
iral
480.5 487 .4 F
8.7 6.2

HMKPHE

ED Visits PTMPY

CalOptima
FTMPY = Litilization dwvided by the undarlying member years x 1,000 v Healt

e LTC: ED utilization increased slightly during 2022 Q1 from 2021 Q4 then trended
downward during Q2 and Q3.

15

Back to Agenda Back to Item



Emergency Department Utilization: Whole
Child Model

E Th

2021 04 202211 202202 202203

519.7
4312

2781

ED Wisits PTMPY

CalOptima )
FTMPY = Litilization dwvided by the undarlying member years x 1,000 = Healt ¢

WCM: ED utilization decreased during 2022 Q1 from 2021 Q4 and continued with a
significant downward trend during Q2 and Q3.

Whole — Child Model (WCM)
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Whole-Child Model (WCM)
Membership

202103 2021 Q4 2022Q1 2022 Q2 2022Q3 202204
11,663 11,707 11,678 11,684 11,677
11,525
CalOptima "
Health

WCM Member Counts

# of total WCM # of total newly eligible
Eligible Members as  WCM members as of

of 1st day of 1st day of Reporting # of aged out
Health Network Reporting Period Reporting Period Period WCM members
506-Cal Optima-Orange December 2022 11,524 185 1,492
CalOptima Community Network December 2022 1,047 65 207
Kaiser Permanente December 2022 924 22 125
HPN - Regal December 2022 24 1 B
Optum Care Network — Monarch December 2022 863 18 108
Prospect Medical Group, Inc. December 2022 169 2 39
Family Choice Health Network December 2022 239 2 49
CHOC Heaith Alliance December 2022 6,810 50 680
AMVI Care Health Network December 2022 162 2 25
Noble Mid-Orange County December 2022 166 4 25
Optum Care Network — Talbert December 2022 116 2 33
Optum Care Network — Arta December 2022 325 5 i
AltaMed Health Services December 2022 364 4 78
United Care Medical Group December 2022 315 8 42
CalOptima
Health
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Prior Authorization: Average TAT

Jon - Oer 2022 : Average TAT (in DAYS) by Declslon Date (Last 1.2 months) - Closed Auths
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CalOptima
¥ Healt

Prior Authorization Turnaround Time Compliance (TAT) Q4 2021 - Q3 2022

Year Quarter LOB Prospective Prospective Retro / Post

Routine Urgent Service
- Qtr4 Medi-Cal 65.18% 87.31% 70.55%
S OneCare 60.00% 50.00% 100.00%
~ OneCare Connect 94.41% 90.32% 86.36%
Qtr1 Medi-Cal 90.15% 99.10% 63.60%

OneCare 87.50% 100.00% -
OneCare Connect 99.43% 98.44% 90.65%
~ Qtr2 Medi-Cal 99.96% 99.74% 100.00%

S OneCare 100.00% 100.00% -
~ OneCare Connect 99.94% 100.00% 99.24%
Qtr3 Medi-Cal 99.99% 99.95% 100.00%
OneCare 100.00% 100.00% 100.00%
OneCare Connect 100.00% 100.00% 100.00%

18
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Q4 2021 TAT compliance reflects the ongoing resolution of the backlog that was
identified in Q3 2021.The backlog was resolved 01/27/2022. The results of these efforts
are evident with compliance in all areas at the beginning of 2022 Q2.

Inpatient Review Authorization Average time to decision - January 2022 thru
December 2022

Inpatient Review: Average TAT

Jan — Dec 2022 ; Average TAT (in HOURS) by Decision Date (Last 12 months) - Closed Auths
120.00

100.00 81,56

80.00

70.64 72 Hour TAT Mandate
66.19
§ eoon 5747 55.98 5770 56.08
] a
4000
29.00
; 24.55
GOAL : 24 Hour TAT -+ 2073 474
2000 14.01
0.00
uid fiig id g hig g g hid i d hi1g g Liid
A S L &
¥ P o & &

CalOptima
Healt%

Inpatient Turn Around Compliance

Inpatient Turn Around Compliance (TAT) Q4 2021 - Q3 2022

g Quarter LOB Urgent Inpatient Relt;c;safit::'ttlve
- Qtr4 Medi-Cal 62.35% 69.10%
S

Qtr1 Medi-Cal 68.34% 77.38%
OneCare 0.00% 100.00%
OneCare Connect 66.47% 76.92%
N Qtr2 Medi-Cal 71.79% 73.49%
L OneCare 100.00% 100.00%
OneCare Connect 78.42% 83.33%
Qtr3 Medi-Cal 89.79% 78.07%
OneCare 50.00% -

19
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| OneCare Connect 93.72% 80.00% |

Referrals Processed Q4 2021 - Q3 2022

Year Quarter LOB Prospective Prospective Retro / Post
Routine Urgent Service
Qtr4  \edi-Cal 37,414 6,256 421
g OneCare 5 2 2
OneCare Connect 1,878 341 154
Qtr1 Medi-Cal 44,678 5,857 684
OneCare 8 4 -
OneCare Connect 1,936 320 107
Qtr2  edi-Cal 47,626 7,682 1,180
g OneCare S 2 -
OneCare Connect 1,543 304 131
Qtr3  Vedi-Cal 42,298 8,359 611
OneCare 11 2 2
OneCare Connect 2,146 346 121
Grand Total 179,552 29,475 3,413
Faxes 251,346
COLAS 198,728
* COLAS Auto Approved 75,136
Total 450,074

20
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2021 CalOptima Utilization Management Program Evaluation

C. OVER AND UNDERUTILIZATION
During 2022 we continued to enhance the identification and process for monitoring over and
underutilization as organization wide initiative to ensure appropriate monitoring of activities with
CalOptima related to over and underutilization. Metrics are identified throughout the organization
as good indicators of over and underutilization, as well as drilling down into the metrics to ensure
proper identification of over and underutilization. Metrics from the following area are included and
will be reviewed on an annual basis to ensure they are indicative of over and underutilization
monitoring. The integrated utilization metrics include (physical/behavioral health and Rx) inpatient
and prior authorization UM measure, appeal volumes and overturn rate, member grievances, adult
and children’s access to PCP services, measures indicative of appropriate utilization for
pharmaceuticals, outlier reporting from the fraud, waste and abuse department within CalOptima,
referral pattern analyses, member utilization, UM related member complaints, potential quality
issues (PQI) monitoring, and measures related to behavioral health care. Over and
underutilization was monitored, tracked, managed, and reported by UM during 2022 and reported
to UMC, QIC and the Quality Assurance Committee (QAC).

D. OPERATIONAL PERFORMANCE

A. Authorization for Expedited / Urgent, Standard / Routine, Retrospective Requests —
Medical

Summary of referral volume (Q4 2021 to Q3 2022)

Referrals Processed Refer_rals Turnaround Time Compliance (TAT)
Received

Routine 177,262 Faxed 251,346 Routine TAT 90.87%
+-Urgent 27,931 COLAS 198,728 Urgent TAT 96.95%
Retro 2,734 Auto Auth 93,341 Retro TAT 89.94%
Total 207,927* Total 543,415

VI. Authorization for Expedited / Urgent / Routine / Retro Requests — Pharmacy

Annual summary of turnaround time compliance for CY22:

TAT Compliance

OC 99.89%
OCC 99.92%

Pharmacy Prior Authorization TAT processing time are above the goal of 98% for all plans.
21
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2021 CalOptima Utilization Management Program Evaluation

Pharmacy metric targets were achieved for 2022.

VII. Authorization for Expedited / Urgent / Routine / Retro Requests — LTSS (CBAS,
LTC)
e LTSS consistently met required turnaround times throughout the year. LTSS metric
targets were achieved for Q4 2020-Q3 2021:

o CBAS CEDT: 99.90%

o CBAS Routine: 99.80%

o CBAS Expedited: None received

* Members participating in CBAS Q4 2020 & Q1-Q3 2021: Potentially program-
eligible members.

Authorization for Expedited / Urgent / Routine / Retro Requests — LTSS (CBAS, LTC)

Members Participating in

Eligible Members

S Q4  Medi-Cal 2,657/99,910 2.65 1
S occC 151/19,965 1.01 l
N Q1 Medi-Cal 2,738/120,535 2.27% 1
& occC 151/14,591 1.03% 1
Q2  Medi-Cal 2780/122,953 2.26% )

occC 167/14,288 1.17% 1

Q3  Medi-Cal 2,871/126,808 2.26% NC

occC 173/14,667 1.18% 1

o 80% of authorized CBAS participation days will be utilized/delivered Q4 2021

CBAS Participation Days Used / Days Authorized

CBAS Participation Change from

Year Qtr. Days Used % Used .
| Days Authorized Previous Qtr.
b Q4 117,601/104,003 88.43% 1
N
S Q1 171,621/131,161 76.42% !
(=]
A Q2 166,668/154,217 92.5% 1

22
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2021 CalOptima Utilization Management Program Evaluation

Q3 182,267/140,056 76.84% !
* Change in tableau reporting will true-up in future data

e LTC routine turnaround time goal is >95%. Goal met.
o Q42021:98.19%
o Q12022: 97.45%
o Q22022: 95.69%
o Q3:2022: 98.65%
o Q4:2022: 96.76%
e LTC Urgent: None received

MSSP Discharges will not exceed New Admissions by more than 2 members during the
quarter.

MSSP Admissions / Discharges

Ad Cha
mis nge
sio fro
® ns/ m
5'3 Qtr. Dis Pre
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s Qtr.
Q4 18/
- 21 Ad
N .
S mis
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Q1 21 sion
s
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N 32/  mis
S Q2 25 sion
N
s
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41/ .
Q3 39 Sion
[
NC

MSSP Goal not metin Q4 2021 due to the PHE. Continue with this goal.
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2021 CalOptima Utilization Management Program Evaluation

E. Utilization Performance / Outcomes

A. LTC and CBAS Transition

Analysis of inpatient and ED data in 2021 identified positive performance against goals in Bed
Days/PTMPY, however, the emergency department utilization was variable, and overall, higher
than anticipated.

Review of 2021 ED Data will be conducted, and additional interventions may be applied as needed.
LTC Nursing facility members transitioned to the Community:

LTC Nursing Facility Members

Transition to the Community

L
T
C
N
u
r
s
i

n
g
F
a
c
i

I

i

t

y
N
e
n
b
e
r
s
T
r
a
n
s
i

t
i

o
n
t

YC L

9t C 1 % Transitioned Char_lge from
ar g Previous Qtr.
r.

24

Back to Agenda Back to Item



2021 CalOptima Utilization Management Program Evaluation
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2021 CalOptima Utilization Management Program Evaluation
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CBAS: Track CBAS participants who transition to LTC.

CBAS participants who transition to LTC

CBAS participants who
transition to LTC

Change from

Year Qtr. LOB Previous Qtr.

% Transitioned

S Q4  Medi-Cal 412,657 0.15% !
& occ 0/1 0.00% l
Q1  Medi-Cal 8/2,738 0.29% !

OCC 1/151 0.66% 1

N Q2 Medi-Cal 8/2,780 0.29% 1
& occC 0/167 0.00% —
Q3  Medi-Cal 9/2,780 0.31% 1

OCC 1173 0.58% .
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2021 CalOptima Utilization Management Program Evaluation

LTC: Members residing in LTC: Potentially nursing home eligible members.

Members Residing in
LTC/ Potentially

Nursing Home
Eligible Members
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2021 CalOptima Utilization Management Program Evaluation
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2021 CalOptima Utilization Management Program Evaluation
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2021 CalOptima Utilization Management Program Evaluation
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B. Pharmacy Utilization

e Retail Pharmacy: $PMPM costs for CY22 are below expected spend for OneCare and above
expected spend for OneCare Connect. OneCare Connect drug cost increases are primarily
driven by increased utilization of brand diabetes and chemotherapy medications.

e Goals were met for two of the three adherence measures. Interventions include provider
faxes, member educational materials, medication therapy management-eligible member
education, and individual member refill reminders phone calls.

Pharmacy Utilization

Medication
Adherence for
Hypertension (RAS
antagonists)

Medication
Measure Adherence for
Diabetes Medications

Medication
Adherence for
Cholesterol (Statins)

Rate 87% 89% 88%
Goal 88% 89% 88%
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2021 CalOptima Utilization Management Program Evaluation

F. Inter-Rater Reliability (Physicians, Nurses, Pharmacy) pertains to agency
quality review of UM, CBAS, MSSP, LTC by annual assessment of appropriate
guideline application.

The IRR was administered in compliance with the UM Program. IRR metric targets were
achieved for 2022. All staff who apply medical necessity guidelines successfully exceeded the
annual goal of 90%.

IRR
Department Score

UM Clinical
Staff: Prior 96%
Authorization

UM Clinical

Staff: 0
Concurrent 96%
Review

Physicians 99%
Pharmacy 94%

LTSS: LTC 97%
LTSS: CBAS 97%

LTSS: MSSP  97%

Behavioral o
Health 98%

C. Member and Provider Satisfaction

Satisfaction with the UM Program is evaluated based upon analysis of Grievances and
Appeals, Member and Provider Experience Surveys, including the CAHPS survey, related to
the UM Program. Complaints about the UM Program demonstrated some trends in the
following categories:
¢ Member feedback obtained through Grievances and Appeals:
o Access to providers, specifically providers no longer contracted with CalOptima health.
o Provider not seeing new patients.

o Provider was unable to see the member due to the type of care the member required or
the members age was not in the scope of their specialty practice.

o Limitation of members ability to see certain providers, as there are some providers who
only see members already affiliated with their organization.

e Member Feedback from 2022 CAHPS survey:
o Only 71.3% of adult members and 73.0% of child members usually or always got an
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appointment with a specialist as soon as needed, with a decrease from 81.4% from the
previous survey for adult members.

o Only 80.8% of child members felt it was usually or always easy to get the care, tests, or
treatment child needed, with a decrease from 85.6% from the previous survey.

e Provider feedback from CalOptima Provider Satisfaction survey 2022:
o 55% of providers reported being satisfied or very satisfied with the UM Program
experience, with further examples citing
= Rapid response to questions
= Access to direct referrals
= Timely processing of treatment requests
o 10% of providers reported being somewhat dissatisfied or very dissatisfied with the
UM Program Experience, with examples citing.
= Challenges with the Authorization Dept processing retro-authorization
requests for Private Duty Nursing
= Denial policy is not in guide with standards of care

Potential Quality Issues (PQIs) are reviewed by the CalOptima Health Medical Directors and
trend data related to authorization issues is reported quarterly at the Utilization Management
Committee. In 2022, there were a total of 27 PQlIs related to related to the UM Program:

Potential Quality Issues (PQls)

Q1 Q2 Q3 Q4 TOTAL
Authorization Denied or Delayed 0 5 9 13 27

CalOptima is continually looking at improving response times to treatment authorizations
including proactive peer to peer consultations and communication to expediate health plans
decisions.

G. SUMMARY

In January 2022, UM resolved the backlog of UM of treatment authorization requests that
were identified in Q4 2021. The resolution was reflected in the Q2 2022 turnaround time
data. The CalOptima UM leadership team worked with the analytics team to develop real-
time reporting capabilities and implemented internal structural changes to improve the
timeliness and operational effectiveness of the UM program.

Additional improvements included the addition of medical director leaders, dedicated clinical
trainer, and filling several key roles that were vacant in 2021. Process improvements such as
improved workflows, standardized templates and improved real time reporting all contributed
to UM Program enhancements during 2022. CalOptima enhanced monitoring protocols
internally to align and oversee direct network and delegated Health Networks. Major
initiatives included improvements to CalOptima’s operational process and improvements to
leadership oversight to address treatment authorizations fluctuating inventory and staffing
needs. Continuous improvement took place during 2022 based on monitoring, auditing and
outcomes.

The UMC and the UM Medical Director and Behavioral Health Medical Director continue to
32
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guide and support CalOptima UM programs, both medical and behavioral. The UMC, QIC
and Medical Director team including behavioral health leadership continued to guide and
support process improvement, review and address utilization trends and continues to
enhance the CalOptima program through committee and workgroup efforts.

Back to Agenda Back to ltem

33



N

A Public Agency

Better. Together.

2022
o CalOptima Health

2023
INTEGRATED UTILIZATION
MANAGEMENT AND CASE
MANAGEMENT PROGRAM
DESCRIPTION

Page 1 of 71

Back to Agenda Back to Item



HEALTH PLAN

ACcRrepITE®

Page 1 of 71

Back to Agenda Back to Item



A Public Agency

Better. Together.

2021 UTILIZATON MANAGEMENT
PROGRAM
SIGNATURE PAGE

Utilization Management Committee Chair:

Hi Dai
Dabbah, Zeinab, M.D. Date_
Deputy Chief Medical DireetoxOfficer

Board of Directors’ Quality Assurance Committee Chairperson:

Trieu Tran, M.D. Date

Board of Directors Chair:

Supervisor-AndrewDeClayton M. Corwin Date:

Page 2 of 131

Back to Agenda Back to ltem



Page 2 of 71

Back to Agenda Back to ltem



FaBLE-OFContents
We Are CalOptima—— 7
Whatds-CalOptima?——6
What-We-Offer—7
Program-tniatives——10
Lo e ot s and e e Lemsne 00 L0 s 10
Whele-Person-Care—11
Whele-Child-Medel—14
Health- Homes Program———Error! Bookmark not defined.
Hemeless Health-dnitiative- (HHH——Error! Bookmark not defined.
Pharmaey-Admintstration-Changes—18
Virteal-Care-Stratesy—Error! Bookmark not defined.
Population Health- Managsement-{PHM)>—18
With-Whom-We-Work—20
Membership-Demeographies—23
Lilization-ManasementProsram—25
HM-Purpese—25
HM-Seope—26
e Seal—26
UM -Program Structure 27
Delegation-of UM-funetions—28
LongTerm SuppertServiees—29
Doberemlenlth Domden 30
Authority, Boards Of Directors™ Committees And Responsibilities 31
Lol e el Dl e s B4
Resourees—39
UMResourees39

LME—47
Ltemiens b D Beemme 50
Integration-with- Other Processes——50
Conflict of Interest 51
Conlidentinlin——52

Page 3 of 102

Back to Agenda Back to Item



UM Process——53

Medicare
facs €

S

N Ce

Emereenev-Serviees—19

Autherizationfor Post-Stabilization-Serviees20
PriorAnthorization-Serviees—20

UM-UrgenttExpeditedPriorAutherization-Serviees-21

UMReutine/StandardPrier Autherization-Serviees—21

)|

Admisston/Conenrrent-ReviewProcess—21

B

Dentals—23
R e |

Expedited-Gricvanees 25

State Hearing—25

Independent Medical Review 25

Previder Preventable-Conditions——25
Long-TermServices-and-Supperts——26
Fransitons-et-Care——27

Case-ManagementProcess—27

FransplantProgram—28

Ceordination-of Care—28

Overfdnder Utilization——28

Page 3 of 102

Back to Agenda

Back to Item



Program-Evaluation——29

Satisfaction-with-the- UM-Precess——29
WE ARE CALOPTIMA HEALTH................. 5
WHATIS CALOPTIMA HEALTH?
WHAT WE OFFER ...ttt ettt sttt e 7
OneCare (HMO D-SNP) ..c.oouiiiiiiiiiiiiiiiiiii et 8
ONECATE COMMEOE .ttt ettt si st eie e 8
Program of All-Inclusive Care for the Elderly (PACE)
Comprehensive Community Cancer Screening and Support Program ..ooceeeeeeeeeeeeeeiiieeeieeiieeeeaenens 11
Five-Year Hospital Quality PrOgram .........coceeeieiniiiiiiiiiiiiiiiiiiiiiciicticics et 12
Whole-Child MOGEL.....c.eiuiiiiieiiieiieeee e 14
ONECATE CONMECT .ttt ettt 16
Program of All-Inclusive Care for the Elderly (PACE) ......cccoeiniiiiiiiiiiiiiiiiiiiciciiccccen 17
Pharmacy AdminiStration CHANGES .. ..ccuuiiiiiiieieiiiiiieseiieeteeeitsiseeeessssssensesesesnssseesansseeseasssseesasnenes

Population Health Management (PHM) Program

CalOptima Health Direct Network and Health Network Entities .......cccceeeeiiiiiiiiiiiiiiiiiiceee 21
Utilization Management PUIPOSE ......euiueuirieiiiiiiiit ittt 25
UM SCOPE ittt ettt 26
UM PROCESS ..ottt sttt 26
UM PrO@IAM GOALS ...ttt ettt ettt e ettt e eeateteeeeaseteeeeassseeeeasseeeesaaaseeeesanssseeeassnneeeesanseeeeesanneees 26
UM Pro@ram STUCKUIE ...c.ueuiseeetieiieeisetietie sttt 27
Dele@ation OF UM fUTNCHOMNS . ..eeiiitttie ettt ettt et e ettt eeeeeteeeesaesseeeaesseeeesaasseeeeassnseeeessnneeeesaasereeesaseees 28
LONG-TERM SUPPORT SERVICES (LTSS) ...t 29
Home- and Community-BaSEd SEIVICES: ...ccoouuiieiiiiiieeeeeeieeeeetteeeeeeteeeeesteeeeesaoseeeesaaneseeeaasreeeesssnnee 29
Behavioral Health ServiCes ... .ocouuiueiiiiiieiiiiiiiieiiiiiiic ittt 30
UM Staffing RESOUITES ....c.eeiiieiiiiiiiiiiii ittt 39
Pharmacy Staffing RESOUICTES ....c.eveuiiuiiiiiiiiiiiiiiescce e 41
LTSS Staffing Resources
Behavioral Health Integration Staffing RESOUICES ......cuvueuiiieiiiiiiiiiiiiiciiiiiiiiicscccc 43
Qualifications and TIAIMING ....e.eeeiiiiiiitiiieie ettt ee s 45
2023 UM Committee (UMC) Committee Structure — Diagram .........coecueovieeciiiiiciiiiiiciiicnnee 46
UMC .ttt 47
CONTTICE OF INEEIESE. ettt
CONFIAENHAIEY .ttt
UMC Scope and Responsibilities
Integration with the QI PrOGIram.......cceueiiiiiiiiiiiiieiiiiiieiicieeie et

Page 3 of 102

Back to Agenda Back to Item



INtEETaAtiON Wit Ot er PrOCESSES ..ttt eee ittt ettt set ettt eeeeeeeeeeeaasaanasssneeeeeeeeeeeeessanaaannnnnnnnennes 50

Medical NeCESSItY REVIEW ...euueuieisiiieiiititiiiteiii ittt 52
Prior AUthOTIZAtION. c..e.uiiieisieieeeeee e 56
Appropriate Professionals for UM DeciSion PrOCESS.......cueeueeireeiriniaiiieiiiiiiiiiiiiiceicieeiceee 57
PHARMACEUTICAL MANAGEMENT 58
BEHAVIORAL HEALTH DETERMINATIONS 59
IMEAICAL . 60
Whole-Child Model/CCS (Medi-Cal) .....cveiriiiiiiiiiiiiiiiiiiiciiciiciteeiccscecscceceecee 60
Medicare (OneCare and ONeCare CONMECT) ...uuiiiiuuieee ittt e eeettteeeeeeeeeesaiuereeeeaseeeesasereeeesssnreeeaasneees 60
TIMELINESS OF UM DECISIONS......ttetiteiittiitteeiiee it et testeeetteeeeeeeaeeeteesiitesieenteeeneaenneeenssaesnneees 67
UM Decision and Notification TImMEHNESs. .......e.eieiiiiiiiiiiieisieeieseeeseeseeen 68
T I Y ST VICES & tttiiiiiititiete ettt ettt et et eeeeeeaaesee ettt et e eeeeeeesea st e e eeeeeeeessaaenannsnnnnnnennes 19
Authorization for Post-Stabilization Inpatient SEIVICeS ......oeeieriiiiiiiiiiiiieiiiieiciicceaee 20

Retrospective ReVIEW.....coceeveeeiieeannnnnne.

Admission/Inpatient Review Process ...

DiSCharge Planning REVIEW ..iiiiiiiiiiiiiiititieet ettt e et tteeaseeeteeeteeeeeeeeeeeesesasansssnesseeeeeeeeeeeeeeesaaasnnnnnennes
DICIHALS .ttt 23
GRIEVANCE AND APPEAL PROCESS 23
Expedited APPeals ANd GIIEVAIICES ......uueeiiiitieeieeeettteeeeettteeeaurteeeaasseeeesaaasseeeeassnseeeasssneeeesassereeesasneees 25
State Fall HEATTNE ..ottt 25
Independent MEICal REVIEW ......uuiiiiiiiie ettt ee ettt ettt e eeetetteeeasseeeesesaseeessanssseeeasssseeeesanseeeeesaseees 25
Provider Preventable CONAItIONS ....eue.rerirrerineeeiitiiiitiiieiictieet ettt 25
LONG-TERM SERVICES AND SUPPORTS. 26
Over/Under Utilization
PROGRAM EVALUATION ...ttt 29
SATISFACTION WITH THE UM PROCESS.....c.iuiiiiiitiitiiitiiiiitieee et 29
CASE MANAGEMENT PROCESS. ...ttt 30
CoOrdiNAtION OF CAIE ...cueuiteeiieeiteti ettt sttt erenea 33
CliNiCal PTOtOCOIS ...ttt 36
Types of Case Management SEIVICES ...c.e.uureurreriinteiieiieitieeeteieeteetaeetetesteetseet e et st encneeneaeceeenes 37
SPCCIAL PIOGIAIMS ittt ettt ettt eeeeeeaaes ettt eeeeeeeaesseansnsansssseeeeeeeeeeeeessaaaenannsnnsnnseeeeeeaaeaes 39
Utilization Management Committee MEETING MINUTES.......... Error! Bookmark not defined.
WEARE-CALOPTIVA
CASE MANAGEMENT PROCESS

Page 3 of 102

Back to Agenda Back to Item



WE ARE CALOPTIMA HEALTH

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

Our Mission
To serve member health with excellence and dignity, respecting the value and needs of each person.

Our Vision

By 2027, remove barriers to health care access for our members, implement same day
treatment authorizations and real-time claims payments for our providers, and annually assess
members’ social determinants of health.-

Our-Vahtes—CalOptima-CARES
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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.”

Our Strategic Plan

In 2049 CALOPFMAS2022, CalOptima Health’s Board and executive team worked together
to develop the 202020222023 Strategic Plan. After engaging a wide variety of stakeholders
and collecting feedback, the strategic plan was approved BN-BDECEMBER 2019 MEMBERS ARE-
FHEESSENTIALFOCUS-OF FHE 20202022 STRATEGIE PEAN;DyY the CalOptima Health
Board of Directors in June 2022. The core strategy of the Strategic Plan is an inter-agency co-
creation of services and programs, together with our delegated networks, providers, and
community partners, to support the mission and vision and our Priorities and Objectives are
designed to enhance the programs and services provided to members by CalOptima= Health.

The five Strategic Priorities and Objectives are:

e Organizational and Leadership Development
Overcoming Health Disparities

[ ]

e Finance and Resource Allocation

e Accountabilities and Results Tracking
Future Growth
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WHAT IS CALOPTIMA HEALTH?
Our Unique Dual Role
CalOptima isHealth operates as both a public agency and a community health plan.

As-bethln this dual role, CalOptima Health must:
e Provide quality health care to ensure optimal health outcomes for our members.
e Support member and provider engagement and satisfaction.
¢ Be good stewards of public funds by making the best use of our resources and expertise.
e Ensure transparency in our governance procedures, including providing
opportunities for stakeholder input.
¢ Be accountable for the decisions we make.

WHAT WE OFFER
Medi-Cal

In California, Medicaid is known as Medi-Cal. Medi-Cal covers low-income adults, families
with children, seniors, people with disabilities, Affordable Care Act (ACA) expansion
members, 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 Medi-Cal member must reside in Orange County to be enrolled in CalOptima
Health Medi-Cal.

Scope of Services

CalOptima Health provides a comprehensive scope of acute and preventive care services
for Orange County’s Medi-Cal and dual eligible population, including eligible conditions
under California Children’s Services (CCS) managed by CalOptima Health through the
Whole-Child Model (WCM) Program that began in 2019.

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

e Specialty mental health and substance use disorder services are administered by the
Orange County Health Care Agency (HCA).

e Dental services are provided through the Medi-Cal Dental Program.

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 Health 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 (UM) Program and the Population Health
Management (PHM) Strategy .-

Additionally, CalOptima Health 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 as special services through a specific Memoranda of
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Understanding (MOU) with certain community agencies, including HCA and the Regional
Center of Orange County (RCOC).

Medi-Cal Managed Long-Term Services and Supports

Since July 1, 2015, the Department of Health Care Services (DHCS) integrated Long-Term
Services and Supports (LTSS) benefits for CalOptima Health Medi-Cal members into the
scope of benefits provided by CalOptima Health. CalOptima Health ensures LTSS services are
available to members who have health care needs and meet the program eligibility criteria and
guidelines.-

These integrated LTSS benefits include three programs:
¢ Community-Based Adult Services (CBAS)
e Nursing Facility (NF) Services for Long-Term Care (LTC)
e Multipurpose Senior Services Program (MSSP)

OneCare (HMO D-SNP)

Our OneCare (OC) members have Medicare and Medi-Cal benefits covered in one single plan,
making it easier for our members to get the health care they need. Since 2005, CalOptima
Health has been offering OC to low- income seniors and people with disabilities who
qualityqualify for both Medicare and Medi-Cal. OC has extensive experience serving the
complex needs of the frail, disabled; and dual eligible members in Orange County-—With-the-

OC provides a comprehensive scope of services for dual eligible members enrolled in Medi-

Cal and Medicare Parts A and B-—Fe-be-a-memberof OC,aperson-musttive and reside in

Orange County-and-netbe-eligible for- OCC. Enrollment in OC is by member choice and
voluntary. OC has an innovative Model of Care, which is the structure for supporting

consistent provision of quality of care. Each member has a Case Management single point of
contact, a case manager or a Personal Care Coordinator (PCC) whose role is to help the
member navigate the health care system and receive integrated medical, behavioral and
supportive services. Also, the PECs-werkcase management team works with our members and
their doctors to create an individualized health care plan that fits each member’s needs.
Addressing individual needs results in a better, more efficient, and higher quality health care
experience for the member.

Seope-of-Serviees
OneCare Connecth%ae@&en—teﬂ*&eemp%ehensweseep&eﬁaeute{—afe—

and-
The OneCare Connect Cal MediConnect Plan (Medlcare—@a%@lp’:ﬁﬂa—@@membe%s—a&ehg}b%e Medicaid

Plan) was launched in 2015 for

OneCarelonneet

1 Tho OynalC ral + Col Moda( 4+ Dlgn (ANAads NMoads 1d Pl Ay 1 had 3
E—— Heear HReeHSa—veat HHReCH T T oW H HE
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215 £ | 1o ‘1““1 £ for both Medi dMedi-Cal—people who qualify for both
Mcdlcarc and Mcdr Cal. Thc OneCare Connect (OCC) isprogram, as part of Cal

MedlConnect a demonstratlon program operatmg in seven counties throughout Callfomla—

for their existing services.

Program of All-Inclusive Care for the Elderly (PACE)
In 2013, CalOptlma Hcalth launched the onlyPACE

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

To be a CalOptima Health PACE participant, members must be at least 55 years old, live in
Orange County; and be determined to be-eligible:

e Eligible for nursing facility services by the State of California-and-be-able.

e Able to live safely at home or in a community setting with proper support.

o PACE provides-allthe acute-andona-term care serviees-covered-by Medieare and-Medi-Cal
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CalOptima Health network.

Scope of Services

-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, dietitians, 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 participants.

PACE participants must receive all needed services — other than emergency care — from
CalOptima Health PACE providers and are personally responsible for any unauthorized or
out-of-network services.

CalOptima Health’s Utilization Management team is the designated lead for

administrative and nursing clinical review functions for PACE program inpatient
admissions and works directly with the IDT for clinical determinations and transition
coordination.

Quality PROGRAM INITIATIVES

CalOptima Health’s QI Goals and Objectives are aligned with CalOptima Health’s 202225 Strategic

Goals.

1) Develop and implement a comprehensive Health Equity framework that transforms practices
policies and systems at the member, organizational and community levels.

2) Improve quality of care and member experience by attaining an NCQA Health Plan Rating

of 5.0, and at least a Four-Star Rating for Medicare.

3) Engage providers through the provision of Pay for Value (P4V) programs for Medi-
Cal, OneCare and Hospital Quality.
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W 3 g a apa { ot a abth-dispe -top three priority
goals were chosen to be aligned with CalOptima Health’s strategic objectives as well as continued
goals related to access to care and NCQA accreditation. The 2023 QI Work Plan details the strategies
for childhood, COVID-19 and other immunizations, including targeted communication and member
incentives. The planned activities related to members’ ability to access care are captured as a
communication and corrective action strategy for providers not meeting timely access standards (as
measured by the annual Timely Access study). All goals and sub-goals will be measured and monitored
in the QI Work Plan, reported to QIC quarterly and evaluated annually.

Comprehensive Community Cancer Screening and Support Program

e (CalOptima Health strives to be the health care exemplar for all Orange County residents. The
goal is for all of Orange County to have the lowest in the nation late-stage cancer incidence
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rate for breast, cervical, colon and lung cancer in certain smokers.

e CalOptima Health seeks to create a new Orange County health ethos with respect to cancer
care by a laser on detection and diagnosis of these four specific cancers. \

The Comprehensive Community Cancer Screening and Support Program will increase early
detection through improved awareness and access to cancer screening, decrease late-stage cancer

diagnoses rates and mortality, and improve quality and member experience during cancer
screening and treatment procedures among Medi-Cal members.

It will create a culture of cancer prevention, early detection and collaboration with partners toward
a shared goal of dramatically decreasing late-stage cancer incidence and ensuring that all Medi-Cal
members have equitable access to high quality care. The program will use a phased-in approach to
invest over the next five years in the following three pillars:

1) Community and member awareness and engagement

2) Access to cancer screening

3) Improved member experience throughout cancer treatment

As of November 14, 2022, 3,925 CalOptima Health members were newly diagnosed with cancer.

Increasing cancer screening rates is crucial for the early diagnosis and treatment of cancer,
ultimately increasing life expectancy, quality of life and reducing health care costs.

Five-Year Hospital Quality Program

CalOptima Health’s hospitals and their affiliated physicians are integral components of the delivery
of health services to members and play a critical role in the delivery of care to members. For many

years, CalOptima Health has been providing quality driven incentive payments to its Health
Networks to drive improvement in quality outcomes and member satisfaction. Beginning January
1, 2023, CalOptima Health has established a Hospital Quality Program for its contracted hospitals
to improve quality of care to members through increased patient safety efforts and performance-
driven processes. Hospital performance measures serve to:

e Support hospital quality standards for Orange County in support of
CalOptima Health’s mission

e Provide industry benchmarks and data-driven feedback to
hospitals on their quality improvement efforts

e Recognize hospitals demonstrating quality performance

e Provide comparative information on CalOptima Health hospital performance

o Identify areas for improvement and for working collaboratively with these
hospitals to ensure the provision of quality care for CalOptima Health

members

The program launches January 1, 2023, and extends through December 31, 2027. It
includes two initiatives: Hospital Incentive Quality Pool and Hospital Reporting Incentive

Payments.
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This initiative will include the following principles:
1. Leverage publicly available, industry-standard measures from the Centers for Medicare &
Medicaid Services (CMS) and the Leapfrog Group including:
e CMS Quality
e CMS Patient Experience

e [eapfrog Hospital and Surgery Center Rating

e Leapfrog Hospital Safety Grade

2. Require contracted hospital participation in CMS quality reporting programs (hospital
inpatient, hospital outpatient, prospective payment systems-exempt cancer, or inpatient
psychiatric) or Leapfrog Group Hospital and Surgery Center Rating for measurement as
follows:

e Contracted hospitals will be assessed on CMS quality reporting programs as
reported on CMS Care Compare

e Contracted hospitals not listed on CMS Care Compare for
quality and patient experience will be assessed using the
Leapfrog Hospital and Surgery Center Rating
e Contracted hospitals not listed on either CMS Care Compare or Leapfrog Hospital
e Surgery Center Rating will not qualify for incentive payments
3. Require contracted hospital participation in [Leapfrog Hospital Safety Grade reporting
4. Allocate a maximum amount of a budget for a five-year period from 2023-2027 to fund the
hospital incentive pool. The amount that each hospital may earn will be based on their
proportion of services provided to CalOptima Health members, i.e., proportion of total bed
days. Funding will be used to reward performance and unearned incentive dollars will be
forfeited.

Incentive awards will be based on performance compared with quality thresholds and allocated
based on the sum of claims and encounter inpatient days gathered six months after the end of the
measurement period, to allow for data lag.

CalOptima Health recognizes that hospitals may not currently participate in CMS/Leapfrog public
reporting programs. To promote hospital participation, CalOptima Health will provide a ramp-up
period to allow hospitals to participate in CMS/Leapfrog reporting. During the ramp-up period,
CalOptima Health will provide hospital reporting incentive payments to eligible hospitals.
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Assess Organizational Readiness (Pre-kickoff activities)

Conduct assessment to determine organizational capacity to undertake an equity redesign

Uncover Inequities

Conduct data analysis to uncover health inequities, data gaps and inform member health needs assessment

Analyze Root Causes

Conduct root cause analysis and brainstorm potential intervention

e Interventions

itize measurable health interventions within direct influence

Design Intervention Plan

Develop intervention plan considering internal and external feedback

Seek Approval and Funding
Seek Board approval for implementation plan and secure funding allocations

Implement Intervention Plan and Track Progress

>\ Begin implementing interventions, tracking progress and revising plan as often as needed

‘Whole-Child Model

California Children’s Services (CCS) is a statewide program for children with certain serious medical
conditions. CCS provides medical care, case management, physical/occupational therapy and financial
assistance. As of July 1, 2019, through SB 586, the state requiredintegrated CCS services to-becone-
ainto CalOptima Health’s Medi-Cal managed care plan benefit:, now called Whole Child Model (WCM).
The goal of this transition and integration was to improve health care coordination by providing all
needed care (mest-CCS and non-CCS services)-under-one-entity including utilization management,
transportation, care coordination, case management and complex case management) into a managed care
plan (MCP), rather than providing CCS services separately. The Whele-Child-ModeH{WCM) services
successfully transitioned to CalOptima Health in 2019 and-will-continue-indefinitely—Underas the 5

MCP awarded this pilot program.  The HCA in Orange County; continues to have the CCS program
operate the medical eligibility determination processes, the Medical Therapy Unit and Program and CCS
service authorizations for non- CalOptima Health enrollees-wit+emain. CalOptima works closely with
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HCA-

THE COUNTY CCS OFFICE TO ALIGN PROTOCOLS AND ENSURE CONTINUITY

OF CARE FOR CCS-ELIGIBLE MEMBERS.CALIFORNIA ADVANCING AND

INNOVATING MEDI-CAL (CALAIM)
California Advancing and Innovating Medi-Cal (CalAIM) is a multiyear initiative, spanning from 2022
to 2027, by DHCS to improve the quality of life and health outcomes of our population by
implementing broad delivery system, program and payment reforms across Medi-Cal. CalOptima
health implemented CalAim on 1/1/2022 and continues to work on expanding member access to
services and supports. CalOptima’s CalAIM program was established based upon three primary goals:

CalAIM haf‘ thf%e pﬁ‘maqu conde

1. 1Identifyldentification and manasemanagement of member risk and need
through whole person care approaches and addressing social determinants of
health.

2. MeveMedi-CalteDevelopment of a mere-consistent and seamless systen
byredueingdelivery of care and services through reduction of complexity
and inereasing-flexibilityincrease inflexibility.

3. Impreve-gualitylmproved outcomes, redueereduction of health disparities,
andé-m%deh%elﬂy—sys{em transformation and innovation through value-
based initiatives, modernization of systems and payment reform.

Enhanced Care Management and Community Supports

Onln a phased approach since January 4;-2022, CalOptima implemented-two-CalAIM-

compeonents:Health has launched Enhanced Care Management (ECM) andas well as all 14
Community Supports. ECM provides a whole-person approach to care that addresses the
clinical and non-clmlcal c1rcumstances of hlgh-need Med1 Cal members Gemm&mty—

are 1dcnt1ﬁcd to partlcmatc in ECM services through mthcr a risk stratlﬁcatlon approach
that proactively identifies members as falling into one of the 10 DHCS identified
Populations of Focus (POF) or members who meet the DHCS eligibility criteria can be
referred in so that they can receive the services.

seMees—as—EGM—pmﬂé%Fs—t&ehgibl%pep{ﬂ-aﬂeﬂs—ECM prov1ders are respon51ble for

coordinating care with members’ existing providers and other agencies to deliver the following
seven core service components:
1. Outreach and Engagement
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Comprehensive Assessment and Care Management Plan

Enhanced Coordination of Care

Health Promotion

Comprehensive Transitional Care

Member and Family Supports

Coordination of and Referral to Community and Social Support Services

Nk wbd

HHP-and-WPRCserviceproviders-will-eontinneCalOptima Health has partnered with several

local Community Based Organizations to provide serviees-underthe 14 Community Supports
as-CalOptima-works-to expand-itsnetwork-ofour members in a medically appropriate, cost-
effective manner. Commumty Supports pfewder&&}aﬁm&th&expefﬁs&an&eapaeﬁyare
alternatives to prev e mbers-eligi
@emmuﬂwSemees%emﬁeﬂtcovered services whlch are provided to pamelpat%aﬂdr
reeeive-serviees-reduce or avoid admissions to a hospital or skilled nursing facility admission,
emergency department visits, and discharge delays.

The 14 Community Suppert-services-inchade-the folowingSupports are:
Housing Transition Navigation Services

Housing Deposits

Housing Tenancy and Sustaining Services

Short-Term Post-Hospitalization Housing

Recuperative Care (Medical Respite)

Respite Services

Day Habilitation Programs

Nursing Facility Transition/Diversion to Assisted Living Facilities-

Community Transition Services/Nursing Facility Transition to a Home

0. Personal Care and Homemaker Services

1. Environmental Accessibility Adaptations (Home Modifications) includes Personal
Emergency Response Systems (PERS)

2SS0 XNANRE WD

12. Medically Tailored Meals/Medically Supportive Foods
13. Sobering Centers
14. Asthma Remediation

authorlzatlon% for ECM and Communlty Supports are requested through the CalOptlma Connect
Portal and are managed by CalOptima’s LTSS CalAIM team to determine eligibility

OneCare Connect

The OneCare Connect Cal MediConnect Plan (Medicare-Medicaid Plan) was launched in 2015

for people who qualify for both Medicare and Medi-Cal. The OneCare Connect (OCC)
program, as part of Cal MediConnect, a demonstration program operating in seven counties
throughout California was discontinued 12/31/2022 and all members were bridged into
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OneCare ensuring continuity of care for their existing services:
‘ ng . gation-S wes
" Housi € T f . .
3—Reenperative-Care

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

In 2013, CalOptima swiHealth launched the PACE program that provides coordinated and
integrated health care services to frail elders to help them continue to-assess-the-needs-the-
members-and-coHaberate-with-living independently in the community-stakeholdersto-add-new-
Community Supports.

To be a CalOptima Health PACE participant, members must be at least 55 years old, live in
Orange County and be determined to be:
e Fligible for nursing facility services by the State of California.

e Able to live safely at home or in a community setting with proper support.

e Able to receive all non-emergent services within the CalOptima Health network.

Scope of Services

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, dietitians, 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 participants.2021-22-
a ntima O ni Neo 0 NI D3 afo

PACE participants must receive all needed services — other than emergency care — from
CalOptima Health PACE providers and are personally responsible for any unauthorized or
out-of-network services.

CalOptima Health’s Utilization Management team is the designated lead for

administrative and nursing clinical review functions for PACE program inpatient
admissions and works directly with the IDT for clinical determinations and transition

coordination.
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Pharmacy Administration Changes

Effective January 1, 2022, DHCS carved out the outpatient pharmacy benefit for Medi-
Cal beneficiaries from managed care plans and moved it to a state fee-for-service program
(Medi-Cal Rx). Outpatient pharmacy claims processing/prior authorizations, formulary
administration and pharmacy-related grievances will-beare the responsibility of Medi-Cal

Rx. CalOptima Health Pharmacy Management staff continue to assist members with

medication-related access issues. CalOptima Health-retained responsibilities witto

include physician-administered drug claims processing/prior authorizations, pharmacy
care coordination, clinical aspects of pharmacy adherence, disease and medication
management, and participation on the Medi-Cal Global Drug Utilization Review (DUR)
Board. This change is for the Medi-Cal program only and does not affect OneCares-
OneCareConneet or PACE.

PHM-Strategy aims to ensure the care and services provided to our members are delivered
in a whole-person-centered, safe, effective, timely, efficient, and equitable manner across
the entire health care continuum and life span.-

The PHM Program integrates physical health, behavioral health, LTSS, care coordination and
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complex case management to improve coordination of care between health care departments.
The PHM includes basic population health management, care management, complex care
management, ECM, and transitional care services.

CalOptima Health’s PHM Program address the following four key strategies:

1. Keeping members healthy

2. Managing members with emerging risks
3. Considering patient safety or outcomes across settings
4. Managing multiple chronic conditions
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PHM Framework outlines three key components for operationalizing the program:
gathering information, understanding risk, and providing services.

PHM Framework

Gathering Understanding
Member Risk
Information

Providing Services
and Supports

= Basic Population
Health Management
o Everyone in the
Medi-Cal population
= Care Management

= Risk Stratification

= Initial Screening and Segmentation
o HIFfMET = Risk Tiering

= Claims/Encounters = Assessment &

JOther Data Reassessment for

Care Management o ECM

o Complex Care
Coordination
o Disease
Management
[Health Education
+ Transitional Care
Services (as needed)

The goals of the PHM program are to establish:

e Trust and meaningful engagement with members

e Data-driven risk stratification and predictive analytics to address gaps in care
e Revisions to standardize assessment processes
[ ]

Care management services for all high-risk members
e Robust transitional care services (TCS)

e Effective strategies to address health disparities, Social Determinants of
Health (SDOH) and upstream drivers of health

e Interventions to support health and wellness for all members

CalOptima Health analyzes the PHM Program annually and uses key performance indicators, such
as Primary Care, ambulatory care, ED visit and inpatient utilization and quality measures, such as
HEDIS, to measure the effectiveness of the PHM Program.
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CalOptima Health Direct Network and Health Network Entities

Direct Network and Contracted Health Networks/Centracted Network Providers Entities
Providers have several options for participating in CalOptima’sCalOptima Health’s programs
providing health care to CalOptima Health members. Providers can participate through
CalOptima Health Direct-Administration-and/ (COD) network or through a Health Network

(HN).

CalOptima Health members can choose a Primary Care Provider (PCP) in CalOptima’s
Community Network (CCN) andlorcentractwith-a-CalOptima-health-netwerk(HMN)—
CalOptima-members-ean-choese-CEN-or one of 12 HNs, representing more than 10,000

practitioners._CalOptima members that do not choose a PCP are provisionally assigned to

CalOptima’s Direct Administrative network for forty-five (45) days until they choose a HN and
PCP.

CalOptima Health Direct (COD)

CalOptima Health Direct (COD)
CalOptima—Direet_network is composed of two elements: CalOptima Health
Direct-_Administrative (COD-A) and the CalOptima Health Community
Network- (CCN).

»—CalOptima Direct-Administrative (COD-A)
o CalOptimalealth Direct-Administrative (COD-A) is a self-directed program administered

by CalOptima Health to serve Medi-Cal members in special situations, including dual-
eligibles (those with both Medicare and Medi-Cal who elect not to participate in
CalOptima’s-OneCare-Conneet-orCalOptima Health’s OneCare programs), share of cost
members, newly eligible members transitioning to a HN from CCN, and members residing
outside of Orange County.

»—CalOptima Health Community Network (CCN)

®  TFheCalOptima-Community Network-provides doctors with an alternate path to contract

directly with CalOptima Health to serve our members. CCN is administered directly by
CalOptima Health and available for HN eligible members-to-seleet, supplementing the
existing HN delivery model and creating additional capacity for access_for certain
covered services that are not the financial risk of the HN.

CalOptima Health Contracted Health Networks
CalOptima Health has contracts with HNs that are delegated HNsto perform certain
clinical and administrative functions on behalf of CalOptima Health through a variety of
risk models to provide care to members. The following contract risk models are currently
in place with HNs:

e Health Maintenance Organization (HMO)

e Physician/Hospital Consortia (PHC)

e Shared-Risk Group (SRG)

Through our delegated HNs, CalOptima Health members have access to 1,500293
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primary care providers (PCPs), mere-than-8,900160 specialists, 4145 hospitals, 34

Community Health Centers clinics and 9998 long-term care facilities.

Provider Network Data (as of January 31, 2023)

Number of Providers
Primary Care Providers 1,293
Specialists 8,160
Pharmacies 565
Acute and Rehab Hospitals bs 45
Community Health Centers 34
Long-Term Care Facilities 98

CalOptima Health contracts with the following HNs benefit programs:

. OneCar

Health Network/Delegate Medi-Cal e
AltaMed Health Services- SRG SRG
AMVI/Prospect Medical Group SRG
AMVI Care Health-
NetworkMedical Group PHC PHC
Arta — Optum Care Network—

SRG SRG
CHOC Health Alliance- PHC
Family Choice Medical Group PHE SRG
Family Choice Health Services HMO
HPN- — Regal Medical Group- HMO HMO
Kaiser Permanente HMO
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Monarch — Optum Care Network-

: HMO HMO
Noble Mid-Orange County SRG SRG
Prospect Health-PlanMedical HMO HMO
Group

mf Optum Care Network— SRG SRG
United Care Medical Group SRG SRG

Upon successful completion of readiness reviews and audits, the HNs may be delegated for

clinical and administrative functions, which may include:

o Utilization management-

e Basic and complex case management-

e Claims-

e Contracting and Provider Network development

e Provider Relations

¢ Credentialing of practitioners

+—Customer services

o Membership membership Demographics

Back to Agenda
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[#. CalOptima

Better. Together. Fast Facts: January 2022

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

Membership Data from November 30, 2021, Financial Information

Program Members
Medi-Cal* 849,616

Total Cal i .
el aitniing OneCare Connect 14,877

Membership

rEneCare{HMO-SNPY 2074
8 67 y I 82 Program of All-Inclusive Care for the Elderly (PACE) 415

Note: Fiscal Year 2021-22 Membership Data began on July 1, 2021.
* Based on unaudited financial report and includes prior year adjustment

Member Age (All Programs) Languages Spoken (All Programs) Medi-Cal Aid Categories

10% Oto5 59%  English 41%  Temporary Assistance for Needy Families
27% 6to18 26%  Spanish 35%  Expansion
19 to 44 Viethamese Optional Targeted Low-Income Children
18% 45to 64 2%  Other 9%  Seniors
12% 65+ 1%  Korean 5%  People with Disabilities
1%  Farsi <1% Long-Term Care
<1%  Chinese <1%  Other

<1%  Arabic

UTILIZATION MANAGEMENT PROGRAM

YM-Purpose

The purpose of the Utilization Management (UM) Program Deseription-is to define
CalOptima’sthe oversight and delivery of CalOptima Health’s structure-and, clinical
processes-for-, and programmatlc approach to reV1eW ef—health care serv1ces treatment,
and supplies, i v
deliverand provide quahty, coordlnated health care services to CalOptlma Health
members. AH-The Utilization Management Program includes review and analysis of
utilization trends including identification of under and over-utilization to determine
members are receiving appropriate services-are-designed-to. All health care services serve
the culturally diverse needs of the CalOptima Health population and are delivered at the
appropriate level of care, in an effective, eost-effective-and timely manner by delegated
and non-delegated providers.
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UM Scope

The scope of the UM Program is comprehensive and applies to all eligible members across
all product types, age categories and range of diagnoses- within CalOptima Health’s
membership. Additionally, the scope of the UM program is to oversee continuity of care and
access to appropriate services, providers and care settings. The UM Program incorporates
physical and behavioral health, pharmacy services, and-post-stabilizationeare-aeress-allong
term care settingsand long-term services and supports. This includes preventive, emergency,
primary, specialty, home- and community-based services, as well as acute, subacute, short-
term and long-term facility and ancillary care services.

UM PROCESS

The UM process includes but is not limited to the following program components:
referral/prior authorization, inpatient and concurrent review, post-stabilization services
ambulatory care review, retrospective review, discharge planning. care coordination and

second opinions. All requests are reviewed against hierarchical guideline criteria and
approved services must meet medical necessity criteria. The clinical decision process

initiates upon receipt of a treatment authorization request. Request types include
authorization of specialty services, second opinions, outpatient services, ancillary services,
post-stabilization inpatient services, or scheduled inpatient services. The process is
complete when the requesting practitioner and member (when applicable) have been
notified of the determination.

UM policies and processes serve as integral components in preventing, detecting, and
responding to utilization trends and opportunities as well as identifying potential fraud and
abuse among practitioners and members. The UM department works closely with the
Compliance Officer and the Fraud, Waste and Abuse Unit to resolve any potential issues that

may be identified. All UM team members and oversight committees sign an annual attestation
and are expected to abide by and uphold, CalOptima’s policy for ensuring all medical

decisions are made based within regulatory requirements and are not unduly influenced by
financial considerations.

CalOptima Health provides Continuity of Care services up to 12 months to requesting
member’s primary care providers, specialists and some ancillary providers for Medi-Cal

beneficiaries transitioning to CalOptima Health or transitioning from a Managed Care
Plan with contracts expiring to CalOptima or a Health Network.

UM Program Goals

The goal of the UM Program is to manage appropriate utilization of medically necessary,
covered services and to ensure access to quality and cost-effective health care for
CalOptima Health members. This includes but is not limited to:

o AssistAssisting in the coordination of medically necessary medicat-and-
behavioralphysical health-care-, behavioral health, Long-Term Services and
Supports (LTSS). Long Term Care (LTC) and pharmacy services in accordance
with benefit and clinical criteria and hierarchy, state and federal laws, regulations,
contract requirements, NCQA standards and other evidence-based clinical
criteria.

e EsnhaneeEnhancing the quality of care for members by promoting coordination
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and continuity of care and service, especially during member transitions
between different levels of care.

e ProvideProviding a mechanism to address concerns about access, availability and timeliness of
care.

o Clearly defiredefining staff responsibility for activities regarding decisions based on
medical necessity including non-clinical, clinical and Medical Director staff roles and
responsibilities.

e EstablishEstablishing and maintainmaintaining processes used to review medical and
behavioral health care and pharmacy service requests, including timely notification
to members and/or providers of appeal rights when an adverse determination is
made based on medical necessity and/or benefit coverage.

o Identifyldentifying and refer-high-needreferring members to Care Coordination
Case Managementprograms;-inehiding, Complex and-Enhanced-Case Management;
and Enhanced Care Management programs, LTSS, Behavioral Health and/or
Population Health Management services, as appropriate.

e PrometePromoting a high level of member, practitioner and stakeholder satisfaction.

e ProteetProtecting the confidentiality of memberprotectedmembers health information-and ether
personal information.

o Identifyldentifying and repestreporting potential quality of care issues (PQIs)
and Provider Preventable Conditions (PPCs) and refer them to the Quality
Improvement (QI) department for further action.

o ldentifyldentifying and address over- and underutilization of services.

e Moeniter Monitoring utilization practice patterns of practitioners to identify variations from the
standard practice that may indicate need for additional education or support.-

e PrometePromoting improved member health—and—well-beingoutcomes by

coordinating services with appropriate county/state sponsored programs such

as In-Home Supportive Services (IHSS), and County Specialty Mental Health.

duecatc—monitora

o The LTSS team works collaboratively with CalOptima Health’s HN’s to
coordinate care for complex discharge needs and CalAIM services.

e Provide continuous identification of UM staffstaffing needs; including clinical
non-clinical and apprepriate-training-deliveredmedical directors to address thesethe
needs of the members we serve.

e Provide continuous training for competency, as well as ensure staff are well versed
in UM processes, regulatory requirement changes and workflow/process changes
within the department.-

UM Program Structure

The CalOptima Health UM Program is designed to work eelaberativelyin alignment with
delegated entities, inehudingbutfor optimal health outcomes and includes but is not limited
to, physicians, hospitals, health care delivery organizations, and ancillary service providers
in the community #n-an-effert-to ensure that the member receives appropriate, cost-efficient,
quality-based health care.

The UM Program is reviewed-and, evaluated and revised as needed for effectiveness and compliance with
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the standards of CMS, DHCS, California Department of Aging (CDA), NCQA and estabhshed best
practice standards/ internal benchmarks at least annually.
appropriate—The structure of the UM Program is designed to promote orgamzatlonal accountablhty and

responsibility in the identification, evaluation, and appropriate utilization of health care services delivered

by the CalOptima health-care-deliveryHealth’s network.

_Additionally, the program structure is designed to enhance communication and collaboration
on UM issues that affect delegated entities and multiple disciplines within the organization.
The organization chart and the UM Program reflect the Board of Directors as the governing
body, identifies senior management responsibilities, as well as committee reporting structure
and lines of authority. Position job descriptions and policies and procedures define associated
responsibilities and accountability. The composition and functions of the Utilization
Management Committee (UMC) and Quality Improvement Committee (QIC), which serve as
the oversight committees for UM functions, are contained and delineated in the committee’s
charters.

The UM Program is overseen by the Chief Medical Officer and evaluated on an ongoing basis
for efficacy and appropriateness of content by the Medical Management and Quality
leadership team that may include but is not limited to the Deputy Chief Medical Officer;
Medical Director(s) of UM; Behavioral Health Medical Director; Executive Director of
Behavioral Health Integration; Executive Director, Clinical Operations; UMC; and QIC.-

Delegation of UM functions
CalOptima Health delegates UM activities for a portion of the CalOptima membership to

entitiesHealth Networks that demonstrate the ability to meet EalOptima’sCalOptima Health’s
standards, as outlined in the UM Program Description and CalOptima Health policies and

procedures %eg&&em%éeperﬂeﬂ%&pe&m%ﬁauewmgﬁaﬁm

CalOptima Health retains accountabilities for all delegated functions and services, and
monitors the performance of the delegated entity through the following processes:

e Frequent reporting of key performance metrics that are required and/or developed
by CalOptima’sCalOptima Health’s Audit & Oversight department, Utilization-
Management and reported to the Delegation Oversight Committee-UMC) and/or
Quality Improvement Committee (QIC).

o  Regular Annual and ad-hoc audits of delegated HNs” UM activities by
theCalOptima Health’s Audit & Oversight department to ensure accurate and
timely completion of delegated activities. Annual or more frequent evaluation
to determine whether the delegated activities are being carried out according to
DHCS, Centers for Medicare & Medicaid Services (CMS), NCQA, and
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CalOptima Health standards and program requirements.

e Annual approval of the delegate’s UM Program (or portions of the program that
are delegated); as well as any significant program changes that occur during the
contract year.

In the event the delegated provider does not adequately perform contractually specified
delegated duties, CalOptima Health takes further action, including increasing the
frequency or number of focused audits, requiring the delegate to implement corrective
actions, imposing sanctions, capitation review, or de- delegation.

LONG-TERM SUPPORT SERVICES -(L'TSS)

CalOptima Health ensures LTSS services are available to members who have health care
needs and meet the program eligibility criteria and guidelines. The LTSS program includes
both institutional and community- based nursing and sub-acute facility services- for both adults

and pediatrics. CalOptima Health’s LTSS department monitors and reviews the quality and
outcomes of services provided to members in both settings.

semef&aﬁd—peepel—m&fdﬂabﬁ&}e&CalOpnma LTSS momtors %h%level&eﬁmember aeeess-
tes-utilization, level of; access and satisfaction with the-program;-as-well-as-itsrole-

#mCommunity Based Adult Services (CBAS) and Multipurpose Senior Services Programs

1MSSP) focusmg on dlvertlng members from mstltutlonahzatlon%&l@pﬁﬁ%eva%&a%e&
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Behavioral Health Services

Medi-Cal
CalOptima Health offers outpatient mental health services to Medi-Cal members with mild to
moderate 1mpa1rment of mental emotlonal or behav1oral functlomng, F&&H-l-t—l—ﬂ-g—ﬁ‘@m—d—m&ﬂ&ﬂ—h&&-l{h—

iserders—Services

mclude but are not limited to 1nd1v1dua1, fa 1ly and group psychotherapy, psychlatnc consultation,
medication management, and psychological testing when clinically indicated to evaluate a mental
health condition. CalOptima Health also covers Aleohel Misuse-Sereeningalcohol and Counseling-
AMSC)servieesdrug use screening, assessment, brief interventions, and referral to treatment

(SABIRT) provided to members +811 years and older-in-the primary-care-setting, including
pregnant women by providers within their scope of practice.

CalOptima Health covers medically necessary behavioral health treatment (BHT) for
members 20 years and younger under Early and Periodic Screening, Diagnostic and
Treatment (EPSDT). BHT services include applied behavior analysis (ABA) and a
variety of other behavioral interventions that have been identified as evidence-based
approaches that prevent or minimize the adverse effects of behaviors that interfere with
learning and social interaction.-

CalOptima does not require members, or their practitioners undergo triage and referral when
seeking information about or approval of BH services. Most mental health services do not
require a physician referral. Members may access mental health services by calling the
CalOptima Health Behavioral Health Line at 855-877-3885. A CalOptima Health
representative will conduct a brief mental-health-telephonic screening: to determine the
reason for the call and the assistance needed. Mental health screenings are conducted by
CalOptima Health’s Behavioral Health Integration licensed clinicians using the most recent
DHCS approved screening tool. The screening is used to make an initial determination of
the member’s impairment level- due to a mental health condition. If the member has mild to
moderate impairments, the member will be offered behavioral health praetitioners-providers
within the CalOptima previderHealth network. If the member has significant to severe
impairments, the member will be referred to Specialty Mental Health Services (SMHS)
through the Orange County Mental Health Plan (OCMHP) managed by the Orange County
Health Care Agency.

CalOptima Health directly manages all administrative functions of the Medi-Cal behavioral
health benefits including UM, claims, provider network credentialing, member services and

QL

One Care (OC-and-O€C)

CalOptima Health offers the following mental health services to OC and-OEC-members:
* = Inpatient psychiatric hospitalization
» Intensive outpatient program (IOP) and partial hospitalization program (PHP)

¢ I Outpatient mental-health-eare-ineluding butnethimitedte-individual and group
psychotherapy;
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Outpatient medication managementﬂssyehelegxeal
Psychological testing; 5
program-{(PHP)-

¢ »—Opioid Treatment Program (OTP) services-

¢ Electro Convulsive Therapy (ECT)

¢  Transcranial Magnetic Stimulation (TMS)
¢ Alcohol and drug use screening, assessment, brief interventions, and referral to treatment (SABIRT)

Most mental health services do not require a physician referral. Members may access mental
health services by calling the CalOptima Health Behavioral Health Line at 855-877-3885. A
CalOptima Health representative will conduct a brief mental-health-telephonic screening- to
determine the reason for the call and the assistance needed. Mental health screenings are
conducted by CalOptima Health’s Behavioral Health Integration licensed clinicians using the
most recent approved screening tool. The screening is to make an initial determination of the
member’s impairment level. If the member has mild to moderate impairments due to a mental
health condition, the member will be offered behavioral health practitioners within the
CalOptima Health provider network If the member has s1gn1ﬁcant to severe impairments, the
member will be referred to (SMHS)Speeta al-Hea ees through the Orange-
GGHHFy—M%HBJ:—H%d#h—P—I-dﬂOCMHP

CalOptima Health directly manages all administrative functions of the OC and-OCC-
behavioral health benefits including UM, claims, provider network credentialing, member
services and QI.

AGTHORITY-BOARDS-OF-DIRECTORS-COMMITTEES;AND-
RESPONSIBILITIES

AUTHORITY, BOARDS OF DIRECTORS’ COMMITTEES, AND
RESPONSIBILITIES

Board of Directors

Fhe-CalOptima Health’s Board of Directors has ultimate accountability and responsibility
for overseeing the quality of care and service provided to CalOptima Health members. The
responsibility to oversee the UM Program is delegated by the Board of Directors to the
Board’s Quality Assurance Committee (QAC) — which oversees the functions of the QI
Committee described in CalOptima’sCalOptima Health’s state and federal contracts — and
to CalOptima’sCalOptima Health’s Chief Executive Officer (CEO), as described below._

The Board holds the CEO and the Chief Medical Officer (CMO) accountable and responsible for the
quality of care and servieeservices provided to members. The Board ensures 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 UM
Program annually.
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The responsibility for the direction and management of the UM Program has been delegated to the
CMO. Before coming to the Board of Directors for approval, the UM Program is reviewed and
approved by the UMC, the QIC and the QAC on an annual basis.

CalOptima Health 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’sCalOptima Health’s Board meetings are open to the public.-

Board of Directors’ Quality Assurance Committee
The Board of Directors appoints the QAC to conduct annual evaluation, provide strategic direction, and make
recommendations to the Board regarding the overall QI Program. QAC routinely receives progress reports from the
QIC describing improvement actions taken, progress in meeting objectives, and
quality performance results. The QAC also makes recommendations to the Board for annual
approval with modifications and appropriate resource allocations of the QI Program-a+

>

Member Advisory Committee-

The Member Advisory Committee (MAC) has 15 voting members, each seat represents a
constituency served by CalOptima Health. The MAC ensures that CalOptima_Health
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, and preventive services. The MAC meets on a bi-monthly
basis and reports directly to the CalOptima Health Board of Directors. MAC meetings are
open to the public.

The MAC membership has representatives from the following constituencies:
Adult Beneficiaries

Children

Consumer

Family Support

Foster Children

Long-Term Care Representative

Medi-Cal Beneficiaries

Medical Safety Net Representative

Orange County Health Care Agency (standing seat))
Orange County Social Services Agency (standing seat})
People with Disabilities

Behavioral/Mental Health Representative

People with Special Needs

Recipients of CalWORKs
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Seniors_

Provider Advisory Committee

The Provider Advisory Committee (PAC) was established in 1995 by the CalOptima
Health Board of Directors to advise the Board on issues impacting the CalOptima Health
provider community. PAC members represent a broad provider community that serves

CalOptima Health members. The PAC hast5-membersH4-of wheom-serve three-year
i . limitsal o . FHCA whic]
maintains-a-standine seat—PAC meets at least quarterly and is open to the public. The +5-

seatsmembers include:

Health networks-

Hospitals-

Physicians-(threeseats)

Nurse-

Allied health services{two-seats)
Community health centers-

Health Care Agency (HCA-(onestandingseat)
LTSS (LTC facilities and CBAS)-(ene-seat)
Non-physician medical practitioner-
Traditional safety net provider
Behavioral/mental health-

Pharmacy-
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Whole-Child Model Family Advisory Committee

Whole-Child Model Family Advisory Committee (WCM FAC) has been required by the
state as part of California Children’s Services (CCS) when it became a Medi-Cal managed
care plan benefit. The WCM FAC provides advice and recommendations to the Board and
staff on issues concerning the WCM program, serves as a liaison between interested
parties and the Board, and assists the Board and staff in obtaining public opinion on issues
relating to CalOptima’sCalOptima Health’s WCM program. The committee can initiate
recommendations on issues for study and facilitate community outreach.-

FheMembers of WCM FAC hasH-voting-seats:include-
e Family representatives:-seven-seats

o Authorized representatives, which includes parents, foster parents
and caregivers of a CalOptima Health member who is a current
recipient of CCS services; or

o CalOptima Health members ageages 18-21 who are current recipients of CCS
services; or

o Current CalOptima Health members over the age of 21 who transitioned from CCS
services.

e Interests of children representatives:-fouseats
o Community-based organizations; or
o Consumer advocates

Rote-of
CalOptima Health Officers-for UM Program
CalOptima’s-Chief Medical Officer (CMO:;), Chairperson of the Utilization Management Committee
(UMC:;), Executive Director of Clinical Operations, and/or any designee as assigned by €alOptima’s-
CalOptima Health’s Chief Executive Officer (CEO) are the senior exeeutivesleaders responsible for
implementing the UM Program, including appropriate use of health care resources, medical and behavioral
health QI, medical and behavioral health utilization review and authorization, case management, PHM and
health education program implementations.

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 QI Committee (QIC) satisfies all remaining requirements
of the QI Program, as specified in the state and federal contracts.

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

Chief Medical Officer (CMO) oversees strategies, programs, policies and procedures as
they relate to CalOptima’sCalOptima Health’s quality and safety of clinical care delivered
to members. 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, oversees the strategies,
programs, policies and procedures as they relate to CalOptima’sCalOptima Health’s
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medical care delivery system. The DCMO and CMO oversee Quality Analytics (QA),
Quality Improvement (QI), Utilization Management (UM), Case Management (CM),
Population Health Management (PHM), Pharmacy Management (PM), Behavioral Health
Integration (BHI), Long-Term Support Services (LTSS) and Enterprise Analytics (EA).

Executive Director, Clinical Operations (EDCO) is responsible for oversight of all
operational aspects of key Medical Affairs functions including the UM, Care Coordination,
Complex Case Management, and Managed LTSS (MLTSS) programs, along with all new
program implementations related to initiatives in these areas. The EDCO serves as a
member of the executive team, and, with the CMO, DCMO and the ED of Quality and
Population Health Management (Q&PHM), makes certain that Medical Affairs is aligned
with CalOptima’sCalOptima Health’s strategic and operational priorities. This position is a
key leader within the health plan and has the accountability to lead the areas assigned to
next level capabilities and operational efficiencies consistent with CalOptima’sCalOptima
Health’s strategic plan, goals and objectives. The EDCO is expected to anticipate,
continuously improve, communicate, and leverage resources, as well as balance achieving
set accountabilities within constraints of limited resources. Executive Director, Behavioral
Health Integration (ED of BHI) is responsible for the management and oversight of
CalOptima’s Behavioral Health Integration department, along with new implementation
related to state and county behavioral health initiatives. The ED of BHI strategies for
integrating behavioral health across the health care delivery system and populations served.

Executive Director, Quality-& Population Health Management (ED e£Q&PHM) is-

responstbletor-facititatineoy crsees the compamawide-QH2roeram-deploymentdei-ine-
pee?efm&ﬂec—fesu—&s—m—Hea—L&he&f&EPfeeH*eﬁess—D&m cvclopmen t and {-&Fefmaﬂeﬂ—Sel—

a%arhighﬁeffefmmg mplemen‘[anon of eompany w1de Populatlon Health Management
strategy to improve member experience, promote optimal health plan-with-

NEQA-outcomes, ensure efficient care and improve health equity. The ED efQ&PHM
serves as a member of the executive team, and with the CMO, DCMO and EDB-efExecutive
Director, Clinical Operations, supports efforts to promote adherence to established quality
improvement strategies and integratingintegrate behavioral health across the health-eare-
delivery system and populations served. The Director of Population Health Management
reports to the ED PHM.

Physical and Behavioral Health Medical Directors_(hereinafter referred to "Medical Directors”)
have primary assigned roles but may provide coverage and back up to other specialties as needed.
All medical directors are appointed by the CMO and/or DCMO and are responsible to adhere to
and oversee the direction of the UM Program and objectives, as well as evaluation of the UM
Program.-

e The medical director who oversees UM ensures quality medical service
delivery to members managed directly by CalOptima Health and is responsible
for medical direction and clinical decision making in UM. The medical director
ensures that an appropriately licensed professional conducts reviews on cases
that do not meet medical necessity and uses evidence-based review
criteria/guidelines for any potential adverse determinations of care and/or
service, as well as monitors documentation for adequacy. In collaboration with
the CMO and/or DCMO, the medical director also provides supervisory
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oversight and administration of the UM Program and oversees the UM
activities and clinical decisions of staff that work in concurrent, prospective
and retrospective medical management activities, monitors for documentation
adequacy, and works with the clinical staff that support the UM process. The
medical director provides clinical education and in-service training to staff,
presenting key topics on clinical pathways and treatments relating to actual
cases being worked in UM, as well as educates on industry trends and
community standards in the clinical setting. The medical director of UM
ensures physician availability to staff during normal business hours and on-call
after hours. Also serves as the Chair of the UMC and the Benefit Management
Subcommittee, facilitates the biweekly UM Workgroup meetings and
participates in the CalOptima Health Medical Directors Forum and QIC.

e The medical director who oversees the behavioral health program is a
participating member of the UMC, QIC and CPRC. The medical director
provides consultation and oversight to the UM Program, including guidance on
criteria review and development to ensure parity. The medical director is also
the chair of the Pharmacy & Therapeutics committee (P&T). The medical
director supports the behavioral health aspects of the UM Program. The medical
director also provides leadership and program development expertise-in the
creations-expansion and/or improvement of services and systems ensuring the
integration of physical and BH care services for CalOptima Health members.
Clinical oversight is also provided for BH benefits and services provided to
members. The medical director works closely with all departments to ensure
appropriate access and coordination of behavioral health care services, improves
member and provider satisfaction with services and ensures quality BH

outcomes. it : ical-di sy i i

e The medical director who oversees specialty programs and services is a key
member of the medical management team and is responsible for the Medi-Medi
programs, MLTSS programs, and Case Management programs. The medical
director provides physician leadership in the Medical Affairs division, including
acting as liaison to other CalOptima Health operational and support
departments, including PHM, disease management and health education
programs, while also providing clinical quality oversight of the Program of All-
Inclusive Care for the Elderly (PACE) Center._

Director, Utilization Management is responsible for the planning, organization,
implementation and evaluation of all activities and personnel engaged in UM departmental
operations. This position provides leadership and direction to the UM department to ensure
compliance with all local, state and federal regulations, that accreditation standards are
current, and all policies and procedures meet current requirements. The incumbent will have
oversight of CalOptima’sCalOptima Health’s UM Program for CalOptima Health
Community Network, CalOptima Health Direct and the delegated HNs. The Director is
expected to serve as a liaison for various internal and external committees, workgroups and
operational meetings.—
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Director, Behavioral Health ServicesIntegration is responsible for the planning,
organization monitoring, and evaluation of all activities and personnel engaged in the BH
UM Pregramoperations. The director tracks, analyzes-and-reportsto-sentorstatf-on changes
in the behavioral health care delivery environment and program opportunities affecting or
available to assist CalOptima Health in integrating physical and BH care services. The-

director-isresponsible-forThis position provides leadership and direction to the day-to-day-
medieal-autherization-assistants-whe-suppertall- BH UM funetions-team to ensure

compliance with all local, state and federal regulations, that accreditation standards are
current, and all policies and procedures meet current requirements. This position plays a key
leadership role in coordinating with all levels of CalOptima Health staff, including the
Board of Directors, executive staff, members, providers, HN management, state and federal
officials, and representatives of other agencies.

Director, Quality Improvement is responsible for assigned day-to day operations of the QI
department, including Credentialing, Facility Site Reviews; for both physical and behavioral
health (including onsite visits and process evaluation), Physical Accessibility Compliance and
working with the ED of Q&PHM to oversee the QI Program and maintain NCQA
accreditation. This position is also responsible for implementation of the QI Program and QI
Work Plan implementation.

Director, Quality Analytics provides data 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. This position provides
coordination and support to the QIC and other committees to support compliance with
regulatory and accreditation agencies.

Director, Population Health Management provides direction for program development
and implementation for agencywide population health initiatives while ensuring linkages
supporting a whole-_person perspective to health and health care with Case Management,
UMC, Pharmacy and BHI. This position provides direct care coordination and health
education for members participating in non- delegated health programs, such as Perinatal
Support Services (Bright Steps) and Childhood Obesity Prevention Program (Shape Your
Life). Also, supports the MOC implementation for members. Reports program progress
and effectiveness to QIC and other committees to support compliance with regulatory and
accreditation agency requirements.

Director, Audit & Oversight oversees and conducts independent performance audits of
CalOptima Health operations, Pharmacy Benefits Manager (PBM) operations and SRG
delegated functions with an emphasis on efficiency and effectiveness and in accordance with
state/federal requirements, CalOptima Health policies, and industry best practices. The
director ensures that CalOptima Health and subcontracted HNs perform consistently with
both CMS and state requirements for all programs. Specifically, the director leads the
department in developing audit protocols for all internal and delegated functions to ensure
adequate performance relative to both quality and timeliness. Additionally, the director is
responsible to ensure the implementation of strategic and tactical direction to improve the
efficiency and effectiveness of internal processes and controls, as well as delegated
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functions. The position interacts with the Board of Directors, CalOptima Health executives,
departmental management, HN management and legal counsel.
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UM Staffing Resources

CalOptima Health uses appropriate licensed health care professionals to process and/or supervise UM
activities. The following UM Program roles

e provide day-to-day supervision of assigned UM staff,

e Participate in staff training.

e Monitor for consistent application of UM criteria by UM staff, for each level and type of UM

decision.
e Monitor documentation for adequacy.
e Are available to UM staff on site or by telephone.

Manager, Utilization Management RN/LLVN (Concurrent Review [CCR]) manages the day-to-
day operational activities of the department to ensure staff compliance with company policies and
procedures, and regulatory and accreditation agency requirements. The manager develops,
implements and maintains processes and strategies to ensure the delivery of quality health care
services to members while establishing and maintaining collaborative working relationships with
internal and external resources to ensure appropriate support for utilization activities.

Supervisor, Utilization Management RN/LVN(CCR) provides day-to-day supervision of assigned
staff, monitors and oversees daily work activities to ensure that service standards are met, makes
recommendations regarding assignments based on assessment of workload. The supervisor is a
resource to the CCR staff regarding CalOptima Health policies and procedures, as well as regulatory
and accreditation requirements governing inpatient concurrent review and authorization processing,
while providing ongoing monitoring and development of staff through training activities. The
supervisor also monitors for documentation adequacy, including appropriateness of clinical
documentation to make a clinical determination, and audits documentation to assure consistent
application of the appropriate clinical guideline to the member's clinical condition. Supervisory staff
are available both on-site and telephonically for all UM staff during regular business hours.

Manager, Utilization Management RN/LVN (Prior Authorization [PA]) manages the day-to-
day operational activities of the department to ensure staff compliance with CalOptima Health
policies and procedures, and regulatory and accreditation agency requirements. The manager
develops, implements and maintains processes and strategies to ensure the delivery of quality health
care services to members while establishing and maintaining collaborative working relationships
with internal and external resources in order to ensure appropriate support for utilization activities.

Supervisor, Utilization Management RN/LVN (PA) provides day-to-day supervision of assigned
staff, monitors and oversees assigned daily work activities to ensure that service standards are met.
The supervisor makes recommendations regarding assignments based on assessment of workload
and is a resource to the Prior Authorization staff — regarding CalOptima Health policies and
procedures as well as regulatory requirements governing prior and retrospective authorization
processing — while providing ongoing monitoring and development of staff through training
activities. The supervisor also monitors for documentation adequacy, including clinical
documentation to make a clinical determination, and audits documentation to assure consistent
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The following staff positions provide support for the UM department’s
organizational/operational functions and activities:

Notice of Action Medical Case Managers (RN/LVN) draft and evaluate denial letters for
adequate documentatlon and utlllzatlon of approprlate crlterlaJEhes%pesmeH&aufhPelmeal

Medical Case Managers (RN/LVN) provide inpatient and outpatient utilization review and
authorization of services in support of members. They are responsible for assessing the
medical appropriateness, quality and cost effectiveness of proposed inpatient hospital and
outpatlent medlcal/surglcal serv1ces in accordance with estabhshed evidence-based crlterla -

All potential denial and/or modifications of provider service requests are discussed with the appropriate Medical
Director, who makes the final determination.

Medical Authorization Assistants are responsible for effectiveefficient-and-courteous-
interaetioninteracting with practitioners, members, family and other customers;. Staff members
who are not qualified health care professionals are under the direetiondirect supervision of thea
licensed Case-Manager—clinician. Non-licensed team members process service requests that do
not require clinical judgement be applied.

They perform routine medical administrative tasks specific to the assigned unit and office
support functions. They alsecan administratively authorize requested-services according to
departmental guidelines—AH-potential-denial; and/ormedifications-of providerserviee

requests-are-diseussed-with under the appropriate Medieal Directorwhe-makes-the-final-
determinationoversight of UM nurse reviewers and medical directors.

Manager, Utilization Management (RN/LVN) (UM Monitoring) responsible for management of the
day-to-day monitoring of UM activities, including monitoring of UM processes of Prior Authorization
and Inpatient. Ensure that service standards are met, and operations are consistent with all regulatory
requirements, accreditation standards and CalOptima Health policies and procedures.

Monitoring Nurses — UM ( i Clinical Auditors, LVN)) prevideconducts
Page 40 of 131

Back to Agenda Back to Item



routine oversight, monitoring ef+eferrals-and speetfieauditing of internal UM initiativesactivities to
ensure compliance with UM-requirements:state, federal and accreditation standards. - Monitoring
activities include meniteringreferrals-ineludingprior authorization and inpatient and-eutpatient;-

WEM-findings-enfile reviews, addressing Correction Action Plans (CAPs)}from-beth-internal-and-
external-auditsCAPS) findings, as well as identify opportunity for process improvement when-
identified-during the monitoring process.—

Pharmacy BepartmentStaffing Resources

The following staft positions provide support for Pharmacy operations:

Director, Clinical Pharmacy develops, implements and administers all aspects of the
CalOptima Health pharmacy management program as part of the managed care system, with
closed formulary rebate programs, Drug Utilization Evaluation (DUE) and Drug Utilization
Review (DUR) programs, and oversees the day-to- day functions of the contracted
pharmacy benefit management vendor (PBM). The director is also responsible for
administration of pharmacy services delivery, and has frequent interaction with external
contacts, including local and state agencies, contracted service vendors, pharmacies and
pharmacy organizations.

Manager, Clinical Pharmacist assists the Pharmacy director and pharmacy staff with the ongoing
development and implementation of targeted drug utilization and disease state management strategies to
control costs and improve the quality and outcomes of health care provided to members enrolled in the
CalOptima Health delegated health plans and CalOptima Health Direct. Through various modalities (e.g.,
provider/plan profiling, member drug profile reviews, development and updating of drug utilization
criteria, and case- by- case intervention), the Pharmacy manager promotes clinically appropriate
prescribing practices that conform to CalOptima Health, as well as national practice guidelines and on an
ongoing basis, research, develops, and updates drug UM strategies and intervention techniques. The

_Pharmacy manager develops and implements methods to measure the results of these

programs, assists the Pharmacy director in preparing drug monographs and reports for the

Pharmacy & Therapeutics (P&T) Committee, interacts frequently and independently with

other department directors, managers, and staff, as needed to perform the duties of the

position, and has frequent interactioninteractions with external contacts, including the

pharmacy benefit managers’ clinical department staff.

Clinical Pharmacists assist the Pharmacy director and pharmacy staff with the ongoing
development and implementation of targeted drug utilization and disease state management
strategies to control costs and improve the quality and outcomes of health care provided to
members enrolled in CalOptima Health delegated health plans and CalOptima Health Direct.
Through various modalities (e.g., provider/plan profiling, member drug profile reviews,
development and updating of drug utilization criteria, and case-by-case intervention), they
promote clinically appropriate prescribing practices that conform to CalOptima Health, as
well as national, practice guideline. On an ongoing basis, research, develop, and update drug
UM strategies and intervention techniques, and develop and implement methods to measure
the results of these programs.-

They assist the Pharmacy director in preparing drug monographs and reports for the P&T_
Committee, interact frequently and independently with other department direetors;-
managers—and-staff as needed to perform the duties of the position, and have frequent
interaetioninteractions with external contacts, including the pharmacy benefit managers’
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clinical department.

Pharmacy Resident program occurs within an integrated managed care setting. The
residents are trained in the role of the pharmacist in the development and implementation of
clinical practice guidelines, formulary development, medication use management, pharmacy
benefit design, pharmacy network management, pharmacy benefit management, and drug-use
policy development. In addition, residents are trained to function as leaders in developing and
implementing pharmaceutical care plans for specific patients in an integrated health plan and
delivery system setting.

Director, Long-Term Support Services develops, manages and implements LTSS, including Long-
Term Care (LTC) facilities authorization services for room and board, CBAS and MSSP, and staff

assomated with those programs $hed#ee§eHs+espeﬂsa%l%feFeﬂs&Fmg—h+gh—q&ah{%aﬂd+espeﬂswe

Manager, Long-Term Support Services (CBAS/LTC) is-expected-to-developdevelops
and managemanages the LTSS department’s work activities and persennelteam. The
manager ensures that service standards are met, and operations are consistent with
CalOptima’sCalOptima Health’s policies and regulatory and accrediting agency
requirements to ensure high quality and responsive services for CalOptima’sCalOptima
Health’s members who are e11g1ble for and/or recelvmg LTSS —T—h&s—pesmen—mas{—hwe

Supervisor, Long-Term Support Services (CBAS/LTC) is responsible for planning,
organizing, developing and implementing the principles, programs, policies and procedures
employed in the dehvery of LTSS to members in the commumty and 1nst1tut1onahzed
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Medical Case Managers, Long-Term Support Services (MCM LTSS), are part of an
advanced specialty collaborative practice responsible for case management, care coordination
and function, providing coordination of care, and ongoing case management services for
guahﬁed CalOptlma Health members in LTC facilities and members recelvmg CBAS %ey

aﬂd—eesi—effeetweeﬁ%eemes— They pr0V1de case management ina collaboratlve process that
includes assessment, planning, implementation, coordination, monitoring and evaluation of
the member's needs. fPhesc—peﬁHeﬂs—&f&bhe—s&bjee&m&&er—aepeﬁs—aﬁd—aetThc MCM LTSS
acts as liaisons to Orange County community agencies, CBAS centers, skilled nursing
facilities, members and providers.

Program Manager, Sr., LTSS is responsible for assisting the LTSS management with the
day-to-day operations of the LTSS department.

Behavioral Health Integration Staffing Resources

The following stalf positions provide UM support-for
Manager, Behavioral Health Integration(BHD)-operations:
M—aﬂager—BelmweFakCalOptlma Health (GareMa*mgemﬂ*ﬂas%espeﬂs&bl&fe%everseemg&he

s : i ions-an i with-manages the day-to-day operational
acthltles of the BH UM team to ensure staff compllance Wlth CalOptlma pel—re}es—aﬂd—p#eeedwes—as—wel-l—

weﬂes—u%er—thc—é&eeﬂm%eeter—Behaweml—Health Seﬁ%es—Meée&l—foeete%ef—Behaﬂefal—
tespolicies and
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Supervisor, Behavioral Health, (BH) provides day-to-day supervision of assigned staff,

monitors and oversees assigned daily work activities to ensure that service standards are
met.

Medical Case Managers (BH-RN/LVN or Licensed BH Clinician) provide inpatient and
outpatient utilization review and authorization of services in support of members. They are
responsible for assessing the medical appropriateness, quality and cost effectiveness of
proposed inpatient psychiatric hospital and outpatient BH services, in accordance with
established evidence-based criteria. All potential denial and/or modifications of provider
service requests are discussed with the appropriate Medical Director, who makes the final
determination.

Care Manager (BH) provide utilization review and authorization of services in support of
members. They are responsible for assessing the medical appropriateness, quality and cost
effectiveness of proposed BH services, in accordance with established evidence-based
criteria. All potential denial and/or modifications of provider service requests are discussed

with the appropriate Medical Director, who makes the final determination.

Medical Authorization Assistants (MAA BH) are responsible for interacting with practitioners or
other customers, under the direction of the licensed Medical Case Manager and or Care Manager.
They perform routine medical administrative tasks specific to the assigned unit and office support
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functions.

Qualifications and Training

CalOptima seeks-to-reeruitHealth hires highly qualified clinical individuals with extensive
experience and expertise in UM for staff positions. Qualifications and educational requirements
are delineated in the position descriptions of the respective position.

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 descriptions:

e CalOptima Health New Employee Orientation
HIPAA and Privacy/Corporate Compliance
Use of technical equipment (phones, computers, printers, facsimile machines, etc.)
UM Program, policies/procedures, etc.

MisMedical Management information system data entry
Py A Lioots £D 1 Clritario /(i daly
PP “

Py Q 3 4P Eh Dicohalits A T

e Application of Review Criteria/Guidelines
e Appeals process

Seniors and Persons with Disabilities (SPD) awareness training
OneCare (OC) training

CalOptima Health 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—=sehcmmpeaibe budeo b o Do iiniae sdpeadons Lo oveb Lo oL
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_CalOptima Health and its delegated UtilizationReview-agentsHN UM staff do not permit or
provide compensation or anything of value to its employees, agents or contractors based on the
percentage or the amount by which a claim is reduced for payment, or the number of claims or
the cost of services for which the person has denied authorization or payment; or any other
method that encourages the rendering of an adverse determination.
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UMC-

The UM-Committee {UMC) 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 UMC is multidisciplinary and provides a comprehensive
approach to support the UM 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 UMC monitors the utilization of health care services by CalOptima_Health Direct and
through the delegated HMOs, PHCs and SRGs, to identify areas of under or over utilization
that may adversely impact member care and is responsible for the annual review and approval
of medical necessity criteria and protocols, the UM policies and procedures. The UMC
monitors and analyzes relevant data to detect and correct patterns of under or over utilization,
ensure coordination of care, ensure appropriate use of services and resources, and improve
member and practitioner satisfaction with the UM process.

The UMC meets at least quarterly and coordinates an annual review and revision of the UM
Program Description, as well as reviews and approves the Annual UM Program Evaluation.

Before going to the Board of Directors for approval, the documents are reviewed and approved
by the QIC and QAC. With the assistance of the UM Program specialist, the director of UM
maintains detailed records of all UMC meeting minutes and recommendations for UM
improvement activities made by the UMC. The UMC routinely submits meeting minutes as well
as written reports regarding analyses of the above tracking and monitoring processes and the
status of corrective action plans to the QIC. Oversight and operating authority of UM activities
is delegated to the UMC, which reports up to QIC and ultimately to QAC and the Board of
Directors.

Page 47 of 131

Back to Agenda Back to Item



Conflict of Interest

CalOptima Health maintains a Conflict-of-Interest policy addressing the process to identify and evaluate
potential social, economic and professional conflicts of interest and take appropriate actions. CalOptima
Health requires that all individuals who serve on the UMC or who otherwise make decisions on UM,
quality oversight and activities, disclose any actual, perceived, or potential conflicts of interest that arise
in the course and scope of serving in such capacity.

All employees who make or participate in the making of decisions that may foreseeably

have a material effect on economic interests file a Statement of Economic Interests form on
an annual basis.

Confidentiality

CalOptima Health has policies and procedures to protect and promote proper handling of
confidential and privileged medical record information that are overseen by the department
of compliance and assigned privacy officer. During the onboarding process. all CalOptima
Health employees — including contracted professionals who have access to confidential or
member information — sign a written statement for maintaining confidentiality. In addition,
all non-employee Committee members are required to sign a Confidentiality Agreement on
an annual basis. Invited guests must sign a Confidentiality Agreement at the time of

Committee attendance.

UMC Scope and Responsibilities
Provides oversight and overall direction for the continuous improvement of the UM Program, consistent

¢L 41 1 4 \(‘H,.

sCalOptima Health’s strateglc goals and
prlormes Th1s 1ncludes over51ght and direction relative to UM functions and
activities performed by both CalOptima Health and its delegated HNs.

e Oversees the UM activities and compliance with federal and state statutes and
regulations, as well as contractual and NCQA requirements that govern the UM
process.

e Reviews and approves the UM Program Description, Medical Necessity Criteria,
UMC Charter and UM Program Evaluation on an annual basis.

e Reviews and analyzes UM Operational and Outcome data; reviews trends
and/or utilization patterns presented at committee meetings and makes
recommendations for further action.

e Reviews and approves annual UM Metric targets and goals.

Reviews progress toward UM Program Goals on a quarterly basis, providing input
for improving the effectiveness of initiatives and projects.

e Promotes a high level of satisfaction with the UM Program across members,
practitioners, stakeholders, and client organizations by examining results of
annual member and practitioner satisfaction surveys to determine overall
satisfaction with the UM Program, identify areas for performance
improvement, and evaluate performance improvement initiatives.

e Reviews, assesses and recommends utilization management best practices
used for selected diagnoses or disease classes.
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e Conducts review of under/over utilization monitoring and makes
recommendations in accordance with UM Policy and Procedure GG.1532: Over
and Under Utilization Monitoring; makes recommendations for improving
performance on identified over/under utilization.

e Reviews and provides recommendations for improvement, as needed, to reports
submitted by the following:

0 Benefit Management Subcommittee (BMSC)
e0 P&T Committee

e Reports to the QIC on a quarterly basis, communicates significant
findings and makes recommendations related to UM issues.

Departments Reporting Relevant Information on UM Issues:

e Delegation Oversight
e _Behavioral Health

e Grievance and Appeals
e UM Workgroup

e LTSS

UMC Membership

Voting Members:
¢ CMO

Medical Director who oversees UM Program
Medical Director who oversees Behavioral Health Program
Medical Director who oversees Specialty Programs
Medical Director who oversees Whole-Child Model Program
Executive Director, Clinical Operations

Up to six participating practitioners from the community*
*- Participating practitioners from the community are selected to be representative of the health care
delivery system, and include primary care, high volume specialists and administrative practitioners.
At least six outside practitioners are assigned to the committee to ensure that at least three are present
each meeting as part of the quorum requirements.

The UMC is supported by:
e Executive Director, Behavioral Health Integration
Director, UM
Director, Quality Improvement
Director, Pharmacy
Manager, Prior Authorization
Manager, Concurrent Review
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Benefit Management Subcommittee (BMSC)

The BMSC is a subcommittee of the UMC. The BMSC was chartered by the UMC and
directed to establish a process for maintaining a consistent set of benefits and benefit
interpretations for all lines of business, and revise and update CalOptima’sCalOptima
Health’s authorization rules based on benefit updates. Benefit sources include, but are not
limited to, Medi-Cal Managed Care Division (MMCD), local and national coverage
determinations, All Plan Letters (APLs) and the Medi-Cal Manual.

BMSC Scope

The BMSC is responsible for the following:

Maintaining a consistent benefit set for all lines of business.

Revising and updating CalOptima’sCalOptima Health’s authorization rules.

Making recommendations regarding the need for prior authorization for specific services.
Clarifying financial responsibility of the benefit, when needed.

Recommending benefit decisions to the UMC.

Communicating benefit changes to staff responsible for implementation.

BMSC Membership
e Medical Director who oversees UM services— Chairperson
e Executive Director, Clinical Operations
e Director, UM

Director, Behavioral Health Integration

Director, Claims Management

Director, Claims

Director, Coding Initiatives

The BMSC meets quarterly, at minimum, and recommendations from the BMSC are
reported to the UMC on a quarterly basis.

Integration with the QI Program
The UM Program is evaluated and submitted for review and approval annually by UMC, QIC
and QAC, with final review and approval by the Board of Directors.

=e_The UM Program is evaluated, revised and prepared for approval by the UM
and Behavioral Health (BHI) Director in conjunction with the Executive
Director of Clinical Services, Executive Director of Behavioral Health
Integration, Chief Medical Officer, Deputy Chief Medical Director prior to
submission for committee review and approval.

e Utilization data including, but not limited to, denials, unused authorizations, provider
preventable conditions, and trends representing potential over or underutilization is
collected, aggregated and analyzed.

e UM staff may identify potential quality issues and/or provider preventable conditions during
utilization review activities. These issues are referred to the QI staff for evaluation.

e The UMC is a subcommittee of the QIC and routinely reports activities to the QIC.

e The QIC reports to the Board QAC.

Integration with Other Processes
The UM Program, Case Management Program, BH Program, LTSS Programs, P&T, QI,
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Credentialing, Compliance and Audit & Oversight are closely linked in function and
process. The UM process uses quality indicators as a part of the review process and
provides the results to the QI department. As case managers perform the functions of UM,
quality indicators, prescribed by CalOptima Health as part of the patient safety plan, are
identified. The required information is documented on the appropriate form and forwarded
to the QI department for review and resolution. As a result, the utilization of services is
inter-_related with the quality and outcome of the services.

Any adverse information that is gathered through interaction between the UM staff and the
practitioner or facility staff is also vital to the re-credentialing process. Such information
may relate, for example, to specific case management decisions, discharge planning, prior
authorization of non-covered benefits, etc. The information is forwarded to the QI
department in the format prescribed by CalOptima Health for review and resolution as
needed. The CMO or Medical Director determines if the information warrants additional
review by CalOptima’sCalOptima Health’s Credentialing and Peer Review Committee
(CPRCQ). If committee review is not warranted, the information is filed in the practitioner’s
folder and is reviewed at the time of the practitioner’s re-credentialing.

UM policies and processes also serve as integral components in preventing, detecting and
responding to Fraud and Abuse among practitioners and members. The UM department
works closely with the Compliance Officer and the Fraud and Abuse Unit to resolve any
potential issues that may be identified. In addition, CalOptima Health coordinates
utilization/care management activities with local community practitioners for activities that
include, but are not limited to:

e Early childhood intervention
State protective and regulatory services
Women, Infant and Children Services (WIC)
Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Health Check
Services provided by local public health departments

REVIEW AND AUTHORIZATION OF SERVICES
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Medical Necessity Review
Medical neces51ty review requlres cons1derat10n of the members e&eums%aﬂees—appfepﬂ&t&
clinical exi d a oy
eeﬂﬁdef&&eﬂ—efnccds, cvaluatmg avallable serv1ces w1thm the local dellvery system on-a-case-

g&ideﬁﬂesand applying evidenced based guidelines and CalOptima Health policies to provide
quality care in the most appropriate setting.

Covered services are those medically necessary health care services provided to members as
outlined in €alOptima’sCalOptima Health’s contract with CMS and the State of California for
Medi-Cal;-O€ and ©€C€OC. Medically necessarily means all covered services or supplies that:
o ForMedi-Caleoveredservicesthatare reasonable and necessary to protect life,
prevent illness or dlsablhty, alleviate severe pain through the diagnosis or treatment
of disease, illness, or m_]ury, achieve age-appropriate growth and development, and

attam mamtam or regam functlonal capac1ty %pMedi—Gal—memberHeeemag

e Medical necessity for members receiving MLTSS is determined by using a
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member’s current needs assessment and is consistent with person-centered
planning.

For Medicare, covered services that are reasonable and necessary for diagnosis or
treatment of illness or injury or to improve the functioning of a malformed body
member, or otherwise medically necessary under 42 U.S.C section 1395y.

The CalOptima Health UM process uses active, ongoing coordination and evaluation of
requested or provided health care services, performed by licensed health care professionals,
to ensure quality medically necessaryﬁippmpmfeheakheﬁ%%d%h serv1ces are
renderedprovided in the most eos R

gualityappropriate setting. Physicians, or pharmac1sts or psychologists in appropriate
situations, review and determine all final denial or modification decisions for requested
medical and BH care services. The review of the denial of a pharmacy prior authorization,
may be completed by a qualified physician or pharmacist.

CalOptima’sCalOptima Health’s UM department is responsible for the review and
authorization of health care services for CalOptima Health Direct Administrative
(COD-A) and CCN members utilizing the following medical determination review
processes:

Referral/Prior Authorization for selected conditions/services
Admission Review

Post-stabilization review

Concurrent/Continued Stay Review for selected conditions
Discharge Planning Review

Retrospective Review

Evaluation for potential transplant services for HN members

The following standards and considerations are applied te-aHwhen reviewing prior
autherizatiensauthorizations, inpatient and outpatient concurrent review, and retrospective review
determinationsrequests:

Qualified health care professionals supervise review decisions,

including care or service reductions, modifications or termination of

services.

%em&a—set—ef—w&&e&Ewdunccd based Clmlcal crlterla or guidelines for-
: atis e—isare applied

cons1stently—appl+ed regularly reviewed and updated

Member circumstances and characteristics are considered when applying
criteria to address the individual needs of the member. These characteristics
include, but are not limited to:

Age

Co-morbidities

Complications

Progress of treatment

Psychological/Psychosocial situation

o Home environment, when applicable

0O 0 O0O0Oo

Availability of facilities and services in the local area to address the needs of the members are
considered when making determinations consistent with the current benefit set. If member
circumstances or the local delivery system prevent the application of approved criteria or
guidelines in making an organizational determination, the request is forwarded to the UM
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Medical Director to determine an appropriate course of action-per-CalOptimaPolicy-and Procedure-
e e e b e T e atOptima-Pirectand-CalOpting

ReasonsClinical rationale and reasons for decisions are clearly documented in the medical
management system, including the criteria used to make the determination.

The Medical Director may be contacted by calling their direct dial number listed at the bottom of
the provider denial notification or through contacting the UM department during the review
process. A CalOptima Health Case Manager may also coordinate communication between the
CalOptima Health Medical Director and requesting practitioner. All peer-to-peer discussions are
documented within clinical documentation platform.

e Notification to members regarding denied, deferred, or modified referrals is made in accordance
with mandated regulatory and accreditation agency timeframes, and members and providers are
notified of appeals and grievance procedures.

e Decisions related to appeals or grievances are made in a timely manner in accordance with-

timelines established by CalOptima Health’s Grievance and Appeals Resolution Services

(GARS) process, and as the member’s condition requires.

Medical conditions requiring time sensitive services are reviewed in accordance with
the appropriate CalOptima Health Policy and Procedure.

Prior Authorization requirements are not applied to Emergency Services, Minor
Consent/Sensitive Services, Family Planning, Preventive Services, basic Prenatal
Care, Sexually Transmitted Disease services, and HIV testing.
e Records, including documentation of an oral notification or written Notice of Action,
are retained for a minimum of 10 years from the end of the fiscal year in which the
date of service occurred, unless a longer period is required by law.
e The requesting provider is notified, orally or in writing, of any decision to deny,
approve, modify, or delay a service authorization request.
are notified in writing of any decision to deny, modify, or delay a service

.
i
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e OneCare members are notified in writing of any and all determinations.

e All providers are encouraged to request information regarding the criteria
used in making a clinical determination. Contact can be made directly with
the Medical Director involved in the decision, utilizing the contact
information included in the Notice of Action. A provider may request a
discussion with the Medical Director (Peer-to-Peer), or a copy of the specific
criteria utilized.

TFhe-information-thatmay-beSupporting documents used to make medical necessity determinations
includes, but is not limited to:
e Office and hospital records
A history of the presenting problem
A clinical examination
Diagnostic test results
Treatment plans and progress notes
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Patient’s psychological history

Information on consultations with the treating provider
Evaluations from other health care providers
Photographs

Operative and pathological experts

Rehabilitation evaluations

A printed copy of criteria related to the request
Information regarding benefits for services or procedures
Information regarding the local delivery system
Patient characteristics, circumstances and information
Information from responsible family members

UMC/ BMSC reviews the Prior Authorization List regularly, in conjunction with
CalOptima’sCalOptima Health’s CMO, Medical Directors and Executive Director, Clinical
Operations, to determine if any services should be added or removed from the list. The Provider
Services, Member Services and Network Management areas are also consulted on proposed
revisions to the Prior Authorization List. Such decisions are based on CalOptima Health
program requirements, or to meet federal or state statutory or regulatory requirements.
Practitioners are appropriately notified when such modifications occur.

Prior Authorization

Prior Authorization requires the provider or practitioner to submit a formal medical necessity
determination request and all relevant clinical information related to the request to CalOptima
Health prior to the service being rendered. Upon receipt, the prior authorization request is
screened for eligibility and benefit coverage and assessed for medical necessity and
appropriateness of the health care services proposed, including the setting in which the
proposed care will take place.

Prior Authorization is required for selected services, such as non-emergency inpatient
admissions, elective out- of-network services, and certain outpatient services, ancillary
services and specialty injectables as described on the Prior Authorization Required List
located in the provider section on the CalOptima Health website at www.caloptima.org-
Clinical information submitted by the provider justifies the rationale for the requested service
through the authorization process, which assesses medical necessity and appropriateness
utilizing evidence-based guidelines upon which a determination is made.

CalOptima’sCalOptima Health’s medical management system is a member-centric system
utilizing evidence-based clinical guidelines and allows each member’s care needs to be directed
from a single integrated care plan that is shared with internal and external care team members to
enable collaboration, minimize barriers, and support continuity and coordination of care. The
system captures data on medical, behavioral, social, and personal care needs of members
supporting the identification of cultural diversity and complex care needs.

The CalOptima Health Provider Portal allows for non-urgent and urgent online authorizations to be
submitted by providers and processed electronically. Semereferrals-are-auto-adiudicated-throushThe

provider portal functionality includes referral intelligence rules(RR).—, approved by clinical
leadership to auto adjudicate when criteria is met. The referral intelligence rules and auto-

adjudication trends are reviewed quarterly at a minimum to identify potential misuse or utilization
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issues that require follow up.

Practitioners may also submit referrals and requests to the UM department by mail, fax and/or telephone-

bascdronthe-vrgeney-oftheroguest.

Second Opinions

A second opinion may be requested when there is a question concerning the diagnosis, options
for surgery or other treatment of a health condition, or when requested by any member of the
member’s health care team, including the member, member representative, parent and/or
guardian. A social worker exercising a custodial responsibility may also request a second
opinion. Authorization for a second opinion is granted to a network practitioner or an out-of-
network practitioner if there is no in-network practitioner available.

Extended Specialist Services
Established processes are in place by which a member requiring ongoing care from a specialist
may request a standing authorization. Additionally, the~CalOptima peliey-andprocedure-

o : i sk i : = —i sHealth
provides guidance on how members with life- threatening conditions or diseases that require
specialized medical care over a prolonged period can request and obtain access to specialists and
specialty care centers.

Out-of-Network Providers

available-froma-qualified network providertheThe decision to authorize use of an out-of-
network provider is based on a number of factors including, but not limited to, continuity of
care, availability and location of an in-network-

provider of the same specialty and expertise, lack of network expertise

Appropriate Professionals for UM Decision Process

The UM decision process requires that qualified, licensed health professionals assess the
clinical information used to support UM decisions. If the clinical information included with
a request for services does not meet the appropriate clinical criteria, the UM Nurse Case
Managers (NCM) and Medical Authorization Assistants are instructed to forward the
request to the appropriate qualified, licensed health practitioner for a determination. Only
practitioners or pharmacists can make decisions/determinations for denial or modification of
care based on medical necessity, and must have education, training, and professional
experience in medical or clinical practice, and have ana current unrestricted license to
practice in the specific discipline for which an adverse determination is being rendered.

CalOptima Health distributes an affirmative statement about incentives to members in the
Member Handbook, annually to all members in the Annual Notices Newsletter, and at least
annually to all practitioners and employees who make UM decisions, affirming that UM
decision making is based only on appropriateness of care and services and existence of
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coverage and that CalOptima Health does not specifically reward practitioners or other
individuals for issuing denials of coverage. CalOptima Health ensures that UM decision
makers are not unduly influenced by fiscal and administrative management by requiring that
UM decisions be based on evidence-based clinical criteria, the member’s unique medical
needs, and benefit coverage.

PHARMACEHHHEALMANAGEMHNF

PHARMACEUTICAL MANAGEMENT

Pharmacy Management is overseen by the CMO, and €alOptima’sCalOptima Health’s Director,
Clinical Pharmacy Management. All policies and procedures utilized by CalOptima Health
related to pharmaceutical management include the criteria used to adopt the procedure, as well
as a process that uses clinical evidence from appropriate external organizations. The program is
reviewed at least annually by P&T and updated as new pharmaceutical information becomes
available.

Policies and procedures for pharmaceutical management promote the clinically appropriate use
of pharmaceuticals and are made available to practitioners via the provider newsletter and/or
CalOptima Health website.

The P&T Committee is responsible for development of the Medi-Cal physician-administered
drug prior authorization list and the OneCare/Cenneet{OC/OCE) Formulary, which is based
on sound clinical evidence, and is reviewed at least annually by practicing practitioners and
pharmacists. Updates to the Formulary are communicated to both members and providers.-

Pharmacy Determinations

Medi-Cal
_Effective January 1,-2022, the outpatient pharmacy benefit moved to the Medi-Cal fee-for-service
program, Medi-Cal Rx.

Medi-Cal/Medicare

CalOptima Health does not delegate OneCare Pharmacy UM responsibilities. Pharmacy coverage
determinations follow required CMS timeliness guidelines and medical necessity review
criteria.

Pharmacy Benefit Manager (PBM)

The PBM is responsible for pharmaceutical administrative and clinical operations, including
pharmacy network contracting and credentialing, pharmacy claims processing system and
data operations, pharmacy help desk, priorautherization;-clinical services and quality
improvement functions. The PBM follows and maintains compliance with health plan
policies and all pertinent state and federal statutes and regulations. As a delegated entity, the
PBM is monitored according to the Audit & Oversight department’s policies and
procedures.
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BEHAVIORAL HEALTH DETERMINATIONS

Medi-Cal

CalOptima’sBHCalOptima Health’s BHI department performs prior authorization review
for BHFBH services and psychological testing. Prior authorization requests are reviewed by
BH UM staff that consist of Medical Case Managers and Care Managers (BCBA).

Determinations are based on criteria from MCG Guidelines, DHCS All Plan Letters (APL)
and CalOptima Health policy (approved by DHCS).

Medi-Cal/Medicare

CalOptlma WWWWM&W%WMW
2 e oeJanus ima’sHealth’s BHI department

performedperforms prior authorlzatlon review functlons for OC/OEE covered BH services. Services

require prior authorlzatlon include inpatient psychiatric care, partial hospitalization program, intensive

outpatient program-ane, psychological testing-, electro convulsive therapy (ECT). and transcranial

magnetic stimulation (TMS). Prior authorization requests are reviewed by BH Medical Case Managers.-

Determinations are based on criteria from MCG Guidelines, Dual Plan Letters (DPL) and
CalOptima Health policies.

e The BH UM staff may approve or defer for additional information, but final
determinations of modification, denial, or appeal may esly-be made by a Licensed-
CalOptimaPsyehelogistor- Medical Director—CalOptima’s_or a qualified health care
profession with appropriate clinical expertise in treating the behavioral health
condition. CalOptima Health’s written notification of BH modifications and
denials to members and their treating practitioners contains:

e A description of appeal rights, including the member's right to submit
written comments, documents or other information relevant to the
appeal.

e An explanation of the appeal process, including the appeal timeframes and the
member’s right to representation.

e A description of the expedited appeal process for urgent pre-service or urgent concurrent denials.

e Notification that expedited external review can occur concurrently with the internal
appeal process for urgent care.

CalOptima Health gives practitioners the opportunity to discuss BH UM denial decisions.

UM criteriaCRITERIA

CalOptima Health conducts Utilization Review using UM hierarchical criteria for medical,
BH, and pharmacy medical necessity decisions that are objective, nationally recognized,
evidence-based standards of care and include input from recognized experts in the
development, adoption and review of the criteria. UM criteria and the policies for application
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are reviewed and approved at least annually and updated as appropriate. Such criteria and
guidelines include, but are not limited to: [ri12

Medi-Cal

1. Federal and State Law Mandates (i.e., Department of Health Care Services
— Provider Manuals/Medi-Cal Benefits Guidelines, EPSDT)

2. National Evidenee-Based-Guidelines(e.g., MCG, National Comprehensive Cancer Network, etc.)-

3. Society Guidelines (e.g., American Medical Association, American Congress of
Obstetricians and Gynecologists, etc.)

4. Other: US Preventative Services Task Force, Guideline Central

5. CalOptima Health Policy and Procedures and/or Clinical Benefits and Guidelines

5

Whole-Child Model/CCS (Medi-Cal)
1. CCS Numbered Letters (N.L.s) and CCS Program Information Notices for decisions related to
CCS and Whole-Child Model

2. Follow Medi-Cal hierarchy listed above.

Medicare (OneCare and OneCare Connect)
1. Federal and State Law Mandates — CMS, DMHC
a. CMS Guidelines National and Local Coverage Determinations (LCD first,
followed by NCD)

1+ httne-/ograg omc gau/madicare overaoe-d aq verview _and-aguiek-ceq aenX
PSS WWW- RS- 2oV CaICarC-Coverage—G aSCrovVEerviewW—ahaqueKk—Searcn-aspx

2. CMS Provider Manuals
a. Internet-Only Manuals (IOMs) | CMS

2.3 Department of Health Care Services

3-4 National Evidence-Based Guidelines (e.g., MCG, National Comprehensive Cancer Network, etc.)

4-5.Society Guidelines (e.g., American Medical Association, American Congress of Obstetricians
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and Gynecologists, Guideline Central, etc.)

5-6.CalOptima Health Policy and Procedures and/or Clinical Benefits and Guidelines

Due to the dynamic state of medical/health care practices, each medical decision must be case-specific, and
based on current medical knowledge and practice, regardless of available practice guidelines, as well as
based on the member’s individual needs. Listed criteria in fields other than primary care, such as
OB/GYN, surgery, etc., are primarily appended for guidance concerning medical care of the condition or
the need for a referral.

While-ehniealClinical practice guidelines (such as those distributed by American Diabetes
Association, American Academy of Pediatrics, and the American College of Obstetrics and
Gynecology) are ﬁet—used asin comumtlon Wlth ndtlonal guldelme crlterla in 1ev1ew for medlcal
necessity-determ g e i
consistertwith-, Addmonal guldellnes da%tﬂbt&ed—te—neﬁ#eﬂepﬁaeﬁﬂeﬂeﬁ—&*eh—g&éehﬂesi
include, but are not limited to, Adult and Child Preventive Health, Asthma, Prenatal Care,
Diabetes, World Professional Association for Transgender Health (WPATH), Lead Screening,
Immunizations, and ADHD/ADD guidelines for both adults and children.
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Review Roles

Back to Agenda
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Board Certified Clinical Consultants:

In some cases, such as for authorization of a specific procedure or service, BH, or certain
appeal reviews, the clinical judgment needed for a UM decision is specialized. In these
instances, the Medical Director may consult with a board-certified physician from the
appropriate specialty or qualified BH professionals as determined by the Medical Director,
for additional or clarifying information when making medical necessity determinations or
denial decisions. Clinical experts outside CalOptimaHealth may be contacted, when
necessary to avoid a conflict of interest. CalOptima Health defines conflict of interest to
include situations in which the practitioner who would normally advise on an UM decision
made the original request for authorization or determination, or is in, or is affiliated with,
the same practice group as the practitioner who made the original request or determination.

Practitioner and Member Access to Criteria

At any time, members or treating practitioners may request UM criteria pertinent to a
specific authorization request by contacting the UM department or may discuss the UM
decision with CalOptimaHealth Medical Director per the peer-to-peer process. Each
contracted practitioner receives a Provider Manual, a quick reference guide, and a
comprehensive orientation that contains critical information about how and when to interact
with the UM department. The manual also outlines €alOptima’sCalOptima Health’s UM
policies and procedures. On an annual basis, all contracted hospitals receive an in-
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service to review all required provider trainings, including operational

and clinical information such-

as UM timeliness of decisions. In addition, Provider Relations also provides any related
policies regarding UM timeliness of decisions, as needed. Similar information is found in
the Member Handbook and on the CalOptimahealth website at -www.ealoptimaCalOptima
Health.org.

Inter-Rater Reliability (IRR)

At least annually, the CMO and Exeeutive Direetor;-Clinical Operations leadership assess
the consistency with which Medical Directors and other UM-staff-making-clinical
deeistonsdecision makers apply UM criteria in decision- making. The assessment is
performed as a-periedican annual review by-the-Exeeuntive Director,-Clinieal Operations-or
des+gﬂec—to compare how sba—H‘—members—maﬁagerwuwcrs du.cmon the same case-er-sere-

lt an opportunity for 1rnprovement is
identified through thls process UM and MD leadershlp takes corrective action. New UM
staff isare required to successfully complete inter-rater reliability testing prior to being
released from training oversight. The IRR is reported to the UMC on an annual basis and
any actions taken for performance below the established benchmark of 90% are discussed
and recommendations taken from the Committee.

Provider and Member Communication

Members and practitioners can access UM staff through a toll-free telephone number 888-
587-8088 at least eight hours a day during normal business hours for inbound or outbound
calls regarding UM issues or questions about the UM process. TTY services for deaf, hard
of hearing or speech impaired members are available toll free at 711. The phone numbers
for these are included in the Member Handbook, on the CalOptima Health website, and in
all member letters and materials. Additionally, language assistance for members to discuss
UM issues is provided either by bilingual staff or through Language Line services. Except as
otherwise provided below, communications received after normal business hours are
returned on the next business day and communications received after midnight on Monday—
Friday are responded to on the same business day._CalOptima Health has MD and UM
coverage 24 hours a day, 7 days a week through after-hours answering services.

Inbound and outbound communications may-ineksdeincludes directly speaking with
practitioners and members, faxingfax correspondence, electronic or telephonetelephonic
communications (e.g., sending email messages or leaving voicemail messages). Staff
identifiesidentify themselves by name, title and CalOptima Health UM department when
both making and receiving phone calls regarding UM processes. After normal business
hours and on holidays, calls to the UM department are automatically routed to an on-call
contracted vendor. The vendor is not a delegated UM entity and therefore, does not make
authorization decisions. The vendor staff takes authorization information for the next
business day response by CalOptima Health. In cases requiring immediate response the
vendor staff notifies CalOptima Health on-call nurse. CalOptima Health will review and
process authorizations outside business hours, as necessary, including decisions to approve,
deny or modify authorization requests which are made by CalOptima Health on-call UM
physieianMD. A log is ferwarded-by-the-venderto-the UM-departmentshared daily
identifying these-issues-thatneedactivity and follow-up by-the UM-—statfneeded the
following day.
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Access to Physician Reviewer
The CalOptima Health Medical Director or appropriate practitioner reviewer (BH and_
clinical pharmacy) serves as the point of contact for practitioners calling in with
questions about the UM process and/or case determinations. Providers are notified of the
availability of the appropriate practitioner reviewer to discuss any UM denial decisions
through the Provider Manual, New Provider Orientation and the provider newsletter.
Notification of the availability of an appropriate practitioner reviewer to discuss any UM
denial decision, and how to contact a reviewer for specific cases, is also provided
verbally and/or in the written notification at the time of an adverse determination. The
CalOptima Health Medical Director may be contacted by calling thetheir direct dial
number forthe- Medieal-Direeterlisted at the bottom of the provider denial notification- or
through contacting the UM department during the review process. A CalOptima Health
Case Manager may also coordinate communication between the CalOptima-Medical
Director and requesting practitioner. WheneveraAll peer-to-peer requestis-
madedls(,usslons are documemed within clinical documentation is-added-to-the-denied-
step-platform

UM Staff Access to Clinical Expertise

h%dl’%h—&d?%dﬁd—%%’rhe CMO and Medical Directors, have the authorlty,
accountability, and responsibility for denial determinations-—Forthese-contracted-
delegated and following sound clinical and professional judgment. Contracted HNs that

are delegated for UM responsibilities, that-entity’sutilize a Medical Director, or designee,
hasas the sole-responsibility-and authority to deny coverage. The Medical Director may
also provide clarification of policy and procedure issues, and communicate with
delegated entity practitioners regarding referral issues, policies, procedures, processes,
etc.

Requesting Copies of Medical Records

During prospective. retrospective, inpatient and concurrent review, copies of medical
records are required to validate medical necessity for the requested service. In those
cases, only the necessary or pertinent sections of the record are required to determine
medical necessity and appropriateness of the services requested. Medical records may
also be requested to complete an investigation of a member grievance or when a potential
quality of care issue is identified through the UM process: Confidentiality of information
necessary to conduct UM activities is maintained at all times.
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Sharing Information

CalOptima’sCalOptima Health’s UM staff share all clinical and demographic
information on individual patients among various areas of the agency (e.g., discharge
planning, case management, PHM, health education, etc.) to avoid duplicate requests for
information from members or practitioners.

Provider Communication to Member-
CalOptima’sCalOptima Health’s UM Program in-ne-way-prehibitsdoes not prohibit or
otherwiserestrietsarcstrict health care prefessional-professionals from acting within the
lawful scope of practice fremor advising or advocating on behalf of a member swhe-is-
his—ei—hc—l—p&&eﬁl—&mncludmg but not limited to the following:
The member’s health status, medical care, or treatment options, including any alternative treatments that
may be self-administered.
e Any information the member needs in order to decide among all relevant treatment options.
e The risks, benefits and consequences of treatment or absence of treatment.
e The member’s right to participate in a decision regarding his or her health care, including the right to
refuse treatment, and to express preferences about future treatment decisions.

TIMELINESS OF UM DECISIONS

UM decisions are made in a timely manner to accommodate the clinical urgency of the
situation and to minimize any disruption in the provision of health care. Established
timelines are in place for providers to notify CalOptimaHealth of a service request and
for the health plan to make UM decisions and subsequent notifications to the member
and practitioner.
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Attachment A TIMELINES FOR MEDI-CAL

UM Decision and Notification Timelines-

Medi-Cal-(Execludes Pharmaey Requests)

Back to Agenda

Back to Item

Medi-Cal Decision and Notification Timelines
Type of Request Decision Initial Notification Electronic/Written Notification of
Fimeframes(May be ADVERSE
electronic or written) DETERMINATIONS to
Practitioner and Member
Routine (Non-Urgenturgent) Pre- Approve, Modify, or Deny within 5 Practitioner: Within 24 hours of | Practitioner:
Servicexe workingbusiness days '1_effrom receipt of making the decision. _Electrom.c G’FWHEEGH o
_ . " ] eemmunication—within
Prospective or eeredrrentoutpatient | “aHthe information™ reasonably necessary afeH . . Within 24
service requestswhere-ro—extensier reguesteed-to render a decision, and i-at- hours of making the decision.
isrequested-orneeded eireurastanees—no taterlonger than 14 .
calendar days feHewingfrom the receipt of the Member: ABVERSE-
DEFERMINATIONS-ONLEY-
request.
wolls oo . Written-retice
Servi {EIIF. IHCPC Notice must be dated-and-
o . postmarked within 2
nf I )i ; werkingbusiness days of Fraking—
necessaryto—provide anaccurate the-decision; not to exceed 14-
o . ) calendar days from receipt of the
. request-for-service.
*Nenpharmacyrequests.
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Routine (Non-Yrgent) May-extendupto-an Practitioner: Within 24 hours of | Extensien—
urgent) Pre-Service{Peferral); | additionall4calendardays- making the decision. Practitioner:
Service — Extension Oral-or-electronic-notification—
needed:*Needed ww w+t—h+n— Electron'ic' Within 24 hours
is Received: of making the decision-te—delay.
e Additional clinical - i Approve, Member: Writt
information required. Modify, or Deny within 5 werkirg—days-of- Member: Written )
; : : receipt-of requestedinformation ot Within 2 business days of making the
*— Require consultation 7 -
o byanexpert to-exceed-28-calendarbusiness days from decision. not to exceed 28 calendar

reviewerExpert Reviewer.
+——Additional examination or tests to b|
performed

receipt of the erigiral+eferral—information
reasonably necessary to render a decision, and
no longer than 14 calendar days from the

receipt of the request.

days from the receipt of the request for
service.

Practitioner/Member:

_Written NOA—delayNotice of Action
“Delay” notification withird4within 14

. o Adleiiemal o aiion calendar days of receipt of the request for
ﬁFergr—Feq&esfes—the services.
extension;orthePlan— incompieteor Not
justiﬂes—a—ﬁeed—f—er— M_ _'”’E_ thereqtired T . ) :
additionatinformation E'e_a'e'““ b_e L
SEdssderrsna et considered a-denial-and 1) EE.EEEE oFtne-acy
how-the-extension isin- therefore-constitutes-an- 2)—Fheright-to-file-an-
¢ ’ . ;
the—member'sbest Adverse Benefit SXpEE Ee_sg EFE.EE{EE ©
N . . P
that-receipt-of suech exceed-28-daysThe decision may extension:
inf - be deferred, and the time limit 3)—The-anticipated-date-whei
¢ extended an additional 14 calendar a-deeisten-wil-berendered-
days only where the member or -
Squest—E, member’s provider requests an
extension, or CalOptima Health can
provide justification upon request by
the State for the need for additional
information and how it is in the
member’s interest.
e CalOptima Health will notify the
member and practitioner of decision
to defer, in writing, within 5 business
days of receipt of information
reasonably necessary to render a
decision and no longer than 14
calendar days from the receipt of
initial request.
Page 69 of 102
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e Notice of deferral should include the
additional information needed to
render the decision, the type of
expert reviewed and/or the additional
examinations or tests required and
the anticipated date on which a
decision will be rendered.

Additional information received Practitioner: Practitioner: Electronic

,,,,,,,,, N ‘ Inserted Cells
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AttachmentA
TIMEFRAMESEOR MEDI-CAL DECISIONS AND-

e Ifrequested

Within 24 hours

Within 24 hours of making

days from the
receipt of the
request for prior
authorization, the
provider has not
complied with the
request for
additional
information, the
plan shall provide
the member notice
of denial.

information is of making the the decision
received, decision decision.
must be made within 5 Member: Written
business days of Within 2 business days of
receipt of information making the decision, not
not to exceed 28 to exceed 28 calendar
calendar days from days from the receipt of
the date of receipt of the request for service.
the request for service.
Additional information Practitioner: Practitioner: Electronic
incomplete or not received Within 24 hours Within 24 hours of
e Ifafter 28 calendar of making the making the decision
" days from the decision.

Member: Written
Within 2 business days of
making the decision, not
to exceed 28 calendar
days from the receipt of
the request for service.

Working days = Monday through Friday excluding California State Holidays-
https://www.ftb.ca.gov/aboutftb/holidays.shtml
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AttachmentA

TIMEERAMESEOR-MEDI-CAL-DECISIONSAND-

Attachment A TIMELINES FOR MEDI-CAL

Medi-Cal Decision and Notification Timelines

Type of Request Decision Initial Notification Electronic/Written Notification of
Fimeframes(May be ADVERSE
electronic or written) DETERMINATIONS to
Practitioner and Member
Expedited Approve, moedifyDeny, or dery-the- Practitioner: Within 24 hours of | Practitioner:
RequestsAuthorization reguestModify within 72 hours from receipt | making the decision. Oral-of Electronic {fax)
(Pre-Service}*=) of the request. notification—withinWithin 24
Ne-extensienreguestedProvider of hours of making the decision not to
needed ) exceed 72 hours from receipt of

o Regquestswherea

the—+PlanCalOptima Health
determines that the standard
timeframe could seriously
jeopardize the member's life
or health or ability to attain,
maintain or regain maximum_
function.

funetion-

e All necessary information

received at time of initial

request.

request.

Member: ABVERSE
DBDEFERMINATIONS-ONLYWritten

Written notice within 72 hours of the
receipt of the request for services.
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ExpeditedExpediated 2ot Hbractitioner: Within 24 hours of | Practitioner£: Electronic Within 24
Authorization (Pre-Service}%;) - upen—expirationof-the—72-hotr— making the decision. hours of making the decision not to
Extension freeded:Needed Hmeframe: exceed 72 hours from receipt of
request.

Extension is aHewed-emfy-ifextended [Approve. Deny, or Modify
when member or provider requests the o Member: Written—NOA—delay”]
extension, or £Re-PlarCalOptima Healtl AdditienalRequested-Informationdis— notification

Recsibveck Written notice within 72 hours of the

justifies £hea need for additional
information and is—able—tecan
demonstrate how the delayextension is i
the member’s best interest-of-the-
member:

e . There is reasonable
likelihood that receipt of such
information would lead to
approval of the request.

A—deeision-must-be—made within 2472
hours effrom receipt of the request

Additional reguestedclinical information-_
required:

Hrefrare-expires:Upon the expiration of

the 72 hours or as soon as you become aware
that you will not meet the 72-hour timeframe,
whichever occurs first, notify practitioner and
member using the “Delay” written
notification, and insert specifics about what
has not been received., what consultation is
needed and/or the additional examinations or
tests required to make a decision and the
anticipated date on which a decision will be
rendered.

Note: The time limit may be extended by up to
14 calendar days if the member requests an
extension, or CalOptima Health can provide
justification upon request by the State for the
need for additional

information and how it is in the member’s

interest.

receipt of the request for services.
il L i
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LAY ESgioTIND

If requested information is received

decision must be made within 1

Hpractitioner: Within 24

hours of making the
decision.

business day of receipt of
information.

Practitioner: Electronic Within 24

hours of making the decision

Member: Written

Within 2 business days of making the

decision
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e  Any decision delayed beyond the

time limits is considered a denial and
must be processed immediately as
such.

tebr-actitioner: Within 24 hours of

Practitioner: Electronic Within 24

making the decision.

hours of making the decision

Member: Written Within 2

business days of making the
decision.

Urgent Concurrent (Inpatient)
Requests where a provider indicates or

Approve, Modify, or Deny within 72 hours of

Practitioner: Within 24

the receipt of the request.

CalOptima Health determines that the
standard timeframe could seriously

jeopardize the member's life or health or

ability to attain, maintain or regain
maximum function.

Extension:
CalOptima Health may extend the time frame,
by up to 14 calendar days, under the following

conditions: Additional supporting clinical
information is needed.

hours of making the
decision.

Practitioner: Electronic Within 24
hours of making the decision.

Member: Written Within 2

business days of making the
decision.

Concurrent (Inpatient) Concurrent

Approve, Modify, or Deny within 72 hours of

Practitioner: Within 24 hours of

Practitioner: Electronic or

review of treatment regimen already in
place, (inpatient, ongoing ambulatory
se

rvices).

In the case of concurrent review, care
shall not be discontinued until the
enrollee's treating provider has been
notified of CalOptima Health's
decision, and a care plan has been
agreed upon by the treating provider
that is appropriate for the medical

needs of that patient.

last approved day or decision consistent with
urgency of member’s medical condition.

Extension:
CalOptima Health may extend the timeframe
48 hours of up to 14 calendar days under the
following conditions:
e Additional supporting clinical
information is needed.

making the decision.

Oral:
Within 24 hours of receipt of the

request.

Member: Written
Written notification within 2 calendar

days of decision.

Note:
If oral notification is given within 24

hours of request, then
written/electronic notification must be

given no later than 2 calendar days
after the oral notification.

Post-Service / Retrospective Review-
All necessary information received at
time of request (decision and
notification is required within 30
calendar days from request).

Decision within 30 calendar days from receipt

of information that is reasonably necessary to
make a decision.

Practitioner: Within 24

hours of making the
decision.

Practitioner: Electronic Within 30
calendar days of receipt of the request.

Member: Written
Within 30 calendar days of receipt of

request.
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AttachmentA

Hospice - Inpatient Care

EOR MEDIT

fEPractitioner: Within 24
hours of making the

decision.

Practitioner: Electronic Within 24
hours of making the decision.

Member: Written
Within 2 business days of making the

decision.

! Working days=Monday through Friday excluding California State Holidays

https://www.ftb.ca.gov/aboutftb/holidays.shtml
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AttachmentA

TIMEERAMESEOR-MEDI-CAL-DECISIONSAND-

Attachment B TIMELINES FOR OneCare

OneCare Decisions and Notification Timelines

Type of Request

Decision

Notification Timeframe

Standard Integrated Organization
Determinations Prospective or

outpatient service requests.

Approve, Modify or Deny no later than 14 calendar days from receipt

Practitioner:

of request.

Extensions: CalOptima Health may not extend the deadlines for
Integrated Organization Determinations.

Decision: Electronic or Written Within 24
hours™of making the decision.
Practitioner/Member: Written

Within 2 business days of decision.

Issue the Coverage Decision Notice for written

notification of denial decision.

Expedited Integrated Organization

Determinations Prospective or
outpatient service requests.

Approve, Modify or Deny expeditiously but no later than 72 hours

Practitioner:

from receipt of the request. -

CalOptima Health must request the necessary information from the
noncontracted provider within 24 hours of the receipt request.

Extensions: CalOptima Health may not extend the deadlines for
Integrated Organization Determinations.

Decision: Electronic or Oral Notification
Within 24 hours of making the decision.

Member: Oral
Within 24 hours of determination.

Practitioner/Member: Written Within 2
business days of making the decision.

When oral notification is given, it must be
followed by written notification within 3
calendar days of the oral

notification.
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) E
T

Expedited Authorization (PRt B RS,
Service)

If Expedited Criteria are not met

If request is not deemed to be expedited,

CalOptima Health must notify member (within 72

e Automatically transfer the request to the standard

hours) oral notification of the denial of expedited

timeframe.

status including the member’s rights followed by

written notice within 3 calendar days of the oral

The 14-day period begins with the day the request was received for an

notification.
Use the Expedited Criteria Not Met template to

expedited determination.

provide written notice. The written notice must

1.

include:

Explain that CalOptima Health will

automatically transfer and process the
request using the 14-day timeframe for
standard determinations.

Inform the member of the right to file an

expedited grievance if he/she disagrees

with the organization’s decision not to

expedite the determination.
Inform the member of the right to

resubmit a request for an
expedited determination and that if the

member gets an

physician’s support indicating that
applying the standard timeframe for

making determinations could seriously
jeopardize the life or health of the

member.
Provide instructions about the

expedited grievance process
and its time frames.
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Urgent Concurrent ( lnpatie&% EVIEFRA
Requests where a provider indicates or
CalOptima Health determines that the
standard timeframe could seriously

eceipt of the request.

Practitioner: Electronic

Extension:
CalOptima Health may extend the time frame, by up to 14 calendar

jeopardize the member's life or health

days. under the following conditions:

or ability to attain, maintain or regain
maximum function.

e Additional supporting clinical information is needed.

Within 24 hours of making the decision.

Member: Written
Within 2 business days of making the decision.

Concurrent (Inpatient) Concurrent

Approve, Modify or Deny within 72 hours of last approved day or

review of treatment regimen already in

decision consistent with urgency of member's medic al condition. ~

place, (inpatient, ongoing ambulatory

services).

In the case of concurrent review, care
shall not be discontinued until the
enrollee's treating provider has been
notified of CalOptima Health's

decision, and a care plan has been
agreed upon by the treating provider
that is appropriate for the medical needs
of that patient.

Extension:
CalOptima Health may extend the time frame 48 hours or up to 14
calendar days, under the following conditions:

e Additional supporting clinical information is needed.

Practitioner/Member: Electronic or Oral
Within 24 hours of receipt of the request.

Practitioner/Member: Written
Within 3 calendar days of decision.

Post-Service / Retrospective
Review- All necessary information

Decision within 30 calendar days from receipt of information that is
reasonably necessary to make a decision.

received at time of request (decision and
notification is required within 30 calendar|

days from request)

Practitioner: Written
Within 30 calendar days of receipt of the request

Member: Written
Within 30 calendar days of receipt of request.

Hospice - Inpatient Care

Within 24 hours of receipt of request.

Practitioner: Electronic or Oral
Within 24 hours of making the decision

Practitioner /Member: Written Within 2
business days of making the decision
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AttachmentA

TIMEERAMESEOR-MEDI-CAL-DECISIONSAND-

Type of Request

Decision

Important Message (IM) from
Medicare

Detailed Notice of Discharge (DND)

Hospital Discharge
Appeal Notices
(Concurrent)

Hospitals are responsible for delivery of the

Important Message from Medicare (IM):

L.

Within 2 calendar days of

admission to a hospital inpatient

setting.
No more than 2 calendar days prior to

discharge from a hospital inpatient

setting.
CalOptima Health is responsible for

the delivery of the Detailed Notice of
Discharge (DND) when members
appeal a discharge.

DND must be delivered no later than

noon of the day after notification by
QIO (Quality Improvement

Organization)

Hospitals must issue IM within 2

CalOptima Health must issue the DND to

calendar days of admission.

Hospitals must issue IM no more than
2 calendar days prior to discharge
from an inpatient stay.

both the member and QIO as early as

possible but no later than noon of the day
after notification by the QIO.

Working days = Monday through Friday excluding California State Holidays

https://www.ftb.ca.gov/aboutftb/holidays.shtml
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Determination Timelines

*Timelines for determination apply to pha

macy authorization requests managed by CalOptima Health and Magellan Rx

Type of Request

Determination Timeline

Standard (Non-urgent) Preservice
- All necessary information
received at
time of initial request.

A decision to approve, modify, or deny is required within 24 hours of receipt of the request.

Standard (Non-urgent) Preservice -
Information Needed
- Additional clinical
information required.

A deferral response is required within 24 hours of receipt of the request.

A decision to approve, modify, or deny is required within 24 hours of receiving the additional

information reasonably necessary to render a decision, but no longer than 14 calendar days
from receipt of the original
request.

Standard (Non-urgent) Preservice —
Delay Needed

CalOptima Health may delay the timeframe for an additional 14 calendar days if the requested

information was not received within 14 calendar days of receipt of the original request, under the
following conditions:
=  The member or the member's provider may request for an extension, or CalOptima Health
can provide justification upon request by DHCS for the need for additional information and
how it is in the member's interest.
= The delay notice shall include the additional information needed to render the decision, the
type of expert needed to review and/or the additional examinations or tests required and the

anticipated date on
which a decision will be rendered.

Expedited (Urgent) Preservice/Concurrent

A decision to approve, modify, or deny is required within 24 hours of receipt of the request.

- All necessary information
received at
time of initial request.

Expedited (Urgent)

Preservice/Concurrent -
Information Needed

- Additional clinical
information required.

A deferral response is required within 24 hours of receipt of the request.

A decision to approve, modify, or deny is required within 24 hours of receiving the additional

information reasonably necessary to render a decision, but no longer than 72 hours from receipt

of the original request.
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Expedited (Urgent) Preservm HOptina Hray-aetay-the-timeframe for an additional 14 calendar days if the requested

=Delay Needed information was not received within 72 hours of receipt of the original request, under the following
conditions:

= The member or the member's provider may request for an extension, or CalOptima Health
can provide justification upon request by DHCS for the need for additional information and
how it is in the member's interest.

= The delay notice shall include the additional information needed to render the decision, the
type of expert needed to review and/or the additional examinations or tests required and the

anticipated date on
which a decision will be rendered.

Post-Service/Retrospective - A decision to approve, modify, or deny is required within 30 calendar days of receipt of the
request.
Type of Request Pecision Notification [ Deleted Cells

- [ Deleted Cells

! c et - e ) i 42 CFR_
EAHESE1367-61((3) determination-Standard (Non-urgent) Sections431213and431+-214-Provider: Within 24
Preservice hours of receipt of the request.
- All necessary information - _Member (modify or deny only): Within 24 hours of
received at receipt of the request.

time of initial request.
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B

TIMEERAMESFOR-MEDI-CAL DECISIONSAND-

Standard (Non-urgent) Preservice|

- Information Needed
- Additional clinical
information
required.

information reasonably necessary to render a decision.
- Member (modify or deny only): Within 24 hours of receipt of the additional
information reasonably necessary to render a decision.

Standard (Non-urgent)
Preservice- Delay Needed
- Additional clinical

information not
received within
initial

14 calendar days.

end-of-the-30thProvider: Delay notice sent within 14 calendar ay-
givendays of receipt of the original request to previdedelay the timeframe
for an additional irfermatien14 calendar days.

- Member: Delay notice sent within 14 calendar days of receipt of the
original request to delay the timeframe for an additional 14 calendar days.

Expedited (Urgent)

Preservice/Concurrent

- All necessary
information received at

time of initial request.

- Provider: Within 24 hours of receipt of the request.
- Member (modify or deny only): Within 24 hours of receipt of the request.

Expedited (Urgent)
Preservice/Concurren
t- Information
Needed

- Additional clinical
information required.

- Provider: Within 24 hours of receipt of the additional information
reasonably necessary to render a decision.

- Member (modify or deny only): Within 24 hours of receipt of the
additional information reasonably necessary to render a decision.

- ‘ Inserted Cells
- — A A

N ‘ Deleted Cells

1 Deleted Cells

FRAALLLLLLE RS\ d A AL L\ LA
the-deeision-Expedited
(Urgent) Preservice/Concurrent -

Delay Needed
- Additional clinical

information not
received within
initial 72 hours.

| - OralerelectronicnetificationProvider: Delay notice sent within 2472

hours of makirgreceipt of the deeisienoriginal request to delay the
timeframe for up to an additional 14 calendar days.

-___Member-Adverse Determination-Only+—Whitten: Delay notice sent
within 2-werking—days72 hours of makingreceipt of the deeisieroriginal
request to delay the timeframe for up to an additional 14 calendar days.
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Post-Service/Retrospective

Provider: Within 30 calendar days of receipt of the request.

Member: Within 30 calendar days of receipt of the request.
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OneCare Pharmacy Part D Determination Timelines

Type of Request PeeisiontDetermin

ation Timeline - = 4 | Deleted Cells

" Deleted Cells

determines-thatthe-standard| Practitioners or prescriber supporting statement for exception requests (not to exceed

tireframes—could-seriously— || seven calendarMember+Weitten-notice-within2-working days-of-making
jeopardize-the-member'stife] from when the deeision-request was received).

. .

£ imiti
request-Standard
(Non-urgent)
Preservice/Concurre
nt
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Expedited Authorization—(Prd
Serviee}

Extensionneeded

funetion=(Urgent)
Preservice/Concurrent

A decision must-be-maee—to approve or deny is required within :-werking-day24
hours of receipt of reguested-rfermation-the request or prescriber supporting
statement for exception requests (not to exceed seven calendar days

3

UM TAT Revised 12/01/17 - Rev 3/26/21
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Post-service/Retrospective A decision to approve or deny is required within 14 calendar days of the initial receipt of the
request.
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Type of Request

Notification FimeframesTimeline (Member and Prescriber)

Standard (Non-urgent
Preservice/Concurrents

Cenecurrentreview-of treatment—
. : 4 ient
cgimen aiready EEEE.( EEE_EEE

Within S-werking-days-ertess;,—consistent-with-urgeney72 hours of member'smedical-condition:

A H i ion-approp receipt of
the request or prescrlber qupportmg statement for %heﬁatufee#theeﬁre%%eefwaem exception
rcgucsts mot to exceed 5—b&sme5550vcn calcndar days from the alran—s—Feee+pt—ef—me—+ﬁfeFmaﬂen—

~date of the original
eguest .

A
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Post-Service/Retrospeetive- Within 3824 hours of receipt of the request or prescriber supporting statement for exception
Devdew requests (not to exceed seven calendar days from re€eiptthe date of the original requests).
N ik . .

} -Expedited (Urgent)

Preservice/Concurrent
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Post-Service:
Extenston-neededservice/Retrospective
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An emergency medical condition is a medical condition manifesting itself by acute

symptoms of sufficient severity (including severe pain) that a prudent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the

absence of immediate medical attention to result in placing the health of the individual (or,
with respect to a pregnant woman, the health of the woman or her unborn child) in serious
jeopardy, serious impairments of bodily functions, or serious dysfunction of any bodily

organ or part. An emergency medical condition is not defined on the basis of lists of
diagnoses or symptoms.

Emergency room services are available 24 hours per day, 7 days per week. Prior authorization
is not required for emergency services and coverage is based on the severity of the symptoms at
the time of presentation. Emergency services are covered when furnished by a qualified
provider and are needed to evaluate or stabilize an emergency medical condition.

Emergency services are covered when furnished by a qualified practitioner, including non-
network practitioners, and are covered until the member is stabilized. CalOptima Health also
covers any screening examination services conducted to determine whether an emergency
medical condition exists.

If a plan network practitioner, or plan representative, instructs a member to seek emergency
services, the medical screening examination and other medically necessary emergency
services are covered without regard to whether the condition meets the prudent layperson
standard. Once the member’s emergency medical condition is stabilized, certification for
hospital admission or prior authorization for follow-up care is required as follows:

Authorization for Post-Stabilization Inpatient Services
A nen-centracted-hospital must submitnotify CalOptima Health of a PrierAutherization-
RequestforPost-Stabilization Serviees-whenrequest for services prior to admission. Once
a member whe%}a%reeewedls stabilized after emergency serv1ces foran-emergeney-

is but requires additional,

medlcally necessary 1npat1ent eeyeree%enweeﬁh&eﬁ%rekﬁed%eﬁeeme%eﬁeyumeé}e&

eeﬁdmefhservwes The attending emergency phys101an, or the prov1der treating the
member, is responsible for determining when the member is sufficiently stabilized for
transfer or discharge.

According to DHCS, the requirements of Title 28 CCR Section 1300.71.4 (the 30-minute
rule) de-net- apply to both contracted and noncontracted providers in
CalOptima’sCalOptima Health’s Medi-Cal program. CalOptima Health or a HN shall
approve or deny a prior authorization request for post-stabilization services anéif all
information reasonably necessary and-requested-to render a decision is received from a
non-centracted-hospital within 30 minutes afterreeciving suchrequestand-informationfor
Medi-Catmember—and-within-or 60 minutes attcrreechvinesuch-requestand-information-

from-a-non-contracted-hospital-for OC er-OCC-members. If CalOptima Health or the HN
does not respond within the prescribed timeframe, medically necessary post-stabilization

inpatient services are considered approved.

PRIOR AUTHORIZATION-SERVICES
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Retrospective Review

Retrospective review is an initial review of services that require prior authorization and
have already been rendered. This process encompasses services performed by a
participating or non-participating provider without CalOptima Health notification and/or
authorlzatlon and when there was 1o opportunlty for GOHGHFF%H{QI'G serv1c reV1ew The

Retrospectlve Authorlzatlon shauls only be-permitted in accordance w1th CalOptlma Health
Policy and Procedure GG.1500: Authorization Instructions for CalOptima Health Direct

and CalOptima Health Community Network Providers which is as follows:

The request is made within sixty (60) calendar days after the initial date of service and one
of the following conditions apply:

1. The Member has Other Health Coverage (OHC): or
2. The Member’s medical condition is such that the Provider or Practitioner is unable to verify the
Member’s eligibility for Medi-Cal, or OneCare program, as applicable, at the time of service.

If supporting documentation satisfies the administrative waiver of notification requirements of the
policy, the request is reviewed utilizing the standard medical necessity review process. If the supplied
documentation meets medical necessity criteria, the request is authorized. If the supporting
documentation is questionable, the Director of UM or designee requests a Medical Director review.
_The request for a retrospective review must be made within 60 days of the service

provided. Medical necessity of post-service decisions (retrospective review) and

subsequent member/practitioner notification will occur no later than 30 calendar days from

receipt of request.

Admission/Ceneurrentlnpatient Review Process
Contracted facilities are required to notify CalOptima Health of all inpatient prier

autherized-admissions within ene-(H-business-dayfolowing-the-actual24 hours of
admission. The admissien/eonenrrentinpatient review process assesses the clinical status of

the member Verrﬁes the need for contlnued hospltallzatlon—?&e&&a%es—ﬂ&c—rm-pleme%&eﬂ—

eare-are-met: Inforrnatlon assessed during the review 1ncludes but is not lnnlted to:
e Clinical information to support the appropriateness and level of service prepesedbeing provided
e Validating the diagnosis
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e Assessment of the clinical status of the member to determine special requirements to facilitate a safe
discharge to another level of care

e Additional days/service/procedures proepesedrequested

e Reasons for extension of the treatment or service

Cenecutrentreviewforinpatienthospitalization-is-conducted-througheut-theUtilizing

evidenced based clinical guidelines, inpatient and concurrent review is conducted

throughout the members inpatient stay, with each hospital day approved based on review of
the patient’s condition and evaluation of medical necessity. Coneurrentlnpatient review
can occur on-site or telephonically. The frequency of reviews is based on the
severity/complexity of the member’s condition and/or necessary treatment, and discharge
planning activity._

If, at any time, services cease to meet inpatient clinical criteria, discharge criteria are met, and/or

alternatlve care optlons ex1st the nurse case manager eeﬂ%aets—t—h%a&eﬁdmg—phyﬁel&n—%d—eb&ams—

UM-If the | thc Medlcal Dlrector dctcrmmcs thc case no longcr meets mcdlcal ncc<:551tv for inpatient care, a

Notice of Action (NOA) letter is issued immediately by fax ervia-overnighteertifiedmailand telephone
to the attending physician, hospital and mailed to the member for OC members verbal notification is

also provided.

The need for case management or discharge planning services is assessed during the
admission review and each eencurrentreview,meeting-the-objective-of planning forinpatient
admission. focused on the most appropriate-and-cost-efficient alternative to inpatient care. If
at any time the UM staff become aware of potential quality of care issuesissue, the concern is
referred to CalOptima Health QI department for investigation and resolution.

Discharge Planning Review

Discharge planning begins at the time of an inpatient admission and is designed to identify
and initiate a safe, cost-effectiverquality-driven treatment intervention for post-hospital
care needs. It is a evoperativecoordinated effort among the facility and CalOptima Health
and includes but is not limited to attending physician, hospital discharge planner, UM
staff, complex discharge team, Case Management team, health care delivery
organizations, and community resources to coordinate care and services.

Objectives of the Discharge Planning Review are:
e Early identification during a member’s hospitalization of medical/psycho-social issues with potential for
post-hospital intervention.
e Development of an individual care plan involving an appropriate multidisciplinary team and family
members involved in the member’s care.
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e Communication to the attending physician and member, when appropriate, to suggest alternate health care
resources.

e Communication to attending physician and member regarding covered benefits, to reduce the possibility
of a financial discrepancy regarding non-covered services and denied days of hospitalization.

e Coordination of care between the member, PCP, attending physician, specialists, hospital UM/Discharge
planning staff, and UM staff.

The UM staff obtains medical record information and identifies the need for discharge to a
lower level of care based on discharge review criteria/guidelines. If the attending physician
orders discharge to a lower level of care, the UM staff assists the hospital UM/Discharge
Planner in coordinating post- hospital care needs. The same process is utilized for
continued stay approval or denial determinations by the UM Medical Director as
previously noted in the Ceneunrrentlnpatient Review Process.

Denials

A denial of services, also called an adverse organization determination, is a reduction,
modification, suspension, denial or termination of any service based on medical necessity or
benefit limitations.

Upon any adverse determination for medical or behavioral health services made by a
CalOptima Health Medical Director or other appropriately licensed health care professional
(as indicated by case type) a written notification, at a minimum, will be communicated to
the member and requesting practitioner.-

Verbal notification of any adverse determination is provided when applicable.

All notifications are provided within the timeframes as noted in CalOptima_Health Policy
GG.1507: Notification Requirements for Covered Services Requiring Prior Authorization.
The written notification is written in lay language that is easily understandable at thea sixth
grade reading level and includes the member-specific reason/rationale for the determination,
specific criteria and availability of the criteria used to make the decision as well as the
availability, process and timeframes for appeal of the decision. All templates for written
notifications of decision making are DHCS and CMS approved prior to implementation.

Practitioners are provided with the opportunity to discuss any medical or behavioral health
UM denial decisions with a physician or other appropriate reviewer. A CalOptima Health
Medical Director or appropriate practitioner reviewer (BH practitioner, pharmacist, etc.)
serves as the point of contact for the peer-to- peer discussion. This is communicated to the
practitioner at the time of verbal notification of the denial, as applicable, and is included in
the standard denial letter template.

GRIEVANCEAND-APPEAL-PROCESS

GRIEVANCE AND APPEAL PROCESS

CalOptima Health has a comprehensive review system to address matters when Medi-Cal,
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OC-e-OC€E members wish to exercise their right to review the UM decision to deny, delay
or modify a request for services, or terminate a previously approved service. This process is
initiated by contact from a member, a member’s representative or practitioner to CalOptima
Health. Grievances and Appeals for members enrolled in COD, or one of the contracted
HMOs, PHCs and SRGs are submitted to €alOptima’sCalOptima Health’s Grievance and
Appeals Resolution Services (GARS). The process is designed to handle individual
disagreements in a timely fashion, and to ensure an appropriate resolution.

The grievance process is in accordance with CalOptima Health Member Complaint Policy.
HH.1102: CalOptima Member Complaint. The appeal process is in accordance with
CalOptima Health Appeal Policy GG.1510: Appeal Process. Fhis-process-inehadesThese
processes include but are not limited to:

e Collection of information and/or medical records related to the grievance or appeal.
Communication to the member and provider.
Thorough evaluation of the substance of the grievance or appeal.
Review of the investigation for a grievance or medical records for an appeal.
Resolution of operational or systems issues and of medical review decision.
Referral to an appropriately licensed professional in Medical Affairs for evaluation and further
management of clinical issues, such as timeliness of care, access to care, and appropriateness of care,
including review of the clinical judgments involved in the case.

The grievance and appeal process for COD-HMOs; PHCs-and-SRGs-isall of CalOptima
Health Networks except Kaiser are handled by CalOptima Health GARS. CalOptima_
Health works collaboratively with the community provider or delegated entity in gathering
information and supporting documentation. If a member is not satisfied with the appeal
decision, he/she may file for a State Hearing with the California Department of Social
Services. Grievances and appeals can be initiated by a member, a member’s representative
or a practitioner. Pre-service appeals may be processed as expedited or standard appeals,
while post- service appeals will be processed as standard appeals only.

All medical necessity decisions are made by a licensed physician reviewer. Grievances and
appeals are reviewed by an objective reviewer; other than the reviewer who made the initial
denial determination.-

The-UM-er-EM Medical Director or designee evaluates grievances regarding the denial, delay,
termination, or modification of care or service. The-M-o+-EM Medical Director or designee may
request a review by a board-certified, specialty-matched Peer Reviewer to evaluate the determination.
An “Expert Panel” roster is maintained from which, either via Letter of Agreement or Contract, a Board-
Certified Specialist reviewer is engaged to complete a review and provide a recommendation regarding
the appropriateness of a pending and/or original decision that is now being appealed.

CalOptima_Health sends written notification to the member and/or practitioner of the
outcome of the review within the regulatory time limits. If the denial was upheld, even in
part, the letter includes the appropriate appeal language to comply with applicable
regulations.

When quality of care issues are identified during the investigation process, further review of the
matter is indicated. This portion of the review is eondueted-underthe Peer Reviewa confidential

and peer protected process.
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Upenrequest;All members-ean have access to and copies of all documents relevant to the member’s
appeal by calling the CalOptima Health Customer Service department.

Expedited Appeals and Grievances

A member, member’s authorized representative or provider may request the grievance or appeal process
to be expedited if #-is-felt-that-there is an imminent and serious threat to the health of the member,
including, but not limited to, severe pain, risk for adverse health outcome if not decisioned quickly, or
potential loss of life, limb, or major bodily function. All expedited grievance or appeal requests that meet
the expedited criteria shall be reviewed and resolved in an expeditious manner as the matter requires, but
no later than 72 hours after receipt.

_At the time of the request, the information is reviewed, and a decision is made as-te-

wheéher—er—net—t—h&a-pﬁea-l—meets egarding the expedlted appeal crlterla U—Héer—eemﬁn—

Ha%m%aﬁd—w%b%eeﬂ%deked—&epeeh{ed#heseExpedlte appeals nd gnevances are

managed in an accelerated fashion-n-an-effort to pr0V1de appropriate, timely care to
members when the regular timeframes of the review process could seriously jeopardize the
life or health of the member or could jeopardize the member’s ability to regain maximum
functionality.

State Fair Hearing-

CalOptima Health Medi-Cal members have the right to request a State Hearing from the
California Department of Social Services after exhausting the appeal process. A member
may file a request for a State Hearing within 120 days from the Notice of Appeal
Resolution. CalOptima Health and the HMOsPHCs-and-SRGsdelegated HNs comply with
State Aid Paid Pending requirements, as applicable. Information and education on filing a
State Fair Hearing is included annually in the member newsletter, in the member’s evidence
of coverage, and with each adverse Notice of Appeal Resolution sent to the member or the
member’s representative.

Independent Medical Review

OC-and-OCE members have a right to request an independent review if they disagree with
the termination of services from a SNF, home health agency (HHAJ)-or a comprehensive
outpatient rehabilitation facilityf€ORE).. CMS contracts with a Quality Improvement
Organizations (QIO) to conduct the reviews. CalOptima Health is notified when a request is
made by a member or member representative. CalOptima _Health supports the process with
providing the medical records for the QIO’s review. The QIO notifies the member or
member representative and CalOptima Health of the outcome of their review. If the
decision is overturned, CalOptima Health complies by issuing a reinstatement notice ensuring
services will continue as determined by the QIO.

Provider Preventable Conditions-

The federal Affordable Care Act (ACA) requires that providers report all Provider
Preventable Conditions (PPCs) that are associated with claims for Medi-Cal payment or
with courses of treatment furnished to a Medi-Cal patient for which Medi-Cal payment
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would otherwise be available. The ACA also prohibits Medi-Cal from paying for treatment
of PPCs.

There are two types of PPCs:
1. Health care acquired conditions (HCAC) occurring in inpatient acute care hospitals.
2. Other provider preventable conditions (OPPC), which are reported when they occur in any health care

setting.

Once identified, the PPC is reported to €alOptima’sCalOptima Health’s QI department for further
research and reporting to government and/or regulatory agencies.

LONG-TERM - SERVICES AND-SUPPORTS

LONG-TERM SERVICES AND SUPPORTS

LTC
The LTC case management program includes authorizations for the following facilities:-
e NF-A, NF-B, subacute care

Fa

process-isseheduledtoNurse Case Managers assess a member’s needs through review of

the Minimum Data Set, member’s care plan, medical records, and social service notes;-as-

LTC services also include coordination of care
for members transitioning out of a facility, such as education regarding community service
options, or a referral to MSSP, IHSS. CalAIM or te-a-CBAS-faeility. Referrals to case
management can also be made upon discharge when a membermember’s needs indicate a
referral is appropriate. In addition, the LTC staff provides education to facilities and staff

SHCA IS st At 3 in response to individual

facility requests, and when new programs are implemented.

CBAS

An outpatient, facility-based program offering day-time care and health and social services,
to frail seniors and adults with disabilities to enable participants to remain living at home
instead of in a nursing facility. Services may include health care coordination; meal service
(at least one per day at center); medication management; mental health services; nursing
services; personal care and social services; physical, occupational and speech therapy;
recreational activities; training and support for family and caregivers; and transportation to
and from the center. A new benefit launched in October 2022 allow for members to receive
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Emergency Remote Services (ERS) in lieu of attending the center when they are
experiencing an event that precludes them from attending the center in person. By allowing
for ongoing support while the member is experiencing a public or personal emergency, the
CBAS can continue to coordinate care and services on the member’s behalf.

S s Ll e Do s D D
-CalOptima Health is an approved MSSP site through
California Department of Aging (CDA).. The program provides services and support to help

people 65 and older who have a disability that puts them at risk of going to a nursing home.
Services include, but are not limited to, senior center programs, case management, money
management and counseling, respite, housing assistance, assistive devices, legal services,
transportation, nutrition services, home health care, meals, personal care assistance with
hygiene, personal safety, and activities of daily living.
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Over/Under Utilization
Over/under utilization monitoring is tracked by UM leadership team, the Clinieal-
Performance Exeellence- CommitteeUM workgroup, identified stakeholders, Medical

Director Team and reported to UMC. The UMC reviews the Over/Under Utilization
Dashbeardreport on a quarterly basis and approves and monitors metrics, discusses
performance, address identify trends, contributes to the analysis, and identifies action plan
for decreasing over and underutilization.-

Over/under utilization monitoring and performance are reported to the QIC and QAC on a
quarterly basis.

TFhe-foHowingare-measuresUnder and Over Utilization is tracked and monitored for-over/under
wtilizationthrough the following areas and trends:

e ER admissiensvisits per 1000

e Bed days per 1000

e Admits per 1000
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e Average length of stay per 1000

e Readmission rates

el

e Pharmacy utilization measures

Member grievances per theusand1000
Outhiersldentified Trends from Fraud, Waste and Abuse investigations
Select HEDIS rates for selected measures
PCP and specialist referral pattern analysis
Member utilization patterns

Trends in UM-related complaints
Potential quality issues

Behavioral health measures

Other areas as identified

PROGRAM EVALUATION

The UM Program is evaluated at least annually and modifications made as necessary. The
BPMDeputy Medical Director and Director, UM evaluate the impact of the UM Program by
using:

Member complaint, grievance and appeal data

The results of member satisfaction surveys

Practitioner complaint, and practitioner satisfaction surveys

Relevant UM data

Practitioner profiles

DUR profiles (where applicable)

The evaluation covers all aspects of the UM Program. Problems and/or concerns are
identified and recommendations for removing barriers to improvement are provided. The
evaluation and recommendations are submitted to the UMC for review, action and follow-
up. The final document is then submitted to the Board of Directors through the QIC and
QAC for approval.

SATISFACTION WITH THE UM PROCESS

CalOptima Health provides an explanation of the GARS process, State Fair Hearing and
Independent Review processes to newly enrolled members upon enrollment and annually
thereafter. The process is explained in the Member Handbook and Provider Manual and
may also be highlighted in member newsletter articles, member educational flyers and
postings at provider offices. Complaints or grievances regarding potential quality of care
issues are referred to CalOptima Health QI department for investigation and resolution.

Annually, CalOptima Health evaluates both members’ and providers’ satisfaction with the
UM process. Mechanisms of information gathering may include but are not limited to
member satisfaction survey results such as Consumer Assessment of Healthcare Providers
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and Systems (CAHPS); member/provider complaints and appeals that relate specifically to
UM,; provider satisfaction surveys with specific questions about the UM process; and
soliciting feedback from members/providers who have been involved in appeals related to
UM. When analysis of the information gathered indicates areas of dissatisfaction,
CalOptima Health develops an action plan and interventions to improve the areas of
concern, which may include staff retraining and member/provider education.

CASE MANAGEMENT PROCESS

The Case Manager is responsible for planning, organizing and coordinating all necessary
services required or requested, and facilitating communication between the member’s PCP
the member, family members (at the member’s discretion), other practitioners, facility

personnel, other health care delivery organizations and community resources, as applicable.
Program Updates and/or Changes

Each year, based upon the evaluation and review of member satisfaction and effectiveness

data, CalOptima Health updates the Complex Case Management process to better address
member needs. Evaluation results are shared with staff and training is provided to ensure
understanding of any programmatic changes to the current process for the upcoming year.

Updates and/or changes to the CCM program and process include but are not limited to the following:

e Ongoing development of the clinical documentation platform to enhance functionality of assessments
care plans, and outputs and provide continued training in clinical standards of care, NCQA PHM 5:
Complex Case Management Standards, and techniques for effective case management to both CalOptima
Health and Health Network staff.

e Provide targeted outreach and case management to support members who utilize primarily the emergency
department for care and develop best practices for outreaching these members and improving their overall
care.

e Continue development of specialized outreach and management for special populations, such as members
struggling with homelessness, pain, or behavioral health issues. Enhance training in resources and
engagement to care management staff, with the goal of increasing member engagement in case
management.

e California Children’s Services (CCS) managed by CalOptima through the Whole-Child Model (WCM)
Program went into effect in 2019.

e Beginning on January 1, 2022, CalOptima Health implemented two CalAIM components: Enhanced Care
Management (ECM) and Community Supports. Enhanced Care Management provides a whole- person
approach to care that addresses the clinical and non-clinical circumstances of high need Medi-Cal
members.

e Effective January 1, 2022, DHCS carved out the outpatient pharmacy benefit for Medi-Cal beneficiaries
from managed care plans and moved it to a state fee-for-service program, known as Medi-Cal Rx.

e The OneCare Connect program ended effective December 31, 2022 and members transitioned to the
OneCare (D-SNP) program effective January 1, 2023.

e Another component of CalAIM, Population Health Management was launched effective January 1, 2023

with a phased implementation.

Team Composition and Roles

The Case Management Department consists of functional teams that focus on specific
program activities. The teams are multidisciplinary, and are composed of nurse Case
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Managers, Social Workers, Medical Assistants, Personal Care Coordinators, and Member
Liaison Specialists, as appropriate, to meet the needs of the member. Case Managers are
assigned caseloads that are variable depending on the complexity of the cases managed.

The Case Management Teams include a Triage Team, Health Risk Assessment Team,
Health Network Liaison Team, an Oversight Clinical Team and a Direct Clinical Team.

The following staff positions provide support for organizational/operational CM
Department’s functions and activities:

Sr Director, Clinical Operations oversees the Case Management and Long-Term Services
and Supports (LTSS) programs within CalOptima to ensure that these functions are
properly implemented by all CalOptima Health Networks and contracted provider groups,
including CalOptima Community Network and CalOptima Direct. The incumbent is
responsible for programmatic oversight, strategic planning and ongoing compliance with
all local, state and federal regulations and accreditation standards according to the
CalOptima mission and vision.

Director of Care Management directs all Case Management programs for CalOptima
members to ensure that these functions are properly implemented by all CalOptima Health

Networks and contracted provider groups, including CalOptima Community Network and
CalOptima Direct. The incumbent is responsible for all departmental compliance with all

local, state, and federal regulations and ensures that accreditation standards are current, and
all policies and procedures meet current requirements.

Manager of Case Management provides shared responsibility for the daily operations, activities, and

projects for the Case Management department. The incumbent works under the general
direction of the Director of Case Management and in partnership with the other department

managers to provide performance management and development of the case management
staff and projects associated with the department to ensure compliance with department

policies and procedures, along with the implementation of assigned projects. The incumbent
may be required to attend joint operational and community meetings. The incumbent is

responsible for monitoring of case management reports and reporting to management or
committees.

Case Management Supervisor is responsible for the daily operation of case management
activities, the implementation of new programs and compliance with regulations. The

incumbent will provide guidance to staff or will directly handle complex case management

referrals. The incumbent will be accountable for establishing quality and productivity
standards for the team and ensuring compliance with department policies and procedures in

collaboration with the manager. The incumbent will serve as a resource for CalOptima
Health’s providers, health networks and community partners.

Medical Case Manager (Ambulatory) responsible for providing ongoing case
management services for CalOptima Health’s members. The Medical Case Manager will
facilitate communication and coordination among all participants of the health care team
and the member to ensure the services provided promote quality and cost-effective
outcomes.

Medical Case Manager (Oversight) is responsible for providing ongoing case

Back to Agenda Back to Item



management services for CalOptima members. The position facilitates communication and
coordination among all participants of the health care team and the member to ensure that

the services are provided to promote quality, cost-effective outcomes. The Oversight Case
Manager completes intensive investigation of cases that are referred to the Case
Management Team. The position serves as a resource for members, delegated plan case
managers, Personal Care Coordinators (PCCs) and community partners to address medical
behavior, and psychosocial concerns. In conjunction with other team members, the
incumbent may make recommendations for a comprehensive individualized care plan at all
levels of care.

Medical Assistants are responsible for effective, efficient and courteous interaction with
practitioners, members. family and other customers, under the direction of the licensed
Case Manager or the Gerontology Resource Coordinator. The Medical Assistant performs

medical and administrative routine tasks specific to the assigned unit, and office support
functions. The Medical Assistant may also authorize requested services according to

departmental guidelines.

Social Worker provides administrative case management and coordination of benefits for
carved-out services. The Medical Social Worker serves as a departmental resource

regarding benefits and available resources for the aged, behavioral health, foster care and
the disabled population. The Medical Social Worker also serves as a liaison to Orange
County based community agencies.

Personal Care Coordinator support CalOptima Health members in completing a Health
Risk Assessment (HRA) and ensure communication of the HRA and care plan with the
member, Primary Care Provider (PCP) and health care team. The PCC will identify barriers
to members’ care and assist in in improving these barriers for all levels of care. The
incumbent will work closely with the PCP and health care team to ensure member access to
timely services and coordination of care.

Program Assistant provides support to staff, including but not limited to preparing meeting

materials, maintaining minutes, routing documents, conducting data entry and handling of
incoming and outgoing correspondence per administrative policy. Provides administrative
support for specific and/or ongoing projects, such as generating reports, logs, calendars, and

mailings, applying general business practices, as well as CalOptima policies and procedures
under the direction of the Director.

Data Analyst performs analysis and reports data related to Case Management projects, and

ensures that case management goals and objectives are accomplished within specified time
frames, through the judicious and efficient use of CalOptima Health resources.

QI Nurse Specialist is responsible for overseeing regulatory reports and audits for the
entire Case Management department to ensure regulatory compliance, implementing and
monitoring policy changes to case management reporting, and providing quality review of
submitted health network data to meet Centers for Medicare & Medicaid Services (CMS),
Department of Health Care Services (DHCS), and National Committee for Quality
Assurance (NCQA) requirements. In addition, the incumbent performs analysis and reports

data related to the Case Management projects and ensures that Case Management goals and
objectives are accomplished within specified time frames. The incumbent interacts with
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other internal CalOptima departments, health networks, and external agencies.

While CalOptima Health enjoys a robust array of internal case management resources, case
management activities are also performed by the Health Networks. The Health Networks
utilize their own case management staff to manage CalOptima Health’s members who are

assigned to them. Case management departments at the Health Networks are staffed with
Licensed Case Managers, Social Workers, Pharmacists, and unlicensed support staff. While

these staff are supervised by the Health Networks, they participate in CalOptima Health
specific training and are overseen by CalOptima Health.

Staff Training/Education

CalOptima Health seeks to recruit highly qualified individuals with extensive experience

and expertise in Case Management for staff positions. Qualifications and educational

requirements are delineated in the position descriptions of the respective position.

Each new employee is provided an intensive orientation and job specific training with a
staff member. The following topics are covered during the introductory period, with specific

training, as applicable to individual job description:

CalOptima Health New Employee Orientation and Boot Camp (CalOptima programs)

HIPAA and Privacy
Fraud, Waste and Abuse, Compliance and Code of Conduct training
Use of technical equipment (phones, computers, printers, facsimile machines, etc.)

Workplace Harassment Prevention training

Cultural Competency. Bias or Inclusion and Trauma-Informed Care training
Seniors and Persons with Disabilities Awareness Training
OneCare Model of Care Training

e CM Program: policies/procedures and desk top processes, etc.
e Medical Information System data entry

e Application of Review Criteria/Guidelines

e Appeals Process

e QI Referral Process

CalOptima Health 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 Health. Each year, a specific budget is set for
continuing education for each licensed CM employee. Licensed nursing staff is monitored
for appropriate application of Review Criteria/Guidelines, NCQA requirements, and case

management documentation. Training opportunities are addressed immediately as they are
identified through regular administration of proficiency evaluations. Any employee who
fails the evaluation is provided additional training and provided with a work improvement
process. Formal training, including seminars and workshops, are provided to all Case
Management staff on an annual basis. Delegated Health Network staff participates annually

in CalOptima Health model of care training.

Coordination of Care

Coordination of services and benefits is a key function of Case Management, both during
inpatient acute episodes of care as well as for complex or special needs cases that are
referred to the Case Management department for follow-up after discharge. Coordination of
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care encompasses synchronization of medical, social, and financial services, and may
include management across payer sources. The Case Manager must promote continuity of
care by ensuring appropriate referrals and linkages are made for the member to the
applicable provider or community resource, even if these services are outside of the
required core benefits of the health plan or the member has met the benefit limitation.
Because Medi-Cal is always the payer of last resort, CalOptima Health must coordinate
benefits with other payers including Medicare, Worker’s Compensation, commercial

insurance, etc. in order to maintain access to appropriate services.

Other attempts to promote continuity and coordination of care include member
notifications to those affected by a PCP or practice group termination from CalOptima
Health. CalOptima Health assists the member as needed to choose a new PCP and transfer
the medical records to the new PCP. If the provider is not termed due to a quality issue
continuity of care may also be explored to continue treatment with the provider in certain
situations. CalOptima Health also coordinates continuity of care with other Managed Care
Plans when a new member comes into CalOptima Health or a member terminates from
CalOptima Health to a new health plan.

CalOptima Health uses the following data sources to identify a member for case management:

e Pharmacy data
Health Risk/Needs Assessment

Claims or encounter data
Hospital Discharge data
Utilization Management data
e Laboratory results
e Data supplied by purchasers
e Data supplied by member or caregiver
e Data supplied by practitioners
e Risk stratification process or Predictive Modeling Tool
e Health Information Form (HIF) or Member Evaluation Tool (MET), if available

The avenues for referring a member for case management are:
Member self-referral
Member’s authorized representative/family referral
Practitioner/Provider referral
Customer Service referral
Discharge Planner referral
Disease Management program referral
Community Agency referral
HN/SRG/PMG referral
Utilization Management referral
Long Term Services and Supports referral

The case management program includes:

Documented process to assess the needs of member population.
Development of the program through use of evidenced based guidelines.
Defined program goals.

Standardized mechanisms for member identification through use of data.
Multiple avenues for referrals to case management.

Following members across the continuum of health care from outpatient or ambulatory to inpatient
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settings.

e Process to inform eligible members of case management services, and the ability to elect or decline
services.

e Documentation in a case management system that supports automatic documentation of case manager’s
name, date, time of action and prompts for required follow up.

e Use of evidenced-based clinical practice guidelines or algorithms.

e Initial assessment and ongoing management process.

e Developing, implementing and modifying an individualized care plan through an interdisciplina
collaborative team process, in conjunction with the provider, member and/or their family/caregiver.

e Developing prioritized goals that consider the member or caregiver’s goals and preferences.

e Developing member self-management plans.

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 ensure quality, timeliness, and effectiveness of
services.

e Analyzing data and member feedback to identify opportunities for improvement.

e Mechanism for identification and referral of quality-of-care issues to QI Department.

e Coordination of carved out services, such as Denti-Cal

e Identification of mental health needs and referral to Behavioral Health

e Identification of educational needs and referral to Population Health Management

e Referral to LTSS

e Assess and identify continuity of care needs and work collaboratively with UM department

Initial assessment of member’s health care status and needs, including condition-specific issues:
e Member’s right to accept or decline case management services
e Review of past medical history and co-morbidities
e Medication reconciliation and compliance
e Assessing member’s support systems/caregiver resources and involvement
e Evaluation of behavioral health, cognitive function, and substance use disorder

e Evaluation of cultural and linguistic needs, preferences or limitations

e Member’s motivational status or readiness to learn

e Assessment of visual and hearing needs, preferences or limitations

e Assessment of life-planning activities

e Assessment of functional status - activities of daily living (ADLs) and instrumental activities of daily
living (iADLs

e Assessment of social drivers of health (SDOH)

e Review current status and treatment plan

e Identifies barriers to quality, cost-effective care and fulfilling the treatment plan

e Determines implications of resources, and availability and limitations of benefit coverage

o Assessment of need for referrals to community resources

e  Evidence-based clinical guidelines or algorithms to conduct assessment and management

Upon acceptance of a member into the CM Program, the Case Manager will develop a Case
Management Plan that identifies the interventions required to provide appropriate care to the

member.

A Case Management Plan includes the following:
e Development of prioritized SMART goals that take into account:

Member or caregiver’s goals or preferences
Member or caregiver’s desired level of involvement in case management plan

e Barriers to meeting goals and complying with self-management plan
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e Scheduled time frame for follow-up and communication with members
e Assessment of progress towards goal, with modifications as needed
e Resources to be utilized, including the appropriate level of care

e Planning for continuity of care, including transition of care and transfer
e Collaborative approaches to be used, including family/caregiver participation

Coordination of Carved Out Services

CalOptima Health provides linkages with community programs to ensure that members
with special health care needs, or high risk or complex medical and developmental

conditions, receive wrap-around services that enhance their medical benefits.

Memorandum of Understanding (MOU) with other community agencies and programs,
such as the HCA/California Children’s Services, Orange County Department of Mental
Health, and the Regional Center of Orange County. The CM staff and delegated entity
practitioners are responsible for identification of such cases and coordination of referrals to
appropriate State agencies and specialist care when the benefit coverage of the member
dictates. The Case Management Department assists members with the transition to other

care, if necessary, when benefits end. This may include informing the member about ways
to obtain continued care through other sources, such as community resources.

Case Management Programs include identification and referral of a member eligible for
community and/or Federal Medicaid Waiver programs, including, but not limited to:

e Specialty Mental Health Services

California Children's Services (CCS)

Regional Center of Orange County (RCOC)

Local Education Agency (LEA)

Genetically Handicapped Persons Program (GHPP)

AIDS Waiver Program

1915 (¢) Home and Community Based Services

Assisted Living Waiver (ALW)

Home and Community-Based Alternative (HCBA) Waiver (formerly NF/AH Waiver)
Home and Community-Based Services Waiver for the Developmentally Disabled (HCBS-DD) Waiver
Multipurpose Senior Services Program (MSSP)

Tuberculosis Program (Direct Observation Therapy)

Collaborate with the HCA/PDS TB Control Officer

Clinical Protocols

CalOptima Health is committed to serving the needs of all members assigned and places
additional emphasis on the coordination of care for the vulnerable population. Approved
clinical practice guidelines and nationally recognized protocols are used to guide treatment
and care provided to the members. The use of clinical practice guidelines or nationally
recognized protocols is challenging for the CalOptima Health membership as many of their
needs are socioeconomic in nature. These guidelines do not address many of the
supplemental benefits or community-based resources that may be critical to a
comprehensive care plan for these individuals. Members with end stage renal disease
(ESRD) and a comorbid condition of prostate cancer may not meet criteria for transplant
based on guidelines. Lack of transportation may create obstacles to care, yet the member

Back to Agenda Back to Item



may not meet criteria for non-emergency medical transportation. Members who are at the
end-of-life may be inappropriate for certain preventive care screenings.

When use of a clinical practice guideline or nationally recognized protocol is challenging or
inappropriate for an individual member the following steps may be taken:

e ICT is convened with the member, PCP, and specialists (if appropriate).
e Participants of the ICT review the case and mutually develop an ICP, prioritized per member’s
preferences.

e PCP or Case Manager facilitates referrals and linkages to identified supplemental benefits, community
referrals and resources.

When a member’s specific clinical requirements indicate the need for an alternative
approach, decisions to modify clinical practice guidelines or nationally recognized
protocols are made by the member, PCP or specialists, in consultation with other members
of the health care team. The care team members review the member’s current health status,
limitations, social support, barriers, and treatment approach, which include any
modifications needed in the clinical practice guidelines that support the ICP. Timeframes
are established for each of the action items of the ICP to ensure successful completion of

these tasks, identification of barriers, and attainment of goals. Updated ICP is shared with
the care team members including but not limited to the member, caregivers, and PCP.

To address the unique needs of our members, CalOptima Health offers supplemental
benefits, which can be accessed either through self-referral or via referral by a treating
practitioner. These benefits are intended to aid members in maintaining optimal health
status, either by providing health care services not covered by Medicare or Medi-Cal (e.g.,
vision care), by addressing barriers to access to care (e.g., Non-Medical Transportation),
or by promoting regular physical activity (gym benefit).

Types of Case Management Services

Basic Case Management

Basic case management activities by the primary care practitioner may include, but are not limited to:
e A health assessment of member’s current acute, chronic and preventive health needs
e Development of the member’s treatment plan

e Communication between the practitioner and member/authorized representative to ensure compliance
with established treatment plan

e Identification of the need for medical, specialty or ancillary referrals
e Referrals to case management and/or disease management

Complex Case Management
Complex Case Management Services are provided by CalOptima Health, in collaboration
with the Primary Care Provider, and includes, at minimum:
1. Basic Case Management Services
2. Management of acute or chronic illness, including emotional and social support issues by a
multidisciplinary case management team
3. Intense coordination of resources to ensure member regains optima health or improved functionality
4. With member and PCP input, development of care plans specific to individual needs, and updating of the
care plans at least annually

Complex Case Management is the coordination of care and services provided to a member who
has experienced a critical event, or diagnosis that requires the extensive use of resources, and
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who needs assistance in facilitating the appropriate delivery of care and services.

The members in Complex Case Management usually:
1. Are at high risk: or
2. Have medically complex or frequently managed conditions or diseases. including, but are not limited to.
the following:
3. Spinal Injuries
4. Transplants

5. Cancer
6. Secrious Trauma
7. AIDS

8. Multiple chronic illnesses

9. Chronic illnesses that result in high utilization

10. Have a complex social situation that affects the medical management of their care; or

11. Require extensive use of resources; or

12. Have an illness or condition that is severe, and the level of management necessary is very intensive.

CalOptima uses this criteria when data mining and as a guideline for internal and external
referral sources to identify appropriate CCM cases.

Children with Special Health Care Needs

Children with Special Health Care Needs (CSHCN) are those who have, or are at increased
risk for, a chronic physical, developmental, behavioral, or emotional condition. They may
have a disability or chronic medical condition due to complications of prematurity
metabolic disorder, chromosomal

abnormalities, or congenital abnormalities. They require health and related services of a type or
amount beyond that required by children generally.

Case Management staff ensures coordination of care with other entities that provide
services for Children with Special Health Care Needs (e.g. mental health, substance abuse,

Regional Center, CCS. local education agency, child welfare agency).

The goals of CSHCN Case Management are to:
Collaborate with family and providers to develop an Individualized Care Plan

e Facilitate member access to needed services and resources
e Prevent duplication of services
e  Optimize member’s physical and emotional health and well-being
e Improve member’s quality of life
Whole Child Model

The Whole-Child Model is a program that aims to help California Children’s Services
(CCS) children and their families get better care coordination, access to care, and health
results. The WCM program combines a qualified member’s Medi-Cal and CCS benefits
under CalOptima. CCS is a statewide program that arranges and pays for medical care
equipment and other services for children and young adults under 21 years of age who have
certain serious medical conditions.

Provides access for families so that families know where to go for ongoing information
education, and support in order that they understand the goals, treatment plan, and course of
care for their child or youth and their role in the process, what it means to have primary or
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specialty care for their child or youth, when it is time to call a specialist, primary, urgent
care, or emergency room, what an Interdisciplinary Care Team (ICT) is, and what the
community resources are.

The Whole Child Model program includes:
e Personal Care Coordinator (PCC) will be assigned to each CCS-eligible Member.
e Perform initial and periodic outreach to assist the Member with Care Coordination
e Provide information, education and support continuously, as appropriate

e Assist the Member and the Member’s family in understanding the CCS-eligible Member’s health, other
available services, and how to access those services.

Improve coordination of services to meet the needs of the child and family
Maintain existing patient-provider relationships when possible

Retain CCS program standards

Improve overall health results

Transitional Care Services (TCS)

Transitional Care Services (TCS) are provided to members transitioning from levels of
care, including hospitalizations and skilled nursing facility. For members enrolled with
Case Management, Case Managers will support recently discharged members with tools
and support to encourage and sustain self-management skills to help minimize the
potential of a readmission and optimize the member’s quality of life. TCS is provided to

ensure members are supported from discharge planning until they have been successfully
connected to all needed services and supports.

The Case Manager is responsible for coordinating and verifying that assigned members receive
all appropriate TCS, regardless of setting and including, but not limited to, inpatient facilities

discharging facilities, and community-based organizations. The Case Manager is also

responsible for ensuring collaboration, communication, and coordination with members and

their families/support persons/guardians, hospitals, EDs, LTSS, physicians (including the
member’s PCP), nurses, social workers, discharge planners, and service providers to facilitate
safe and successful transitions. While the Case Manager does not need to perform all activities
directly, they must ensure all transitional care management activities occur, including the

discharge risk assessment, discharge planning documentation, and necessary post-discharge
services.

Special Programs

Transplant Program
The CalOptima Health Transplant Program is coordinated by the Medical Director and

Medi-Cal members are managed in collaboration with the Case Management department.
Transplants for Medi- Cal only members are not delegated to the HMOs, PHCs or SRGs,
other than Kaiser Foundation Health Plan.

The Transplant Program provides the resources and tools needed to proactively manage
members identified as potential transplant candidates. The Case Management department
works in conjunction with the contracted practitioners and the DHCS Center(s) of

Excellence or CMS certified Centers for OneCare. Case Management will follow the
member and assist as needed through the transplant evaluation process, while they are

waiting to procure an organ, and post-transplant for one year.
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Members are monitored on an inpatient and outpatient basis and followed the transplant

continuum. The member, physician and facilities are assisted in order to assure timely,
efficient and coordinated access to the appropriate level of care and services within the
member’s benefit structure. In this manner, the Transplant Program benefits the member,
the community of transplant staff and the facilities. CalOptima Health monitors and

maintains oversight of the Transplant Program and report to UM Committee to oversee the

accessibility, timeliness, and quality of the transplant protocols.
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WE ARE CALOPTIMA HEALTH

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

Our Mission
To serve member health with excellence and dignity, respecting the value and needs of each person.

Our Vision

By 2027, remove barriers to health care access for our members, implement same day
treatment authorizations and real-time claims payments for our providers, and annually assess
members’ social determinants of health.

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.”

Our Strategic Plan

In 2022, CalOptima Health’s Board and executive team worked together to develop the 2023
Strategic Plan. After engaging a wide variety of stakeholders and collecting feedback, the
strategic plan was approved by the CalOptima Health Board of Directors in June 2022. The
core strategy of the Strategic Plan is an inter-agency co-creation of services and programs,
together with our delegated networks, providers, and community partners, to support the
mission and vision and our Priorities and Objectives are designed to enhance the programs and
services provided to members by CalOptima Health.

The five Strategic Priorities and Objectives are:
e Organizational and Leadership Development
e Overcoming Health Disparities
e Finance and Resource Allocation
e Accountabilities and Results Tracking
e Future Growth

Page 5 of 102
Back to Agenda Back to Item



WHAT IS CALOPTIMA HEALTH?

Our Unique Dual Role
CalOptima Health operates as both a public agency and a community health plan.

In this dual role, CalOptima Health must:
e Provide quality health care to ensure optimal health outcomes for our members.
e Support member and provider engagement and satisfaction.
e Be good stewards of public funds by making the best use of our resources and expertise.
e Ensure transparency in our governance procedures, including providing
opportunities for stakeholder input.
e Be accountable for the decisions we make.

WHAT WE OFFER
Medi-Cal

In California, Medicaid is known as Medi-Cal. Medi-Cal covers low-income adults, families
with children, seniors, people with disabilities, Affordable Care Act (ACA) expansion
members, 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 Medi-Cal member must reside in Orange County to be enrolled in CalOptima
Health Medi-Cal.

Scope of Services

CalOptima Health provides a comprehensive scope of acute and preventive care services

for Orange County’s Medi-Cal and dual eligible population, including eligible conditions
under California Children’s Services (CCS) managed by CalOptima Health through the
Whole-Child Model (WCM) Program that began in 2019.

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

e Specialty mental health and substance use disorder services are administered by the
Orange County Health Care Agency (HCA).
e Dental services are provided through the Medi-Cal Dental Program.

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 Health 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 (UM) Program and the Population Health
Management (PHM) Strategy.

Additionally, CalOptima Health 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 as special services through a specific Memoranda of
Understanding (MOU) with certain community agencies, including HCA and the Regional
Center of Orange County (RCOC).
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Medi-Cal Managed Long-Term Services and Supports

Since July 1, 2015, the Department of Health Care Services (DHCS) integrated Long-Term
Services and Supports (LTSS) benefits for CalOptima Health Medi-Cal members into the
scope of benefits provided by CalOptima Health. CalOptima Health ensures LTSS services are
available to members who have health care needs and meet the program eligibility criteria and
guidelines.

These integrated LTSS benefits include three programs:
e Community-Based Adult Services (CBAS)
e Nursing Facility (NF) Services for Long-Term Care (LTC)
e Multipurpose Senior Services Program (MSSP)

OneCare (HMO D-SNP)

Our OneCare (OC) members have Medicare and Medi-Cal benefits covered in one single plan,
making it easier for our members to get the health car