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Female:
Hi, good morning and welcome to the March CCI Stakeholder call.  I’m just gonna go through a little bit of housekeeping before we dive in today.  If we get disconnected, just give us a couple minutes and dial back in using the same information and we will be back online as soon as we are able.  Uhm -- and just to make sure that folks can hear us okay -- uhm -- can you press 1 to raise your hand if you can hear us?  Okay, great.  Looks like folks can hear us.  And if at any point, you want to ask a question to be put into the cue for the call, go ahead and press 1 again and we will try to get to folks as -- uhm --as they raise their hands.  So, we have a -- an action packed agenda today.  We’re gonna go over the enrollment dashboard, the performance dashboard.  We’re gonna hear from -- uh -- the Cal MediConnect Plan in San Diego on some exciting work they’re doing in the behavioral health integration space and go over -- uhm -- go over some -- uh -- materials that are forthcoming for -- for Cal MediConnect.  Uhm -- so with that, we will start off with an enrollment update from Javier Portella (phonetic).
Mr. Portella:
So, hello everyone.  I’m Javier Portella with the Department of Healthcare Services.  Uhm -- I’ll be going over the Cal MediConnect -- uhm -- February monthly enrollment dashboard as the March dashboard is on its way to be released.  Uhm -- with the February dashboard -- uh -- with -- uh -- passive stock, we’ve redesigned a lot of the dashboard views over the past couple of months in trying to keep it -- uh -- in addressing areas that are -- uhm -- you know, more active in the dashboard environment.  And so the most active county today is Orange County.  Uh -- for May 1 enrollment, they’re still mailing out as well as for our April 1 enrollment -- uh -- targeting around on average about 3,000 to 3,200 individuals -- uhm -- being noticed and potentially enrolled through the process.  Our total enrollment is at 124,292.  And our call center continues to see -- uh -- a decent volume of calls.  About 2,000 a week.  And what we’re seeing -- and so we continue to maintain our call center staff and work through members’ calls and questions about enrollment, disenrollment or changing class.  As you know -- uh -- for (unintelligible) in Orange County, they do conduct their own enrollments.  Our HEO (phonetic) call center activity is actually related to non-(unintelligible) counties that are -- uhm -- completed their (unintelligible).  And so these calls are coming from members that would like to opt in, change their plan or potentially disenroll into a Medi-Cal plan only.  Our opt out numbers are staying static as the opt out is only a factor when passive has begun.  So, Orange is the only county that continues to move at this point.  And so we’ll see the numbers -- uhm -- become very static over time.  Uhm -- and Orange will have its continual adjustments until the passive is complete.  And so the -- the opt out numbers will stop being adjusted for counties that are no longer in the passive phase if -- if it’s not relevant to continue to look at the populations and consider them opting out or not.  The second part of the enrollment dashboard that gets released is the Cal MediConnect opt out breakdown by language, ethnicity in age by county.  And so you’ll see a few things here in the dashboard.  There’s not any real significant change in the counties and there will be no change in the counties that are completed their -- uhm -- passive phases.  However, in Orange County, you’ll see a little bit of fluxuation, but between the two months, there’s been really zero change from a -- a language standpoint wherein Orange -- uhm -- Korean, Vietnamese, Asian or Pacific Islander continues to be the -- the higher as well as -- uhm -- in the language and -- uh -- in the ethnicity race area, in the language area, India, Chinese and Korean continue to be some of the top -- uhm -- opt out percentages in the Orange County arena.  That completes the dashboard relevant to enrollment.  As we have seen, we’ve -- uh -- kind of minimized the views on the dashboard for February, possibly -- uhm -- and March, you’ll see the same thing.  That way we can continue to focus on the areas that move -- uh -- such as the enrollment number, the call center numbers as well as the Orange County monitoring or the notices that Cal Optima does -- uhm -- for the demonstration.  And I think we’ll move on to next our --
Female:
Great.

Mr. Portella:
-- before we take any questions on anything at the end.

Female:
All right, sounds good.  Nathan.

Mr. Allen:
All right, thank you Javier.  And so this is Nathan Allen (phonetic).  I’m (unintelligible) for the Managed Care Quality and Monitoring Division.  And today, I’m gonna be walking through the Cal MediConnect performance dashboard.  So, this is the first iteration that’s been released, probably was released about a week ago and it will be released quarterly prospectively from here on out.  So, page one of the dashboard focuses on HRA -- uhm -- completion rates.  So, you’ll notice -- uh -- Figure 1.1, you have an overall completion rate.  Uh -- Figure 1.2 we have completion per plan.  And then down on the bottom of the dashboard, we have some different ways of looking at the data that helps put HRA completion rate in perspective.  So, some of the things that I wanted to point out on page 1 that you’ll notice throughout the dashboard is we do use this as a monitoring tool.  And we do -- uhm -- add footnotes when we’ve identified things so there’s better perspective publicly on what’s happening.  So, I wanted to call out the footnotes on page 1 just as an example.   Note 1-3 refers to Figure 1.3.  You’ll notice Cal Option did not report any data for this time period; however, they just started voluntary enrollment.  So, there was basically no data available.  However, from a data quality perspective, if you were looking at the dashboard or developing it, that would be cause for concern and would be something that we would look into.  Uh -- note 1-4 refers to -- uhm -- chart 1—also 1.4 and you’ll notice the substantial spike in quarter one of 2015 and that’s because there was a substantially large amount of beneficiaries that were being enrolled and the additional HRAs that were being attempted.  Moving on to page 2, it’s additional ways to look at HRA breakdowns.  We feel it’s very important for beneficiaries to be enrolled in Cal MediConnect and be assessed immediately.  So, we wanted to dedicate a lot of -- uhm -- data and charts for HRAs.  One thing I wanted to note on this page is you look at the chart on the top, Figure 2.1, on the far right under San Francisco Health Plan, in purple which stands for not completed, 45.3% rate.  So, one of the things that we do with this dashboard again is we monitor and we follow up and what we had identified with -- uhm -- this item is that there was some technical assistance -- uh -- provided for the plan and they are submitting additional data.  And so as we move on to presenting these dashboards on a quarterly basis to the public, we’ll note when data has been adjusted.  So, likely next quarter you’ll see the -- uhm -- data element adjusted.  So, I just wanted to call that out.  As we move forward with presenting these, you’ll -- we’ll -- we’ll do that more often.  Moving on to page 3, this is our appeals page.  So, Figure 3.1 shows overall determination, fully favorable, partially favorable and adverse.  Partially favorable is defined as (unintelligible) -- uhm -- but there’s multiple items in the field and one or more is not resolved in the beneficiaries’ favor.  So, we also have appeals breaken down by per thousand members and we have a dotted line that shows the average.  So, you’ll -- you’ll notice that the appeal rates per 1,000 members are very low.  And so there is gonna be situations where there is either a zero or a very low -- uh -- appeals being filed per 1,000 members such as 23 IEHP.  Uhm -- we also have it broken out by plan (unintelligible).  So, moving on to page 4, this is where we start talking about more of the utilization data.  So, we have information and data available on discharges that resulted in ambulary care follow up -- uhm -- with it being trended and emergency utilization data with it also being trended.  And the last page of additional -- uhm -- utilization data, we have it by LTFS which is the different LTFS categories.  Also trended, and at the bottom of the page, we have members contacted by their Case Manager -- uhm -- also with an averaged -- uhm -- dotted line that represents the average -- uhm -- for all -- all plans, all counties.  In terms of -- uhm -- the dashboard itself, if you’re familiar with the Medi-Cal Managed Care dashboard, and how we’ve watched them roll that out, what we normally do is we would launch the dashboard, we would have it for a couple of quarters and then from there, we would start rotating measures on and off the dashboard.  As we start the process, we will reach out and receive public comment on things that people would like to see on dashboard, how it measures like to be adjusted or presented.  So, this process will likely start in a quarter or two.  But wanted to call that out and as we move through these -- uhm -- presentations, we’ll start talking about that more.  
Female:
Great, thanks Nathan.  Uhm -- it doesn’t look like we have any questions on the dashboard.  Okay, we’re gonna go ahead and move onto the next item on the agenda.  So, we are going to unmute the line of George Scolari (phonetic).  George is the Behavioral Health Program Manager for Community Health Group.  Uhm -- and since 1998, he has chaired the Healthy San Diego Behavioral Health Workers -- uhm -- and we are really glad to have him on the line with us this morning to talk through some of the exciting work that’s happening -- uhm -- in San Diego around behavioral health integration.  So George, I’ll hand it over.

Mr. Scolari:
I’m here.  Thank you for having me.  So again, I’m George Scolari with Community Health Group.  I handle our behavioral health services going back to 1993 before specialty mental health was even carved out of Medi-Cal managed care plans.  So, I’ve been around a while and in San Diego County, our health plans operate for Medi-Cal under an umbrella called Healthy San Diego.  I think most people on the phone have probably heard of Healthy San Diego.  We started in July of 1998 and there’s sort of a Board of Directors and Quality Improvement Committees and multiple work groups underneath that.  And I chair -- uhm -- a number of them, including behavior health.  Uhm -- one of our workers with the County of Aging of Independent Services and a new one for Health and Housing looking at future -- uhm -- programs like the Whole Person Care pilot.  So, we’re getting prepared for all those things.  Within our behavioral health workgroup, when the Coordinated Care Initiative started, it made sense to us in San Diego County since all the health plans had such a longstanding relationship working under the behavioral workgroup with our County behavioral system.  That anything we did for the CCI and especially for -- uh -- Cal MediConnect, that it came out of that workgroup which is, to date, about 88 people -- uhm -- involved, including the head of our County Behavioral Health, our Behavioral Health Director and their Clinical Director and Executive team, all the health plans, including our health plan medical directors and advocates and hospitals -- uhm -- education.  I think you name it, we have them at the table.  So, for Cal MediConnect, we started meeting very early on to set up the MOU which we were, I believe, the first county to get that signed, sealed and delivered to the Department of Healthcare Services and set up our six policies and procedures which were required and did a huge amount of training with our County organizational providers.  Both through the county mental health clinics and part of the -- the Cal MediConnect requirement was the health plans needed to contract with them and make sure that dual members enrolling in Cal MediConnect would continue to receive the wonderful services provided within the County system.  So, we did a number of things.  We did, I would say about 20 different trainings to the different County mental health managers and directors which they would take back to their staff to teach them what Cal MediConnect and how they’re gonna work with the health plans.  And then on February 2014, we did a large kickoff event where 150 top management people from these county programs attended and speakers included Alfredo Aguirre our -- our Director of Behavioral Health for San Diego County, Dr. Michael Crelstein -- uhm -- their Clinical Director, Greg Knall (phonetic) who is -- uhm -- an attorney and oversees the Consumer Center for Health Education Advocacy, (unintelligible) Society and of course, people know is the -- the Ombudsmen program for Cal MediConnect.  These were all speakers, along with myself, doing a recap of all those trainings we had done with County behavioral health providers.  We learned a lot during these trainings and after that very successful and fun event, it was -- uhm -- about three hours long, a lot of the program said we need on more training.  So, two weeks later we went back and got them all together because there was some detailed information that -- that we needed to provide them.  We hadn’t -- uh -- you know, lessons learned I guess and so out of that came creating -- uh -- behavioral health contact card.  Uhm -- we called it a Care Coordination Card and to help these County behavioral health programs, we gave them one single card that listed the four health plans which are care first, community help group, HealthNet and Molina.  Who their contact numbers are, their different -- uhm -- customer service numbers, websites, provider websites, 24-hour nurse lines, pharmacies.  Explain to them what a Pharmacy Benefits Manager is and how those services worked.  Uhm -- how to get transportation, including taxis of course for their members going to appointments.  That was a big deal for them.  Language assistance was a big deal to them.  A key contact at Behavioral Health and very importantly, and something that I think other counties may have the same problem or probably will down the road, is claims issues.  They were starting to see early on some claims issues and those claims issues are for Cal MediConnect the -- the Cal MediConnect plans are really the primary payer for most behavioral health services.  And anything provided by licensed professionals, including in-patient treatment, partial hospitalization, seeing a psychiatrist, seeing a licensed clinical social worker or psychologist or LMFT, those are the responsibility of the -- the health plans.  But other services like Case Management Services and Conservatorship and going to crisis homes and things that are only Medi-Cal benefits are the responsibility of the County meant health systems.  And even though we integrated those services incredibly well, an issue started happening early on that these county programs were sending the health plan claims and all of our health plans were reimbursing them for the full claim, including the Medi-Cal component.  And this ended up cheating them out of the (unintelligible) contract funds that they would have reserved -- they would have been -- uhm -- paid a much higher amount that our Medi-Cal reimbursement for paying those copayments.  So, on this contact card, we actually listed the names of somebody at each of the health plans.  So, instead of just having those county behavioral claims come in with our other 30,000 claims a day that we all get, they were going to a single person.  So, for instance, (unintelligible) Health Group all claims come to me two or three times a week in a thick package -- uhm -- and I open up those claims, I make sure that it’s a Cal MediConnect member that we actually know about.  And if it’s not, it gives us an opportunity to reach out to the member to get them connected and get them part of our interdisciplinary care team.  Uhm -- build them into their own care plan, stuff they didn’t know about.  But we also can make sure by walking them through our claims shops that we’re only reimbursing the Medicare component of the claim and denying the Medi-Cal component so that those county mental health programs get full reimbursement.  And on the back side of the card it’s really cool, it’s a -- it’s a care coordination matrix and it gives five different steps that a county behavioral health program would take with a client.  It starts with the behavioral health provider sending -- uh -- the coordination of care form that we use countywide anyways -- that our Healthy San Diego Behavioral Health -- uhm -- workgroup developed back in 1998.  It’s now mandatory use.  So, we’ve said let’s just use that same form for Cal Mediconect that we do for Medi-Cal.  So, they’re using that form.  Step two is that -- uh -- that after they send it to the health plan, we take that form and that information on that form and we invite them to go to our interdisciplinary care team.  Step three shows them very clearly the behavioral health provider looks at that care plan that we developed because we faxed it to them.  They sign off on it and tell us everything’s okay or make some corrections.  And then we implement the fully signed ICT, Interdisciplinary Care Team -- uh -- plan.  And then the health plan send the agreed upon care plan to the member and we also send it to the primary care and back to the County behavioral health provider.  So, that is a quality withhold for Cal MediConnect and it’s taken a while, but it’s starting to work in San Diego.  They’re all getting used to doing that and we’re really, really proud of how that’s working.  I wanted to briefly talk about something non-behavioral health that -- uhm -- we’re doing and I won’t take too much time there, but in our collaboration is a small group of people, involved a huge amount of people.  That there’s key folks at the table all the time and the ones that are involved in behavioral health also involved in our county’s -- uhm -- medical side within home supportive services and our County’s multi-purpose senior services program.  So, within those programs, we, at the same time, did pretty much the exact same thing.  We needed to teach the IHSS and MSSP programs -- uhm -- you know, who we are, how we work so we developed individual IHSS and MSSP cards, started meeting at least once a month, but sometimes as much four times a month with AIS and we’ve been doing that Aging and Independent Services for San Diego County and we’ve been doing that for about three years now.  We’ve developed all kinds of tools, done trainings back and forth and -- and besides developing one-page context/coordination cards and key contact cards at each of the plans in the County, we also developed two different manuals.  One for IHSS and one for MSSP.  And it really starts from front to back -- uhm -- sort of mimicking the MOUs that we had signed -- uhm -- and -- and MSSP agreement.  And it’s really a guide to teach somebody who doesn’t know about IHSS and MSSP every -- all the steps you have to take to get somebody the help that they need.  And it’s really good help being provided by our County.  There’s -- as -- as the Coordinated Care Initiative got started and the health plans had a lot of different people getting involved like our Personal Care Coordinators, people -- uhm -- positions that we’ve never had before, high risk case managers working in a separate unit within our plans suddenly calling our County’s Aging and Independent Services trying to reach a Social Worker.  We have got 24,000 beneficiaries in San Diego receiving IHSS and, you know, it wasn’t always easy to reach somebody and get the information you need or to get somebody from the County like a social worker involved in the IH -- IHSS case or MSSP case to participate in an interdisciplinary care team.  So, our San Diego County Aging and Independent Services did something unbelievable to us which was develop -- uh -- what’s called the Care Coordination Unit, CCU.  And that’s been around I think for six months now, I’m not sure.  But what they did was they took six existing staff, five of them are licensed Clinicians.  Uhm -- I know one’s an RN and the rest I think are Licensed Clinical Social Workers than an Administrative person and they came up with a single toll-free phone number which is -- uh -- staffed by these six people -- uh -- five days a week -- uhm -- during business hours.  And that number’s only for the health plans that -- at any time I can call and anybody at a health plan can call that number and actually end up speaking to a clinician that works for IHSS or MSSP and that at the drop of a hat, that person could participate in an ICT, Interdisciplinary Care Team simply because they have the ability to get into their system and find out everything going on with that member.  Stuff that we might not know about.  So, we’re incredibly pleased with how that’s working.  At every meeting we have, we -- we check, you know, around with each other to make sure it’s working well and on the care coordination unit side too and everybody’s reporting it’s going great.  So, we’re quite proud of all the collaboration we’re doing in San Diego.  And unless there’s any questions, I think that’s our update.
Female:
Great.  Thanks George.  Are there any questions from folks?  If you have a question, go ahead and press 1.  It doesn’t seem like it.  All right, well thank you so much for that update and we really appreciate your participation this morning.  Uh -- the next item on our agenda is to give you -- uh -- an update on some of the materials we’ve been working on.  Uh -- we’ve got one question.  Amber Cutler, your mic is open.
Ms. Cutler:
Thanks Hillary.  Actually, this -- uh -- question was for George so I don’t know if his line is still unmuted.  Uhm -- but I was looking at the dashboard for emergency utilization for behavioral health related emergency visits -- uhm -- and community health groups is the highest rate on that chart, not comparing plans in that way, but I’m just wondering if that’s actually because of all the behavioral health work that’s happening in San Diego County and particularly, with the community health group that they’re identify people who just have more contact with them and they’re more likely to use an emergency visit or they’re more likely to be informed that they need to go to the emergency room because -- uhm -- they’re experiencing something because they’ve had contact with a Care Manager.  Or if there’s some other explanation for that higher rate for a community health group.

Mr. Scolari:
That’s a good question and -- and a fairly easy answer -- uhm -- speaking for a community health group.  We’re capturing all emergency room visits with a mental health diagnosis.  So, if an 85 year old person on Cal MediConnect shows up in an emergency room with an ear infection and is hallucinating because of the ear infection, somebody’s gonna write down psychosis somewhere and it’s gonna turn out to be not psychosis, but really the emergency room visit was for an ear infection.  So, things like that keep popping up.  The good thing is we’re able to look at all those cases and really pull out the stuff that’s not truly psychiatric or in need of mental health or behavioral health treatment.  So, it could be somebody with multiple, you know, medical problems and they’re going in -- and they’re really primarily for their medical condition, but they’re mentioning that they’re depressed so it -- it might lead to a referral.  We’re able to look at each of those cases.  I think -- uhm -- we need to look a little bit closer at what we’re reporting and what we’re not reporting.  We’re capturing so much stuff and they’re not all -- in fact, huge amount of them is not all folks that would end up moving into seeing a behavioral health provider.  Uhm -- there’s a small handful of them showing up in emergency rooms that leads to a psychiatric admission or another type of care.  Most of them, maybe half of them, probably lead into a referral into the behavioral health services if they didn’t already have one.  But a lot of it is -- uhm -- really showing up.  Could be neurological stuff and somebody’s written down something that has flagged it as a -- a behavioral health diagnosis.  So, it’s a way to redact the information.

Ms. Cutler:
Got it.  Thanks George.

Mr. Scolari:
Yeah.

Mr. Allen:
And Amber, this is Nathan, I’d like to add to that.  Uhm -- for this particular measure, we’re actually working with almost all the plans on insuring that the data is being captured and reported correctly.  We’re gonna -- we’re gonna be expecting a number of resubmissions of data.  And so I think this will likely show up in that iteration of dashboard on the quarterly training chart that’s to the right.  So, if we do get additional data submissions for this data, we’ll footnote it on the next dashboard so we can touch on that -- uhm -- uhm -- in a quarter.  

Female:
Great, thanks guys.

Mr. Scolari:
Yeah, I -- I -- I would think that we -- I know what I’d -- I’d hope we’d want to see is is 100% of people going to the ED 100% for psychiatric reasons so that, you know, it’s much more clear.  But, you know, some of that data is kind of mixed in with the medical stuff.

Female:
Great, thank you.  Thanks.  Uhm -- it looks like we have any other questions?  Just a reminder, folks can -- uhm -- ask a question by pressing 1 and raising your hand.  Uhm -- give a quick overview on some materials that we have been working on for Cal MediConnect.  Uhm -- the continuity of care provider bulletin which -- uhm -- folks have seen through the -- the -- the stakeholder input phase is in -- uhm -- final review between DCS and CMS and so we are hoping to have that out pretty shortly.  The beneficiary toolkit is about to begin user testing with our -- uhm -- partners at the UC Center for Health Research Action.  We’re excited to have that and have some data back on that, on the toolkit in about a month and following that will be the -- uhm -- Cal MediConnect MLTSS guidebook.  The new guidebook that will be going out to newly eligible duals.  So, all of that is -- is going through user testing now so we’re really excited about that.  Uhm -- hopefully folks have seen posted on calduals.org the hospital case manager toolkit that -- uh -- was developed in coordination with the health plans and -- uh -- the California Hospital Association and the Alzheimer’s Association -- uhm -- to provide tools to hospital case managers and how best to work with Cal MediConnect plans -- uhm -- for beneficiaries transitioning into and out of the hospital.  So, we’re very excited that that’s up and have been doing some trainings with case managers and I think that has been going pretty well, but always -- always welcome feedback on our materials.  Also wanted to give a -- a head’s up, we’re going to be doing our next stakeholder call probably early April.  We’re gonna have some exciting -- uhm -- announcements around some program changes.  Uhm -- and updates to the Cal MediConnect program for 2016 -- uhm -- which will -- we will be announcing in early April and will be looking forward to getting feedback and input from stakeholders as we have at every step.  And sort of the development of the Cal MediConnect program.  With that, I think that is all of our agenda items for today.  And I will open it up for one last round of questions, if there are any.  All right, well then we will end the call a little early today.  Give folks back their half an hour and thank you all for your time.  We really appreciate everyone’s ongoing interest and participation in this program and have a wonderful St. Patrick’s Day.
[END OF CALL]




