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| PROPOSAL

DHCS requests expenditure authority of $1.2 billion ($495.9 million General Fund and
$693.6 million federal funds) in 2021-22 and $2.8 billion ($1.1 billion General Fund and
$1.7 billion federal funds) to implement the California Advancing and Innovating in Medi-
Cal (CalAIM) initiative, which seeks to transform the Medi-Cal delivery, program, and
payment systems to improve beneficiary health outcomes and result in long-term cost
savings. This expenditure request includes implementation of the following components
of CalAIM:

e Enhanced Care Management (ECM)

e Community Supports (previously In-Lieu of Services)

e Managed Care Plan Incentives

e Medi-Cal Providing Access and Transforming Health (PATH)

e Dental Initiatives

e Population Health Management

e Various Transitions of Populations Between Fee-for-Service and Managed Care
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e Behavioral Health Quality Improvement Program
e Designated State Health Programs

In addition, DHCS proposes trailer bill language (see issue #2 in this agenda) to make
statutory changes necessary to implement the components of the CalAIM initiative.

B ACKGROUND

During the fall of 2019, the Administration released a comprehensive proposal to
transform the delivery system of physical, behavioral, and oral health care services in the
Medi-Cal program, known as the California Advancing and Innovating in Medi-Cal
(CalAIM) initiative. Due to the pandemic, the Administration delayed implementation of
CalAIM in the 2020-21 fiscal year. The 2021 Budget Act included 69 positions and
expenditure authority of $1.6 billion ($675.7 million General Fund and $954.7 million
federal funds), and the Legislature approved trailer bill language to authorize
implementation of CalAIM.

CalAIM is an ambitious effort to incorporate evidence-based investments in prevention,
case management, and non-traditional services into the Medi-Cal program. Many of these
investments were piloted during the state’s most recent 1115 Waiver, “Medi-Cal 2020,”
and CalAIM incorporates many of these programs into existing Medi-Cal delivery systems
on a more consistent, statewide basis. CalAIM also seeks to reform payment structures
for Medi-Cal managed care plans and county behavioral health programs to streamline
rate-setting and to reduce documentation and auditing workload for plans and their
network providers. Other components of CalAIM include changes to populations and
services that would be delivered in the fee-for-service or managed care system,
continuation of certain dental services piloted in the Dental Transformation Initiative,
statewide incorporation of long-term services and supports as a mandatory managed care
benefit, seeking a federal waiver to allow Medi-Cal services to be provided in an Institute
for Mental Disease (IMD) and qualify for federal matching funds, and testing full
integration of physical, behavioral, and oral health service delivery under a single
contracted entity.

CalAIM represents a significant transformation of the health care delivery systems that
provide physical health, behavioral health, and oral health care services to Medi-Cal
beneficiaries. However, DHCS states that CalAIM also represents an opportunity to build
into the foundations of the Medi-Cal program an incentive structure that achieves a
healthier Medi-Cal population with a comprehensive, whole-person approach that
addresses the social determinants of health and avoids cross-cutting impacts and cost
shifts to other state or local social service and public safety agencies.
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New Federal Waiver Authority

CalAIM will transition many of Medi-Cal’s existing programs into managed care benefits
under a new 1915(b) Waiver, maintain some programs under the previous 1115 Waiver
authority, and make other changes through amendments to the State Plan. The federal
Centers for Medicare and Medicaid Services (CMS) approved California’s 1115 Waiver
and 1915(b) Waiver applications implementing CalAIM reforms on December 29, 2021.
Both Waivers were approved until December 31, 2026. While the managed care
authorities provided by the two Waivers are similar, there are key differences. For
example, while 1115 Waivers require budget neutrality (federal expenditures must not be
greater under the Waiver than they would have been without the Waiver), 1915(b)
Waivers only require the demonstration of cost effectiveness and efficiency: actual
expenditures cannot exceed projected expenditures.

Enhanced Care Management

DHCS requests expenditure authority of $197.8 million ($66.1 million General Fund and
$131.7 million federal funds) in 2021-22 and $575.8 million ($192.8 million General Fund
and $383 million federal funds) in 2022-23 to support a new enhanced care management
benefit. Under the previous waiver authority, Medi-Cal 2020, DHCS implemented Whole
Person Care (WPC) pilot programs to coordinate health, behavioral health, and social
services in a patient-centered manner with the goals of improved beneficiary health and
well-being through more efficient and effective use of resources. The 25 approved WPC
pilots targeted services to individuals with chronic conditions, with behavioral health
needs, experiencing or at-risk of homelessness, or who are justice-involved. The pilots
provided eight categories of service to these individuals, including: 1) outreach, 2) care
coordination, 3) housing support, 4) peer support, 5) benefit support, 6) employment
assistance, 7) sobering centers, and 8) medical respite.

Beginning January 1, 2022, CalAIM expands the Whole Person Care delivery concept
statewide through implementation of a mandatory enhanced care management (ECM)
benefit and voluntary community supports benefits delivered by Medi-Cal managed care
plans in each county. ECM is a whole-person, interdisciplinary approach to care that
addresses the clinical and non-clinical needs of Medi-Cal beneficiaries with the most
complex medical and social needs through systematic coordination of services and
comprehensive care management that is community-based, interdisciplinary, high touch,
and person-centered. Medi-Cal beneficiaries will be eligible for ECM if they are included
in one of the following populations of focus:

Children and Youth Populations of Focus

e Children (up to age 21) experiencing homelessness

e High utilizers

e Children with serious emotional disturbance or identified to be at clinical high risk
for psychosis
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e California Children’s Services (CCS) with additional needs beyond CCS qualifying
conditions

e Involved in, or with a history of involvement in, child welfare

e Youth transitioning from incarceration

Adult Populations of Focus

e Individuals and Families Experiencing Homelessness. Individuals who are
experiencing homelessness and have at least one complex physical, behavioral,
or developmental health need with inability to successfully self-manage, for whom
coordination of services would likely result in improved health outcomes or
decreased utilization of high-cost services.

e High-Utilizers. Adult high-utilizers including those with five or more avoidable
emergency room, or three or more avoidable, unplanned hospital or short-term
skilled nursing facility stays in a six-month period.

e SMI/SUD. Adults with serious mental illness (SMI) or substance use disorders
(SUD), with at least one complex social factor influencing their health (e.g. food,
housing, or economic insecurity; history of Adverse Childhood Experiences, former
foster youth, justice-involvement), and are at high risk for institutionalization,
overdose and/or suicide; use crisis services, emergency rooms, urgent care, or
inpatient stays as the sole source of care; experienced two or more emergency
department or hospital visits due to SMI or SUD in the past 12 months; or are
pregnant or post-partum.

e Individuals Transitioning From Incarceration. Adults transitioning from
incarceration within the past 12 months with at least one of the following conditions:
chronic mental illness, SUD, chronic disease, intellectual or developmental
disability, traumatic brain injury, human immunodeficiency virus (HIV), or
pregnancy.

¢ Individuals at Risk for Institutionalization. Adults at risk of institutionalization eligible
for long-term care services who, in the absence of services and supports, would
otherwise require care for 90 days or more in an inpatient nursing facility.

e Nursing Facility Residents Seeking Community Transition. Adults residing in
nursing facilities who desire to transition back to the community and are likely to
make a successful transition.

ECM requires Medi-Cal managed care plans and their contracted ECM providers to
deliver the following core services:

e Outreach and Engagement. Medi-Cal managed care plans are required to develop

comprehensive outreach policies and procedures that can include, but are not
limited to:
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o Attempting to locate, contact, and engage Medi-Cal beneficiaries who have
been identified as good candidates to receive ECM services, promptly after
assignment to the plan.

o Using multiple strategies for engagement including in-person meetings, mail,
email, texts, telephone, community and street-level outreach, follow-up if
presenting to another partner in the ECM network, or using claims data to
contact other providers the beneficiary is known to use.

o Using an active and progressive approach to outreach and engagement until
the beneficiary is engaged.

o Documenting outreach and engagement attempts and modalities.

o Utilizing educational materials and scripts developed for outreach and
engagement.

o Sharing information between the managed care plan and ECM providers to
assess beneficiaries for other programs if they cannot be reached or decline
ECM.

o Providing culturally and linguistically appropriate communications and
information to engage members.

e Comprehensive Assessment and Care Management Plan. Medi-Cal managed
care plans must conduct a comprehensive assessment and develop a
comprehensive, individualized, person-centered care plan with beneficiaries,
family members, other support persons, and clinical input. The plan must
incorporate identified needs and strategies to address those needs, such as
physical and developmental health care, mental health care, dementia care, SUD
services, long-term services and supports (LTSS), oral health services, palliative
care, necessary community-based and social services, and housing.

e Enhanced Coordination of Care. Enhanced coordination of care includes
coordination of the services necessary to implement the care plan. This
coordination could include:

o Organizing patient care activities in the care management plan.

o Sharing information with the care team and family members or support
persons.

o Maintaining regular contact with providers, including case conferences.
Ensuring continuous and integrated care, with follow-up with primary care,
physical and developmental health care, mental health care, SUD treatment,
LTSS, oral health care, palliative care, necessary community-based and social
services, and housing.

e Health Promotion. Medi-Cal managed care plans must provide services to
encourage and support lifestyle choices based on healthy behavior, such as:
identifying and building on successes and support networks, coaching,
strengthening skills to enable identification and access to resources to assist in
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managing or preventing chronic conditions, smoking cessation or other self-help
recovery resources, and other evidence-based practices to help beneficiaries with
management of care.

Comprehensive Transitional Care. Medi-Cal managed care plans must provide
services to facilitate transitions from and among treatment facilities, including
developing strategies to avoid admissions and readmissions, planning timely
scheduling of follow-up appointments, arranging transportation for transitional
care, and addressing understanding of rehabilitation and self-management
activities and medication management.

Member and Family Supports. Medi-Cal managed care plans must ensure the
beneficiary and family or support persons are knowledgeable about the
beneficiary’s conditions, including documentation and authorization for
communications, providing a primary point of contact for the beneficiary and family
or support persons, providing for appropriate education of the beneficiary and
family or support persons, and ensuring the beneficiary has a copy of the care plan
and how to request updates.

Coordination of and Referral to Community and Social Support Services. Medi-Cal
managed care plans must ensure any present or emerging social factors can be
identified and properly addressed, including determining appropriate services to
meet needs such as housing or other community supports services, and
coordinating and referring beneficiaries to available community resources and
following up to ensure services were provided.

ECM will phase in based on which counties implemented Home Health Programs and
Whole Person Care pilots, and for certain populations, as follows:

January 1, 2022 — Counties with Home Health Programs (HHP) or Whole Person
Care (WPC) pilots must provide ECM services to the following populations of
focus:

o Individuals and Families Experiencing Homelessness
o High Utilizer Adults
o Adults with SMI/SUD

July 1, 2022 — Counties without HHP or WPC pilots must provide ECM services to
the following populations of focus:

o Individuals and Families Experiencing Homelessness
o High Utilizer Adults
o Adults with SMI/SUD
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e January 1, 2023 — All counties must provide ECM services to the following
populations of focus:

o Individuals Transitioning from Incarceration (Children and Adults)
o Individuals at Risk for Institutionalization
o Nursing Facility Residents Seeking Community Transition

e July 1, 2023 — All counties must provide ECM services to all other Children and
Youth

Community Supports

DHCS requests expenditure authority of $66.5 million ($21.6 million General Fund and
$44.9 million federal funds) in 2021-22 and $162.8 million ($52.8 million General Fund
and $110 million federal funds) in 2022-23 to support implementation of community
supports services. Previously known as In-Lieu of Services, community supports are
services or service settings that Medi-Cal managed care plans may offer as a medically
appropriate, cost-effective alternative to traditional Medi-Cal eligible services or settings.
Provision of community supports is voluntary for Medi-Cal managed care plans to provide
and voluntary for Medi-Cal beneficiaries to receive. Plans may change their election of
which community supports they provide every six months. Plans may provide the
following community supports:

e Housing Transition Navigation Services — These services assist beneficiaries with
obtaining housing and include assessing a beneficiary’s housing needs, developing a
housing support plan, navigating housing options and applications, assisting with
advocacy and securing available income and housing subsidy resources, assisting
with reasonable accommodation and move-in readiness, and coordinating necessary
environmental modifications.

e Housing Deposits — These services assist beneficiaries with securing or funding one-
time housing services that do not constitute room and board including security
deposits, setup fees or deposits for utilities or other services, first month coverage of
utilities, first and last month’s rent if required for occupancy, health and safety services
such as pest eradication or cleaning upon moving in, and medically necessary
adaptive aids and services such as air conditioners or air filters.

e Housing Tenancy and Sustaining Services — These services assist beneficiaries in
maintaining safe and stable tenancy after housing is secured including early
identification and intervention for behaviors that may jeopardize housing, education
and training on rights and responsibilities of tenants and landlords, coordination and
assistance to maintain relationships with landlords and resolve disputes, advocacy
and linkage to community resources to prevent eviction, health and safety visits, unit
habitability inspections, and training for independent living and life skills.
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e Short-Term Post-Hospitalization Housing — These services may include supported
housing in an individual or shared interim housing setting and are designed to assist
beneficiaries who are homeless and who have high medical or behavioral health
needs with the opportunity to continue their recovery immediately after exiting an
inpatient hospital, substance abuse or mental health treatment facility, custody facility,
or recuperative care.

e Recuperative Care (Medical Respite) — These services provide short-term residential
care for beneficiaries who no longer require hospitalization, but still need to heal from
an injury or illness and whose condition would be exacerbated by an unstable living
environment. At a minimum, the service would include interim housing with a bed and
meals with ongoing monitoring of the beneficiary’s condition. The service may also
include limited or short-term assistance with activities of daily living, coordination of
transportation to post-discharge appointments, connection to other necessary health
and human services benefits or housing, or stabilizing case management relationships
and programs.

e Caregiver Respite — These services provide relief to caregivers of beneficiaries who
require intermittent temporary supervision and may be provided by the hour on an
episodic basis, by the day or overnight, or include services that attend to the
beneficiary’s basic self-help needs or other activities of daily living.

e Day Habilitation Programs — These services assist beneficiaries in acquiring,
retaining, and improving self-help, socialization, and adaptive skills necessary to
reside successfully in the beneficiary’s natural environment. These services may
include training or assistance with the use of public transportation, personal skills
development in conflict resolution, community participation, developing and
maintaining interpersonal relationships, daily living skills, community resource
awareness (e.g. police, fire, other local services), selecting and moving into a home,
locating and choosing suitable housemates, locating household furnishings, settling
disputes with landlords, managing personal financial affairs, managing needs for
personal attendants, dealing with and responding to governmental agencies and
personnel, asserting rights through self-advocacy, and coordinating health and human
services benefits.

e Nursing Facility Transition/Diversion to Assisted Living Facilities — These services
assist beneficiaries to live in the community or avoid institutionalization by transitioning
to a Residential Care Facility for Elderly and Adult (RCFE) or Adult Residential Facility
(ARF). These services, which do not include room and board, may include assessing
housing needs and presenting options, assessing onsite service needs at the RCFE
or ARF, assisting in securing a residence, communicating with facility administration
and coordinating the move, establishing procedures and contacts to maintain housing
placement, and coordinating with enhanced care management or other community
services necessary for stable housing.
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e Nursing Facility Transition to a Home — These services assist beneficiaries to live in
the community and avoid institutionalization by transitioning to a private residence.
These services, which do not include room and board, may include assessing housing
needs and presenting options, assisting in securing housing, communicating with
landlords and coordinating the move, establishing procedures and contacts to
maintain housing placement, and coordinating with enhanced care management or
other community supports necessary for stable housing.

e Personal Care and Homemaker Services — These services assist beneficiaries with
activities of daily living such as bathing, dressing, toileting, ambulation, or feeding.
These services also assist beneficiaries with instrumental activities of daily living such
as meal preparation, grocery shopping and money management. These services are
provided in addition to any approved In-Home Supportive Services (IHSS) benefits
approved by the county or during any IHSS waiting period.

e Environmental Accessibility Adaptations (Home Modifications) — These services
provide physical adaptations to a home that are necessary to ensure the health,
welfare, and safety of a beneficiary, or enable the beneficiary to function with greater
independence in the home. Adaptations may include installation of ramps and grab-
bars, doorway widening for beneficiaries who require a wheelchair, installation of stair
lifts, bathroom or shower accessibility, installation of specialized electric or plumbing
systems to accommodate medical equipment or supplies, installation and testing of a
Personal Emergency Response System for beneficiaries who are alone for significant
parts of the day without a caregiver and otherwise require routine supervision.

e Meals/Medically Tailored Meals — These services help beneficiaries achieve nutrition
goals at critical times to help them regain and maintain their health and may include
meals delivered to the home immediately following discharge from a hospital or
nursing facility, or medically-tailored meals provided to the beneficiary at home to meet
the unigue dietary needs of a chronic condition.

e Sobering Centers — These services provide a safe, supportive environment to become
sober for individuals found to be publicly intoxicated and who would otherwise be
transported to an emergency department or jail. These services also include medical
triage, lab testing, a temporary bed, rehydration and food service, treatment for
nausea, wound and dressing changes, shower and laundry facilities, substance use
education and counseling, homeless care support services, and screening and linkage
to ongoing supportive services.

e Asthma Remediation — These services are physical modifications to a home
environment that are necessary to ensure the health, welfare, and safety of the
individual, or enable the individual to function in the home without acute asthma
episodes that could result in emergency utilization or hospitalization. These services
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would include allergen-impermeable mattress and pillow dustcovers, high-efficiency
particulate air filtered vacuums, integrated pest management, de-humidifiers, air
filters, other moisture-controlling interventions, minor mold removal and remediation,
ventilation improvements, asthma-friendly cleaning products and supplies, and other
interventions identified to be medically appropriate and cost-effective.

The availability of community supports in each county, by date of implementation, vary
between January 1, 2022 and January 1 2024, depending on the specific community
support and various other county circumstances.

Managed Care Plan Incentives

DHCS requests expenditure authority of $300 million ($150 million General Fund and
$150 million federal funds) in 2021-22 and $600 million ($300 million General Fund and
$300 million federal funds) in 2022-23 for managed care plan incentives. Beginning
January 1, 2022, Medi-Cal managed care plans are eligible for incentive payments for
investing in expanding and improving delivery of ECM and community supports. Federal
regulations allow a percentage above a Medi-Cal managed care plans capitation payment
to be allocated for quality improvement programs. To receive incentive payments, Medi-
Cal managed care plans must improve delivery system infrastructure, build provider
capacity for ECM and community supports services, and achieve certain quality
benchmarks.

Medi-Cal Providing Access and Transforming Health (PATH)

DHCS requests expenditure authority of $389.7 million ($194.8 million General Fund and
$194.8 million federal funds) in 2021-22 and $706.7 million ($353.3 million General Fund
and $353.3 million federal funds) in 2022-23 for the Medi-Cal Providing Access and
Transforming Health (PATH) initiative. The Medi-Cal PATH initiative is intended to provide
a smooth transition between current waiver pilots and statewide services and capacity
building, including for effective pre-release care and coordination with justice agencies.
PATH funding would support the transition from Whole Person Care pilots to ECM and
community supports, including funding for counties, community-based organizations, and
other providers to build the capacity and infrastructure necessary for these new statewide
services. In addition, PATH funding would help ensure jails and prisons are ready for
service delivery for the justice-involved, including mandatory Medi-Cal applications;
behavioral health referrals, linkages, and warm hand-offs from county jails to Medi-Cal
managed care plans and county behavioral health departments; “in reach” services up to
90 days prior to release, and the re-entry ECM benefit available in January 2023. PATH
funding would also support workforce development for the homeless and home- and
community-based services systems of care, including outreach, training in evidence-
based practices, information technology for data sharing, and training stipends.
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Dental Initiatives

DHCS requests expenditure authority of $120.7 million ($58.5 million General Fund and
$62.2 million federal funds) in 2021-22 and $243.2 million ($117.7 million General Fund
and $125.5 million federal funds) in 2022-23 to support incentive payments to improve
dental care for Medi-Cal beneficiaries, available through the Medicaid State Plan. During
the previous 1115 Waiver, DHCS implemented the Dental Transformation Initiative (DTI),
which included four dental “domains”, including: 1) incentive payments for increasing
preventive services utilization in children; 2) incentive payments for caries risk
assessment and disease management; 3) incentive payments to encourage continuity of
care; and 4) local dental pilot projects. Beginning January 1, 2022, DHCS has transitioned
the three incentive payments programs of the DTI into the State Plan and included
coverage of silver diamine fluoride as a dental benefit for certain populations. The
department reports it has set an initial goal of achieving a 60 percent dental utilization
rate for eligible Medi-Cal children and adults.

Population Health Management

DHCS requests expenditure authority of $75 million ($7.5 million General Fund and $67.5
million federal funds) in 2021-22 and $225 million ($22.5 million General Fund and $202.5
million federal funds) in 2022-23 to support implementation of a Population Health
Management (PHM) service. The PHM service would utilize Medi-Cal administrative and
clinical data and information for the department, Medi-Cal managed care plans, counties,
providers, beneficiaries, and other partners to use in support of the delivery of care for
Medi-Cal beneficiaries. According to DHCS, this service would also allow for identification
of potential gaps in care, provider or care manager information, information on social
determinants of health, as well as allow for population health analytics, health education,
and tips for beneficiaries. The PHM system would also provide Medi-Cal beneficiaries
with access to their administrative and clinical information.

Transitions of Populations between Fee-for-Service and Managed Care

CalAIM includes several changes to how certain populations of Medi-Cal beneficiaries
would access certain benefits. CalAIM seeks to standardize which benefits are available
through the managed care delivery system and which are available through the fee-for-
service delivery system. Similarly, CalAIM seeks to standardize the populations of Medi-
Cal beneficiaries that would receive services through managed care or through fee-for-
service.

Benefit Standardization. CalAIM standardizes which Medi-Cal benefits are provided in the
managed care delivery system and which benefits are provided in another delivery

system. The proposed changes are as follows:

Managed Care Benefits (“Carved In”)

e Long-term care — Effective January 1, 2023, all institutional long-term care services
would become the responsibility of a beneficiary’s managed care plan including
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skilled nursing facilities, pediatric and adult subacute care facilities, intermediate
care facilities for individuals with developmental disabilities,
disabled/habilitative/nursing services, and specialized rehabilitation in a skilled
nursing facility or intermediate care facility.

Organ transplants — Effective January 1, 2022, all major organ transplants are the
responsibility of a beneficiary’s managed care plan.

Fee-for-Service Benefits (“Carved Out”)

Pharmacy — Under the department’s Medi-Cal Rx initiative, all prescription drugs
and/or pharmacy services billed on a pharmacy claim are provided in the fee-for-
service delivery system as of January 1, 2022. This carve-out does not apply to
SCAN Health Plan, Programs for All-Inclusive Care for the Elderly (PACE), Cal
MediConnect plans, and the Major Risk Medical Insurance Program (MRMIP).
Specialty mental health services (Solano and Sacramento) — Effective July 1,
2023, specialty mental health services currently the responsibility of Kaiser health
plans in Solano and Sacramento counties, would be provided by the county mental
health plans.

Multipurpose Senior Services Program - Effective January 1, 2022, the
Multipurpose Senior Services Program, which had previously been scheduled to
become the responsibility of Medi-Cal managed care plans in Coordinated Care
Initiative counties, will instead remain a benefit under the existing 1915(c) Home-
and Community-Based Services Waiver.

Standardization of Mandatory Managed Care and Fee-for-Service Populations. CalAIM
will also standardize which categories of Medi-Cal beneficiaries would be required to
enroll in a managed care plan to receive benefits and which beneficiaries would be
required to receive benefits in the fee-for-service delivery system. According to DHCS,
standardization will enhance coordination of care and reduce complexity across the Medi-
Cal program. The populations transitioning from each system are as follows:

Transitions from Fee-for-Service to Mandatory Managed Care. Populations currently

receiving benefits in the fee-for-service delivery system that would be required to enroll
in a Medi-Cal managed care plan are as follows:

Trafficking and Crime Victims Assistance Program beneficiaries, except those with
a share of cost

Individuals participating in accelerated enroliment

Breast and Cervical Cancer Treatment Program (BCCTP) — non-dual beneficiaries
Beneficiaries with other health care coverage

Beneficiaries living in rural ZIP codes

Individuals eligible for long-term care services, including those with a share of cost,
beginning January 1, 2023
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e All dual-eligible beneficiaries, not including those with a share of cost or with
restricted-scope benefits, beginning January 1, 2023

Transitions from Managed Care to Mandatory Fee-for-Service. Populations currently
receiving benefits in the managed care delivery system that would be required to receive
benefits in the fee-for-service delivery system:

¢ Individuals receiving restricted-scope benefits

e Individuals with a share of cost, including in county organized health systems,
Coordinated Care Initiative counties, Trafficking and Crime Victims Assistance
Program, but excluding long-term care

e Presumptive eligibility

e State medical parole, county compassionate release, and incarcerated individuals

e Non-citizen pregnancy-related aid codes enrolled in Medi-Cal, not including Medi-
Cal Access Infant Program enrollees

e Omnibus Budget Reconciliation Act (OBRA) beneficiaries currently in managed
care in Napa, Solano, and Yolo counties

According to DHCS, enrollment requirements for foster care children and youth will
remain unchanged pending discussions and recommendations of its Foster Care
Workgroup on future delivery system reforms for this population.

Long-Term Services and Supports Integration

Under CalAIM, DHCS will make several changes to the delivery system for long-term
services and supports (LTSS) that build upon the state’s duals demonstration project, the
Coordinated Care Initiative (CCI). DHCS intends to use selective contracting to move
toward aligned enrollment in a Medi-Cal managed care plan and a dual-eligible special
needs plan (D-SNP) operated by one integrated organization. In the seven CCI
demonstration counties, all MediCal beneficiaries in a Cal MediConnect plan would
transition to aligned D-SNPs and managed care plans operated by the same organization
as their Cal MediConnect product, beginning January 1, 2023. Aligned enrollment would
occur in non-CClI counties by 2026. Dual-eligible beneficiaries already in a non-aligned
D-SNP (not affiliated with their managed care plan) would be allowed to maintain their
enroliment, but new enroliment in non-aligned D-SNPs would be closed. DHCS will also
limit enrollment in Medicare Advantage plans that are D-SNP “look-alikes” beginning in
2022.

DHCS will require all D-SNPs to use a model of care addressing both Medicare and Medi-
Cal services to support coordinated care, high-quality care transitions, and information
sharing. D-SNPs would be required to: 1) develop and use integrated member materials,
2) include consumers in existing advisory boards, 3) establish joint contract management
team meetings for aligned D-SNPs and managed care plans, 4) include dementia
specialists in care coordination efforts, and 5) coordinate carved-out LTSS benefits
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including in-home supportive services (IHSS), MSSP, and other home- and community-
based services waiver programs.

Beginning January 1, 2023, DHCS would implement mandatory enrollment of full- and
partial-benefit dual eligible beneficiaries into managed care plans for Medi-Cal benefits,
including dual and non-dual eligible long-term care residents. Long-term care benefits
would be integrated into Medi-Cal managed care statewide. Cal MediConnect plans and
the Coordinated Care Initiative will be discontinued at this time.

Behavioral Health Payment and Medical Necessity Reform

DHCS requests General Fund expenditure authority of $21.8 million in 2021-22 and $45.4
million in 2022-23 to support the Behavioral Health Quality Improvement Program (BH-
QIP). CalAIM seeks to reform behavioral health payment methodologies in a multi-step
process from the current cost-based reimbursement process to a rate-based and value-
based structure using intergovernmental transfers to fund the non-federal share of
services. The first step in the process, supported by the BH-QIP, will transition behavioral
health services from the current claims coding system, Healthcare Common Procedure
Coding System (HCPCS) Level Il, to HCPCS Level I. According to DHCS, this transition
would allow for more granular claiming and reporting of services provided, as well as
more accurate reimbursements.

DHCS expects that, concurrent with the transition to HCPCS Level |, DHCS will transition
to a rate-setting process for behavioral health services by peer groups of counties with
similar costs of doing business. The non-federal share of rates would be provided by
counties via intergovernmental transfer (IGT), rather than the current, cost-based certified
public expenditure (CPE) process. DHCS would make annual updates to established
rates to ensure reimbursement reflects the costs of providing services. DHCS would, at
first, make payments to counties on a monthly basis, and would eventually transition to a
guarterly payment schedule.

CalAIM also seeks to modify the existing medical necessity criteria for behavioral health
services to ensure behavioral health needs are being addressed and guided to the most
appropriate delivery system as well as provide appropriate reimbursement to counties.
These changes will separate the concept of eligibility for services from that of medical
necessity, allow counties to provide services to meet a beneficiary’s behavioral health
needs prior to diagnosis of a covered condition, clarify that treatment in the presence of
a co-occurring substance use disorder is appropriate and reimbursable when medical
necessity is met, implement a standardized screening tool to facilitate accurate
determinations of which delivery system (specialty mental health, Medi-Cal managed
care, or Medi-Cal fee-for-service) is most appropriate for care, implement a “no wrong
door” policy to ensure beneficiaries receive medically necessary treatment regardless of
the delivery system in which they seek care, and make other revisions and technical
corrections. These changes will ensure that eligibility criteria, largely being driven by level
of impairment as well as diagnosis or a set of factors across the bio-psycho-social
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continuum, will be the driving factor for determining the delivery system in which a
beneficiary should receive services. These changes are being phased in, beginning
January 1, 2022.

Kaiser Specialty Mental Health Carve-Out

Specialty mental health services (for serious mental illness) in Medi-Cal are provided by
County Mental Health Plans, with the exception of Kaiser Medi-Cal beneficiaries in two
counties: Sacramento and Solano. As mentioned above, this carve-out will be
discontinued as a component of CalAIM. These two counties are not opposed to the
carve-out ending, however they have significant concerns about the process and costs.

These counties point out that treatment for this population is expensive and the 2011
realignment was calculated based on them not being required to care for these
populations. Sacramento County reports that they will receive 4,836 new patients,
currently under Kaiser’s care, at an estimated cost of $36 million. Solano County expects
to receive 2,091 new patients, at an estimated cost of $16 million.

In addition to increased resources, these two counties are requesting a phased transition
of this population, and sufficient time to ramp up preparation for the transition. CalAIM
plans for the carve-out to end July 2023, coinciding with the implementation of behavioral
health payment reform. The counties are requesting language that stipulates that the
transition occur “no sooner than July 2023,” contingent on county readiness. Without
these safeguards, the counties assert that individuals will be hurt by this transition.

STAFF COMMENTS/QUESTIONS

The Subcommittee requests DHCS provide an overview of CalAIM, its implementation
and timeline, and respond to the following:

e Please describe any performance/outcome measures that have been built into
CalAIM and how DHCS will be monitoring and measuring these
performance/outcome measures over time. How will DHCS share these with the
Legislature and public?

e Are the counties that were required to provide ECM on January 1, 2022 all
providing it at this point in time?

e What does DHCS know about the extent to which Medi-Cal managed care plans
intend to offer community supports, and which ones?

e Please respond to the concerns raised by Sacramento and Solano Counties.

e Sacramento and Solano Counties state that DHCS has confirmed that the state
has been paying Kaiser for these populations, outside of managed care rates.
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Could you please clarify and explain this? How much funding does the state
currently pay Kaiser specifically for specialty mental health care in these two
counties?

The Subcommittee requests Sacramento and Solano County provide an explanation of
their concerns regarding the transition from the Kaiser mental health carve out in their
counties.

Staff Recommendation: Hold open to allow for additional discussion and consideration.
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ISSUE 2: EXTEND THE DURATION OF SUSPENSION OF MEDI-CAL BENEFITS FOR ADULT
INMATES TBL

PANEL 2 — PRESENTERS

e René Mollow, Deputy Director, Health Care Benefits and Eligibility, Department of
Health Care Services

|PANEL 2 — Q&A ONLY

e Jacey Cooper, State Medicaid Director & Chief Deputy Director, Health Care
Programs, Department of Health Care Services

e lliana Ramos, Principal Program Budget Analyst, Department of Finance

e Diana Vazquez-Luna, Finance Budget Analyst, Department of Finance

e Luke Koushmaro, Senior Fiscal and Policy Analyst, Legislative Analyst’s Office

PROPOSAL

Effective January 1, 2023, DHCS seeks to extend the duration of suspension of Medi-Cal
benefits for adult incarcerated individuals from a one-year time-limited suspension to a
suspension that remains in effect until the individual is no longer incarcerated within a
public institution, if otherwise eligible. The proposal requires DHCS, in consultation with
stakeholders, including the County Welfare Directors Association of California and
advocates, to update and implement a redetermination of eligibility, to the extent required
by federal law.

B ACKGROUND

According to federal law, benefits may be suspended for some individuals who are
enrolled in Medi-Cal at the time of the individuals’ incarceration. Under current state law,
the suspension shall end on the date the individual is no longer an inmate of a public
institution or one year from the date that the individual becomes an inmate of a public
institution, whichever is sooner.

To provide continuity of care for incarcerated persons being released from a correctional
facility, DHCS, in conjunction with the California Department of Corrections and
Rehabilitation (CDCR) and stakeholders, implemented the inmate pre-release policy
described in All County Welfare Directors Letters (ACWDLSs) 07-34 (January 2, 2008), 14-
24 (May 6, 2014) and 14-24E (June 25, 2014).

The above referenced ACWDLSs guide counties and justice-involved entities, with whom
the counties work, on processing pre-release Medi-Cal applications for state and county
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inmates. The pre-release application process strives to prevent lapses in health coverage
after the release of eligible inmates.

Currently, the state inmate pre-release Medi-Cal application process is operational in all
58 counties. As part of the California Advancing and Innovating Medi-Cal (CalAIM)
Initiative-Justice-Involved Initiative, per SEC 346 of AB 133 (Chapter 143, Statutes of
2021), no sooner than January 1, 2023, DHCS, in consultation with specified
stakeholders, is required to develop and implement a mandatory process by which county
jails and county juvenile facilities coordinate with Medi-Cal managed care plans and Medi-
Cal behavioral health delivery systems to facilitate continued behavioral health treatment
in the community for county jail inmates and juvenile inmates that were receiving
behavioral health services before their release. Upon release from a state prison, county
jail, or county juvenile facility, Medi-Cal eligible-individuals would receive needed medical
and behavioral health services in the community via Medi-Cal managed care plans and
Medi-Cal behavioral health delivery systems.

The CalAIM Justice Involved Initiative will also help streamline and create administrative
efficiencies to county welfare departments’ workload. No sooner than July 1, 2022,
DHCS, in consultation with representatives of county welfare departments, the Statewide
Automated Welfare Systems (CalSAWS), and other interested stakeholders, shall initiate
the planning process to prioritize the automation of Medi-Cal suspensions for incarcerated
individuals into the California Healthcare Eligibility, Enrollment, and Retention System
(CalHEERS). This change will be reflected in the CalHEERS 24-Month Roadmap
Initiatives and the County Eligibility Worker Dashboard (SEC. 366 of AB 133).

If an individual with suspended Medi-Cal benefits is released before the one-year
suspension period ends, their benefits are reactivated without a new application being
submitted, unless the county has sufficient information available to determine that the
individual is no longer eligible for Medi-Cal. If an individual’s Medi-Cal coverage is
discontinued, the individual is required to submit a new application upon release from
prison or jail, which may cause a significant delay in receiving needed health care
coverage and needed medical services, which include but are not limited to: medical
prescriptions, behavioral health treatment, doctors’ appointments, and other reasonable
and necessary life-saving services. According to DHCS, terminating benefits before
release, rather than leaving individuals in a suspended status, increases the gap in health
care services, which are critical in the first weeks and months post-incarceration.

In October 2018, H.R. 6 (Public Law 115-271 Section 1001) the “Substance Use- Disorder
Prevention that Promotes Opioid Recovery and Treatment for Patients and Communities
(SUPPORT) Act” was signed into law, which requires that juveniles who are inmates of
public institutions not have a time-limited suspension for Medicaid. The SUPPORT Act
defines an eligible juvenile as an individual under 21 years of age or former foster care
youth under 26 years of age. As part of the Budget Act of 2020, statutory changes in state
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law were made in SEC 49 of AB 80 (Committee on Budget, Chapter 12, Statutes of 2020)
to conform to federal law.

The existing one-year limit on suspension of Medi-Cal benefits for adult inmates
potentially delays access to medical care for eligible incarcerated persons after release
from a public institution and is burdensome for county Medi-Cal eligibility workers who
must process new Medi-Cal applications for an otherwise eligible individual upon their
release from incarceration. Access to health care benefits provided prior to and during
incarceration must also be available immediately upon release to allow for uninterrupted
services.

DHCS states that continuity of care is vital in reducing recidivism, promoting positive
health outcomes, and successfully reintegrating individuals into their communities.
Studies have shown that interruption in access to care increases an individual’s risk of a
lapse in medication intake, which could lead to a greater chance of recidivism and
readmission.

DHCS argues the following in support of this proposal:

e The proposal will provide more incarcerated persons with access to life-saving-
medications and treatments following their release without delays.

e As of July 23, 2021, approximately 11.75 percent of all incarcerated persons in
California were enrolled in Medi-Cal. The proposal will increase efficiencies to
county Medi-Cal eligibility workers by providing a more timely and streamlined
process to reinstate Medi-Cal coverage upon an incarcerated person’s release.

e According to the National Association of Counties, terminating benefits prior to
release, rather than leaving individuals in a suspended status, increases the gap
in health care services, which are critical in the first weeks and months post-
incarceration. The Kaiser Family Foundation released a report stating that
improved access to services and better management of health conditions
immediately after release from jail or prison has shown to reduce rates of
recidivism, particularly among individuals with mental health and substance abuse
disorders. Studies published by the American Psychiatric Association show that
incarcerated persons who were enrolled in Medicaid at the time of release had
16% fewer incidents of recidivism compared to those not enrolled at the time of
release.

e The proposal will provide efficient continuity of care for justice-involved individuals
who are going to be released from incarceration and will provide uninterrupted
access to health coverage to support the high-risk, high-need, justice-involved
population in receiving much-needed care as they transition back to their

communities.
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e The proposal will improve health outcomes for vulnerable populations, by
decreasing the need for costlier health care services down the road, and increase
rates of successful community reintegration.

STAFF COMMENTS/QUESTIONS

The Subcommittee requests DHCS present this proposal, and explain the rationale for
the 1-year time-limit in current law.

Staff Recommendation: Hold open to allow for additional discussion and consideration.
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ISSUE 3: SHORT-TERM RESIDENTIAL THERAPEUTIC PROGRAM APPROVAL, OVERSIGHT, AND
MONITORING BCP, AND PROGRAM SUPPORT FOR IMD EXCLUSION TRANSITION

PANEL 3 — PRESENTERS

o Kelly Pfeifer, MD, Deputy Director, Behavioral Health, Department of Health Care
Services

|PANEL 3 — Q&A ONLY

e Jacey Cooper, State Medicaid Director & Chief Deputy Director, Health Care
Programs, Department of Health Care Services

e lliana Ramos, Principal Program Budget Analyst, Department of Finance

e Madison Sheffield, Finance Budget Analyst, Department of Finance

e Corey Hashida, Fiscal and Policy Analyst, Legislative Analyst’s Office

PROPOSAL

Short-Term Residential Therapeutic Program Approval, Oversight, and Monitoring
BCP

DHCS requests nine positions and expenditure authority of $1.3 million ($661,000
General Fund and $661,000 federal funds) annually to provide oversight, monitoring, and
reviews of short-term residential therapeutic programs, mental health program approval,
and children’s crisis residential programs.

Short-Term Residential Therapeutic Program Support for IMD Exclusion Transition
DHCS requests General Fund expenditure authority of $712,000 in 2021-22 and $6
million in 2022-23 to support Medi-Cal services provided to Medi-Cal beneficiaries in
short-term residential therapeutic programs classified as Institutes for Mental Disease.

BACKGROUND

Continuum of Care Reform (CCR) requires DHCS, the California Health and Human
Services Agency, the Department of Education, the Department of Social Services, the
Legislature and stakeholders to collaborate, in a transparent manner, and make statutory,
regulatory, and administrative changes to improve timely access for children to available
level of care options. In particular, CCR requires a state-level focus on increasing access
to children’s residential and community-based services to better meet therapeutic,
outpatient, and inpatient behavioral health needs.

Consequently, the intended outcome for children and youth when placed in a short-term
residential therapeutic program (STRTP) with a mental health program approval (MHPA)
is greater access to available services, reduction in lengths of stay in residential
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placement, improved health outcomes, and a defined established pathway, especially for
those in California’s foster care system, to family reunification or adoption in a home-
based community setting.

DHCS, or its delegated county mental health plan (MHP), is required to approve initially
and annually thereafter the MHPA for STRTPs. Prior to 2020, 11 of the 57 MHPs accepted
delegation of the MHPA but, subsequently, two relinquished delegation. As a result, only
nine of the 57 MHPs currently maintain their delegation of the MHPAs. Due to the low
amount of counties accepting delegation, DHCS is tasked with the review of applications
and all documents required as part of the program statement, initial onsite reviews, and
annual onsite reviews for all of the STRTP providers throughout the remaining 48
counties, as well as overseeing the nine delegate counties to meet compliance with
mental health program standards.

DHCS oversight activities may include interviews with residing children and clinical staff
as well as reviewing any complaint files. When applicable, DHCS also takes
administrative actions against STRTPs, including the denial, suspension, or revocation of
MHPA approvals or imposition of sanctions or corrective action plans. Other actions
undertaken by DHCS may include carrying out formal complaint investigations and due
process functions resulting from provider informal disputes or appeals regarding identified
deficiencies or corrective action plan findings resulting from DHCS or delegate
compliance review.

Although nine MHPs have delegated authority to issue MHPAs, DHCS continues to
provide oversight and policy guidance to delegate counties to meet program consistency
in meeting MHPA standards throughout the state. In addition, DHCS recently received
interest from three counties to develop CCRP programs. CCRP is in a developmental
phase, which includes updates to interim and final promulgation of regulations, application
process, onsite review protocols, staff training, and technical assistance resources for
STRTPs to convert or expand their programs.

The federal Families Firs Prevention Services Act (FFPSA), enacted in 2018, was
intended to restrict the use of congregate care, unless absolutely necessary by limiting
payments to specific types of congregate care settings meeting certain requirements.
The act added Qualified Residential Treatment Programs (QRTPs) as an allowable
congregate care setting for children and youth requiring a therapeutic placement as long
as specific criteria are met. In California, regulatory requirements for short-term residential
therapeutic programs (STRTPs) are similar to QRTPs. However, some of the definition
criteria for QRTPs overlap with the criteria used to determine if a facility is an Institute for
Mental Disease (IMD), for which federal matching funds are prohibited under Title XIX of
the Social Security Act, which governs the Medicaid program.
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In July 2020, CMS indicated that it could not provide a blanket assurance that all of the
STRTPs operated in the state are not IMDs. As a result, DHCS must assess each STRTP
to determine whether it meets the criteria as an IMD. In addition, DHCS reports that CMS
has developed a waiver opportunity for states to receive federal funds for mental health
services provided to populations with a serious mental illness or serious emotional
disturbance. DHCS intends to apply for the waiver in fall 2022.

STAFF COMMENTS/QUESTIONS

The Subcommittee requests DHCS present these two proposals and respond to any
guestions raised by the Subcommittee.

Staff Recommendation: Hold open to allow for additional discussion and consideration.

ASSEMBLY BUDGET COMMITTEE 30




SUBCOMMITTEE NO. 1 HEALTH AND HUMAN SERVICES MARCH 28, 2022

| ISSUE 4: SKILLED NURSING FACILITY FINANCING PROPOSAL

| PANEL 4 — PRESENTERS

e Lindy Harrington, Deputy Director, Health Care Financing, Department of Health
Care Services

e Tiffany Whiten, Senior Government Relations Advocate, California State Council of
SEIU

e Anthony Chicotel, Staff Attorney, California Advocates for Nursing Home Reform

e Jennifer Snyder, Legislative Advocate, California Association of Health Facilities

| PANEL 4 — Q&A ONLY

e Jacey Cooper, State Medicaid Director & Chief Deputy Director, Health Care
Programs, Department of Health Care Services

e Alek Klimek, Staff Finance Budget Analyst, Department of Finance

e Andrew Duffy, Principal Program Budget Analyst, Department of Finance

e Luke Koushmaro, Senior Fiscal and Policy Analyst, Legislative Analyst’s Office

PROPOSAL

DHCS proposes to extend and reform the skilled nursing facility (SNF) funding framework
to move from a primarily cost-based payment methodology to one that incentivizes value
and quality. The current framework sunsets December 31, 2022.

AB 1629 (Chapter 875, Statutes of 2004) requires the Department to implement a facility
specific rate methodology on Freestanding Skilled Nursing Facilities Level-B and
Freestanding Subacute Nursing Facilities Level-B. Currently, the annual weighted
increase across these facilities, not including add-ons, is capped at 2.4 percent. The
methodology also imposes a Quality Assurance Fee (QAF) equivalent to approximately
6 percent of all facility revenue, which is used to increase rates and offset a portion of the
General Fund cost for the rate increases. Chapter 717, Statutes of 2010 (SB 853),
extended by AB 81 (Chapter 13, Statutes of 2020), further implemented a quality and
accountability supplemental payment (QASP) program to incentivize quality of care
improvements by providing supplemental payments for facilities that achieve various
guality metrics.

While the administration announced in the January budget that this proposal would be
forthcoming, DHCS still has not made the specific language public.
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BACKGROUND

As has been covered extensively through research, media investigations, and legislative
hearing agendas, the quality of care in skilled nursing facilities (SNFs) is of great concern
to many people, and that was true even before the pandemic. With nursing homes the
epicenter of COVID fatalities, the pandemic has shone a bright light on the deficiencies
in SNF quality of care, and particularly with infection control. Federal Covid-19 nursing
home data shows that as of February 27, 2022, 9,964 residents and staff in California’s
SNFs have died due to Covid-19.

It has also highlighted the many and deep resource deficits in SNFs, from sufficient levels
of staffing (first and foremost) to adequate infection control expertise, and from easy
access to personal protective equipment (PPE) to safe facilities. As was discussed
recently at the joint Sub 1 and Sub 4 hearing on health care workforce on Monday, March
14, 2022, addressing workforce challenges and shortages in SNFs will be critical to
changing the culture and significantly increasing the quality of care in SNFs. SEIU reports
that California’s skilled nursing industry has lost 16,000 workers since 2020, 11.3 percent
of the entire workforce. SEIU also cites research that found that half of nursing home
workers indicated a likelihood to leave their current positions. In 2020, an estimated 22
percent of all nursing home workers and their families in California fell below 200 percent
of the federal poverty line. Research tells us that a combination of low wages, inadequate
benefits (including health care coverage), physically demanding work, high-risk of
infection, and general lack of respect from SNF management create an overall work
environment that appeals to very few people.

The issues of quality of care, workforce, and Medi-Cal rates are inextricably linked, and
therefore must be addressed all together in order to successfully transform California’s
nursing home industry into a health care system that offers the best care in the world to
our most vulnerable population.

SEIU 2015 Proposal

SEIU has developed a proposal to establish a Skilled Nursing Facility Quality Standards
Board. The objective is to create a worker-centric Board housed under the California
Health and Human Services Agency that would address prevalent workplace and quality
issues, as well as racial disparities, in the California nursing home industry by creating a
set of standards for minimum wages, staffing levels, benefits, workplace protections,
training standards, and conditions of resident care that must be met by all skilled nursing
facilities throughout the state.

The main function of the Board would be to set an industry minimum wage standard, but
would also address a number of other issues that impact nursing home workers. The
standards would be set for statewide implementation, with the allowance for the creation
of local standards boards. The Board would be required to create a work plan, identifying
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the topics that would be addressed in the first two years of operation, and that work plan
would be reviewed and updated every two years. Items to be addressed in the work plan
would include, but not be limited to:

e Recruitment and retention of workers

¢ Minimum staffing levels

e Adequacy and enforcement of training requirements

e Job skills, potential accreditation or certification, and career ladders

e Paid sick leave, paid family leave, paid time off for bereavement, vacation

e Retirement benefits

e Affordable health care benefits that comply with the Affordable Care Act

e Access to worker's compensation and temporary disability insurance, including
alternative ways to provide health insurance coverage for skilled nursing facility
workers who are injured on the job but are not currently covered by state law

e Hiring agreements and contracts

e Notice or compensation requirements for changes to work schedules

e Worker and employer trainings required by the board standards

e Impact of systemic racism and economic injustice on workers, and efforts to relieve
that impact

e COVID-19 policies to protect workers and residents

e The use of digital labor marketplaces to address workforce shortages

e Creation and administration of the systems, processes, and rules for nominating
and electing a worker representative to the board

e Board and state agency outreach and enforcement strategies to facilitate
compliance with laws, regulations, and board standards

e Other issues the board determines are necessary in fulfilling the board’s purposes

The Board would commission a number of reports in consultation with policy think tanks
and academic experts that would inform the policies set forth by the Board. The Board
also would certify worker organizations that would provide mandatory training to skilled
nursing facility workers regarding the standards established by the Board and other rights.

Finally, SEIU’s proposal states that, starting in 2024, the Board would be responsible for
creating a set of industry-wide standards that would serve as the minimum requirements
that a skilled nursing facility must meet in order to participate in Medi-Cal managed care
networks. Additionally, skilled nursing facilities that violate any of the quality standards
established by the board would be subject to a civil penalty, with joint liability for its
subcontractors’ violations as well. A related party of a skilled nursing facility operator or
skilled nursing facility employer shall be responsible for ensuring that the skilled nursing
facility operator or employer complies with this law.
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Advocacy Community Recommendations

California Advocates for Nursing Home Reform (CANHR) and many other advocacy
organizations (including: Foundation Aiding the Elderly, Justice in Aging, Geriatric Circle,
Disability Rights California, California Alliance for Retired Americans, and others) sent a
letter and set of recommendations to the administration in November of 2021 on the
reauthorization of the AB 1629 payment structure. The letter states:

“AB 1629 is a failed system. Since enactment in 2004, it has not met any of its
stated goals to ensure individual access to appropriate care, promote quality
resident care, advance decent wages and benefits for nursing home workers, and
support provider compliance with all applicable state and federal requirements.
Instead, the extraordinarily expensive payment system has produced billionaire
nursing home owners, scandalously poor care, and rampant discrimination against
Medi-Cal beneficiaries. Annual payments to SNFs now exceed $5 billion.”

The advocates raised the following issues and recommendations:
Stop paying Medi-Cal rates based on inflated Medicare costs.

e The AB 1629 rate system should be reformed to require that SNF Medi-Cal rates
be based on spending on residents whose care is paid for by Medi-Cal.

Ban self-dealing schemes to prevent diversion of public funds intended for care and
staffing.

e Prohibit licensees from 