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Speaker Biographies

PRESENTATION: MEDI-CAL MANAGED CARE RATE-SETTING AND |MPLEMENTATION OF NEW
STATE AND FEDERAL REQUIREMENTS

Mari Cantwell, Chief Deputy Director, Department éfealth Care Services

On February 25, 2013, Governor Brown appointed Mamtwell as Chief Deputy Director of Health
Care Programs for the California Department of He&lare Services (DHCS). Home to the state's
Medicaid program, called Medi-Cal, DHCS administgrsgrams to support the vital health care needs
of more than 13.3 million Californians. DHCS emydomore than 3,700 staff and manages total
expenditures of more than $95 billion.

Mari also assumed the role of State Medicaid Dimeat February 2015. She is responsible for the
overall management of Health Care Delivery Systéties|th Care Financing, and Health Care Benefits
and Eligibility. These responsibilities allow DHGS8 fulfill its primary mission of providing health
benefits to Californians.

Prior to her appointment, Mari served as the Defitgctor of DHCS Health Care Financing, where
she was responsible for the development, promotaod implementation of health care delivery
systems for Medi-Cal beneficiaries. Before joinDgCS, from 2005 to 2011, Mari worked as the Vice
President of Finance Policy for the California Agation of Public Hospitals and Health Systems.

Mari received her Master’'s degree in public polioym the University of California at Los Angeles,
Luskin School of Public Affairs, and her Bacheldr Arts degree in public policy and American
institutions from Brown University.

PANEL: MEDI-CAL MANAGED CARE ORGANIZATIONS

Steve Melody, President - Medicaid Health Plan oA, Anthem Blue Cross/WellPoint

Steve Melody is President of California Medicaid Amthem Blue Cross. In this role, he is respalesib
for the management and strategic direction of AmtkeCalifornia Medicaid programs which provide
health care access and services to nearly 1.3miliembers. He oversees membership, state relations
cost of care, clinical management, product deveklgmnetwork strategy, operations and overall profi
and loss. In addition, Steve identifies, develapg&rsees, and implements key initiatives that sttpp
the organization’s strategic goals, including dyalnprovement.

Joining Anthem Blue Cross in 1997, he held numeieaslership positions and was Regional Vice
President of California Medicaid before being nanmechis current role. Steve’s previous positions
include Director of Network Development and Managetn Regional Vice President/Chief of Staff,
Planning, Strategy and Innovation and Vice Predidéhlealth Care Management.

With nearly 30 years experience in the health eaemanaged care environments, he has managed and
directed departmental operations and functions rolviBer Contracting, Provider Services, Provider
Education, Network and Regulatory Compliance thhamug Northern and Southern California.
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Steve received his Bachelor of Science degree isinBgs Administration with a concentration in
Marketing from California State University, Sacrartee CA and completed the Executive Education
Program at the Mendoza College of Business, Uniyen$ Notre Dame. He resides in Elk Grove with
his wife and they have 4 children (and 3 dogs!).

Dr. Brad Gilbert, Chief Executive Officer, Inland Epire Health Plan

Dr. Bradley Gilbert was appointed chief executiviicer of Inland Empire Health Plan (IEHP) in
October 2008. Since the organization’s inceptiaan,hhs played a pivotal role in guiding IEHP to its
place as a nationally-recognized leader in pubdialthcare. As one of the largest public not-forfipro
health plans in California, with over 1.2 millionembers, Dr. Gilbert is leading IEHP into the
healthcare reform era.

Dr. Gilbert launched his career at IEHP in 199@lssf medical officer, developing a Medical Sergice
Department and helping IEHP qualify for a Knox-Keestate licensure. Later, he served as executive
officer, responsible for medical management, opamat and contracting/network management,
marketing, human resources, and compliance.

Dr. Gilbert is also a healthcare industry leadethatstate level. In 2010, he was appointed asaadbo
member of the California Association of Health RIafCAHP), an organization representing 39
California plans. In 2011, he was appointed chithe CAHP State Programs Committee. Dr. Gilbert is
a member of the Board for the Local Health Plan<alifornia (LHPC), and was a member of the
Medi-Cal 1115 Waiver Stakeholder Committee — a cdibesn that helped shape the 1115
Demonstration Waiver in California, which funds pitals and care for the low-income. He is a board
member of the California Association of Public Hibgls (Safety Net Institute). Additionally, Dr.
Gilbert is the chair of the Inland Empire EHR ReseuCenter, which is part of the Inland Empire
Health Information Exchange. In July 2014, Dr. @ibwas selected to serve on the California
HealthCare Foundation (CHCF) board of directors.

His strong track record in the public health indydtegan as the Director of Public Health/Health
Officer for Riverside County; where he gained itsimto the healthcare challenges that Inland Eenpir
residents face. He was responsible for 11 primarg clinics, assigned to special projects in mathage
care — including participation in development oflBA and medical liaison to manage care contractors
He supervised communicable disease control, cegtarironmental health monitoring and public health
protection for the county.

Dr. Gilbert attended the University of CaliforniBerkeley, where he earned his bachelor's degree in
physiology/anatomy. He received a medical degresn fthe University of California, San Diego and a
master’s degree in public policy from the Universof California, Berkeley. He is Board Certified in
General Preventive Medicine.
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Alan McKay, Chief Executive Officer, Central CA Aince for Health

Alan McKay has served as the Chief Executive Offig@EQO) of the Central CA Alliance for Health
since the health plan's inception in Santa CruznGoun April 1995. He previously worked in Bay Area
managed care for 12 years, as a Manager in Erngbéng's San Francisco health care consulting
practice from 1984 to 1987, and as Director of MprtaCare at EI Camino Hospital from 1987 to 1993.

Alan holds a Master of Public Health degree fromversity of California at Berkeley, and a Bachelor

of Arts degree in Psychology from the UniversityQxdlifornia at Santa Cruz. He is a Member of the
board of Local Health Plans of California (LHPM)etprofessional association of sixteen public, non-
profit Medi-Cal health plans in California. He is Member of the Merced County Health Care
Consortium, the Monterey Regional Health Developim@roup, Inc. (MoreHealth), and the Health

Improvement Partnership of Santa Cruz County.

REACTOR PANEL: MEDI-CAL PROVIDERS AND CONSUMERS

Michelle Baca, Associate Director — Govt. RelatigiZalifornia Medical Association

Michelle Baca is an Associate Director in the Cerftd%9 Government Relations at the California
Medical Association. Her primary advocacy involwsdi-Cal and physician workforce issues. Prior to
joining CMA, she gained nearly a decade of expegeim state government, working on health and
human services issues for the California DepartroeéRtnance and the California Legislature.

Jeff Conklin, Vice President - Payer & Network Steggies, Adventist Health

Mr. Conklin serves as corporate vice presidenteP& Network Strategies for Adventist Health, and
president Adventist Health Managed Care. He is plesident/CEO of Adventist Health Plan, Inc., a
restricted license Knox-Keene plan launched in 28d&ing Medi-Cal members in Kings County, CA.
A health care executive with extensive experiemceeanior leadership roles for health care systems,
hospitals, IPAs/Medical Groups and management ges\vorganizations, Conklin possesses expertise in
managed care strategy and contracting, populatiealtthy medical group management, and
developing/managing physician organizations.

Meaghan McCamman, Assistant Director of Policy, @afnia Health+ Advocates

Meaghan has nearly a decade of experience repiregesafety-net providers in California and across
the country. She is currently Assistant DirectorPallicy for the California Primary Care Association

(CPCA) where she is responsible for policy and adeg on behalf of community clinics in the areas of
managed care, behavioral health and health integrat115 Waiver, the Health Benefit Exchange,
rural health, veterans issues, Medicare, and tlleg38nt program. Meaghan previously led CPCA's
efforts around state implementation of the AffolgalCare Act, including representing community

clinic interests in the development of Covered foatia and Medicaid expansion. She also previously
served as Director of Programs for the NationalaRHiealth Association in Washington, DC. Meaghan
holds an MPA from George Mason University.
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Robert W. Stone, Chief Executive Officer, City obHe

Robert W. Stone is President and Chief ExecutivBc@f of City of Hope, a cancer research and
treatment institution dedicated to innovation inrbedical research and the delivery of compassipnate
world-class patient care. Stone sets the stratagion for City of Hope, driving business developrhe
and maximizing potential growth. He leads a divdesan of talented high-level individuals committed
to humanitarian service and to ensuring accesshéo inistitution’s breakthrough discoveries and
specialized therapies.

In his career at City of Hope, Stone has serves mumber of increasingly responsible roles. Hegdin
City of Hope in 1996 as associate general counggMas promoted to general counsel for the medical
center in 2000. In 2003, he was named City of HemgEneral counsel and corporate secretary. He
became City of Hope’s chief strategy and admintisteaofficer in 2009, leading the creation and
development of the organization’s 10-year stratptao.

Stone also served as president and executive officte City of Hope Medical Foundation, an entity
launched in June 2011 to increase collaborationvd®st physicians and staff and to enable more
coordinated care for patients. In this role, Stammeked with the foundation board to plan, desigd an
implement the foundation strategy. He was also amesiple for the day-to-day management of the
foundation, including overseeing the foundationfaped clinics, the management services staff of the
foundation and managed-care contracting for Citiigpe.

As president of City of Hope, a role he assumedugust 2012, Stone was responsible for executing
the strategy for the larger institution, guidingsimess development and overseeing all operational,
financial, human capital and strategic functions. d$sumed the dual role of chief executive offiner
January 2014.

Prior to City of Hope, Stone was a practicing atéyr at the firms of Christa & Jackson and Hanna and
Morton. He earned his law degree at the Univesit@hicago Law School.

Joseph Alvarnas, M.D., Director of Value Based Awntits, City of Hope

Joseph Alvarnas, M.D., is City of Hope's Director Walue Based Analytics; Associate Clinical
Professor, Department of Hematology & Hematopoi€edl Transplantation; Clinical Quality Director,
Alpha Clinic; Interim Medical Director of CommunitiPractices and a hematologist/oncologist. His
areas of expertise are bone marrow and stem aaBpiantation.

At City of Hope since 2008, Dr. Alvarnas earned fmiedical degree at University of California, San
Francisco, and did fellowships in hematology andébmarrow transplantation at Stanford University
Medical Center. An articulate spokesman on topasging from hematology to health policy, Dr.
Alvarnas is also editor-in-chief of the publicatioBvidence-Based Oncology. He speaks Spanish,
Portugese and Italian in addition to English.

Linda Nguy, Policy Advocate, Western Center on Land Poverty

Linda Nguy is Policy Advocate for the Western Cemtie Law and Poverty, specializing in health care
issues that affect poor Californians. Prior to ijjogghWestern Center, Linda worked with the State of
Washington and Mississippi to help establish te&ite-based health exchange. Specifically, shéedraf
the online application for subsidized and unsulzedi qualified health plans. She also worked on
California’s behavioral health adjudication systand as Policy Associate for the Latino Coalitiondo

Senate Committee on Budget and Fiscal Review Page 5



Subcommittee No. 3 November 9, 2017

Healthy California. Linda received her MPP/MBA fraime University of Minnesota, Twin Cities and
undergraduate degree from Brown University.

Kiran Savage-Sangwan, Health Integration Policy DitCA Pan-Ethnic Health Network

Kiran Savage-Sangwan is the Health Integrationcy@iirector at the California Pan-Ethnic Health
Network (CPEHN), a statewide multicultural healtiligy organization. In her position, she leads ppli
and community engagement efforts to improve acieeanad quality of health, mental health, and oral
health care. Prior to joining CPEHN, she workedhasDirector of Legislation and Advocacy for the
National Alliance on Mental Illiness (NAMI) Califoi Kiran has also worked at the American Civil
Liberties Union (ACLU) of Northern California anddg New York Civil Liberties Union, primarily
focused on immigrants’ rights.
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MEDI-CAL MANAGED CARE AND NETWORK ADEQUACY — BACKGRUND

Thirty-Five Years of Medi-Cal Managed Care. The managed care model of health care service
delivery in California began in the 1970s with gtion that culminated in passage of the Knox-keen
Health Care Service Plan Act of 1975 (Knox-Keend)Adn addition to regulatory oversight of the
commercial managed care market, the Knox-Keene @&dhorized the state to license health
maintenance organizations and pre-paid health giarenroll Medi-Cal beneficiaries. Beginning in
1981, the state began licensing different modelmafaged care delivery for Medi-Cal beneficiaries i
different counties. Today, there are four primargdels of managed care delivery in the Medi-Cal
program:

* County Organized Health Systems — In 1982, the Legislature authorized the creabbnhree
county organized health systems (COHS), which atety-administered managed care plans.
Santa Barbara and San Mateo Counties were theQ@dS plans to enroll beneficiaries (a
COHS was planned in Monterey, but was never impiget, while Congress approved three
additional COHS (Santa Cruz, Solano, and Orangahtees in 1990. The authorization for
COHS requires that they be an independent, puldlityeand that they meet the regulatory
requirements of the state’s Knox-Keene Act. Howgtleey need not obtain a license under the
Knox-Keene Act, as they are specifically exemptéthere are currently twenty-two counties in
the COHS model: Del Norte, Humboldt, Lake, Lasseéiayin, Mendocino, Merced, Modoc,
Monterey, Napa, Orange, San Luis Obispo, SantadarkSanta Cruz, San Mateo, Shasta,
Siskiyou, Solano, Sonoma, Trinity, Ventura, and o/olEight of these counties (Del Norte,
Humboldt, Lake, Lassen, Modoc, Shasta, Siskiyod, &rnity) were part of the expansion of
Medi-Cal to rural counties described below (sEgpansion to Rural Counties, below).
Beneficiaries in these counties receive servicesutih Partnership Health Plan of California.

» Geographic Managed Care — In 1992, the department designated Sacramentot€as a
geographic managed care (GMC) county, which allowethy plans to operate within the
county to provide services to Medi-Cal beneficiaridn 1998, San Diego also became a GMC
county, and both counties currently contract wekiesal commercial health plans with the goal
of providing more choice to beneficiaries. As #hgdans are commercial plans, they are
required to be licensed under the Knox-Keene Adcramento and San Diego remain the only
two GMC counties in the state.

* Two Plan Model — In 1995, as part of a significant expansion @dCal managed care, twelve
counties were designated to participate in a new Phan Model for managed care delivery.
Under this model, one county-developed plan, allau#ative, offers services alongside a
commercial plan. Both plans are required to bensed under the Knox-Keene Act. There are
currently fourteen Two Plan Model counties: Alame@antra Costa, Fresno, Kern, Kings, Los
Angeles, Madera, Riverside, San Bernardino, Samdi8eo, San Joaquin, Santa Clara,
Stanislaus, and Tulare. Los Angeles’ local iniiat L.A. Care, subcontracts with several other
smaller managed care plans to provide serviceseiH@al beneficiaries.

* Regional Model — AB 1467 (Committee on Budget), Chapter 23, $¢atof 2012, authorized the
expansion of Medi-Cal managed care into the twemg rural counties not previously
operating managed care plans. These counties ghasdetween November 2013 and
December 2014. 8 counties transitioned into theHSOmodel, while twenty counties
transitioned into a new regional model, includiAdpine, Amador, Butte, Calaveras, Colusa, El
Dorado, Glenn, Imperial, Inyo, Mariposa, Mono, NeéaaPlacer, Plumas, San Benito, Sierra,
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Sutter, Tehama, Tuolumne, and Yuba. Beneficidnethese counties (except San Benito and
Imperial) receive services through either AnthemeBCross, or California Health and Wellness.
Beneficiaries in San Benito County receive servitesugh either Anthem Blue Cross, or fee-
for-service Medi-Cal, while beneficiaries in Imp@EriCounty receive services through either
California Health and Wellness or Molina Health 8yss.

MEDI-CAL MANAGED CARE MODELS

N \\:\\ San Benito Model (Expansion)

Imperial Model (Expansion)

Regional Model (Expansion)

COHS Model (Expansion)

—
. Two Plan Model

GMC Model

COHS Model

Source: Department of Health Care Services, Medi-Cal Managed Care Division
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Most Major Beneficiary Populations Transitioned to Medi-Cal Managed Care.

In 2000, approximately half of Medi-Cal beneficegireceived services in the Medi-Cal managed care
delivery system. Over the subsequent fifteen yesangeral populations previously exempt, enrolied i
other managed care coverage, or uninsured wereataiig enrolled in Medi-Cal managed care. As of
the 2017 Budget Act, 79.64 percent of Medi-Cal liiersies, or 10.9 million Californians, will reces
services through Medi-Cal managed care in 2017-18.

Seniors and Persons with Disabilities

The state’s 2010 Section 1115 “Bridge to Reformiwerincluded a proposal to provide a more
organized and coordinated care delivery systemsdarors and persons with disabilities (SPDs). SPDs
are non-dual-eligible Medi-Cal beneficiaries whe 86 and over or who have a disability. Priohi® t
waiver, SPDs were only required to be enrolled anaged care for their non-long term care Medi-Cal
benefits in COHS counties. The terms of the Waineluded mandatory enroliment of SPDs into
managed care for non-long term care Medi-Cal bengfiall counties operating managed care models.
Effective June 1, 2011, SPDs were mandatorily éeotoh managed care in two plan model and
geographic managed care counties. The transitampliased-in over a 12 month period, with
beneficiaries enrolled by birth month.

Healthy Families Program Transition from MRMIB

Title XXI of the Social Security Act permits stati@sprovide health care services to children up30
percent of the federal poverty level, known as@héddren’s Health Insurance Program (CHIP). The
provisions of CHIP allowed states to integrate ¢hasildren into an existing state Medicaid program,
to create a stand-alone program. California, cingathe latter option, established the Healthy Hiasi
Program, which provided health, dental and visiovecage to eligible children and was administered
by the Managed Risk Medical Insurance Board (MRMIBhe 2012 Budget Act, as part of a package
of budget-balancing solutions, eliminated the HgaKamilies Program, transferring its beneficiates
Medi-Cal over a 12 month period. The transitiogdreon January 1, 2013 and proceeded in four
phases. The new program for these beneficiariesasn as the Optional Targeted Low-Income
Children Program (OTLICP) and, as of the 2017 Budge, covers 865,760 children in managed care
and 65,140 in fee-for-service.

Expansion to Rural Counties

AB 1467, as part of a package of budget-balanadhgtiens in the 2012 Budget Act, authorized the
expansion of managed care to twenty-eight rurahties in which it had previously not been operative
The expansion began on November 1, 2013, with g@rase-in provisions for SPDs in those counties.
Eight counties transitioned into a COHS model ohaged care: Del Norte, Humboldt, Lake, Lassen,
Modoc, Shasta, Siskiyou, and Trinity. Partnerstgalth Plan of California serves as the COHS plan
for these eight counties. The remaining twentynti@s transitioned into a new Regional Model, in
which the department contracts with two commengiahs (except in San Benito and Imperial) to cover
beneficiaries. The twenty rural expansion couraies Alpine, Amador, Butte, Calaveras, Colusa, El
Dorado, Glenn, Inyo, Mariposa, Mono, Nevada, Plae&rmas, Sierra, Sutter, Tehama, Tuolomne,
Yuba, Imperial, and San Benito.

Coordinated Care Initiative

The 2012 Budget Act included a demonstration ptdgebetter integrate the health care deliveryesyst
for individuals dually eligible for Medicare and BlieCal (“dual-eligibles”). SB 1008 and SB 1036
(Committee on Budget and Fiscal Review), Chapt8rarfl 45, Statutes of 2012, and later SB 94
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(Committee on Budget and Fiscal Review), ChapteiS3atutes of 2013, implemented the proposal,
known as the Coordinated Care Initiative. This mpeagram passively enrolled dual-eligibles into an
integrated managed care plan for both MedicareMeui-Cal benefits, known as Cal MediConnect, in
seven pilot counties. All other Medi-Cal benefrea in those counties, including those that ojted

of Cal MediConnect, were mandatorily enrolled innaged care for their Medi-Cal benefits, including
long-term services and supports like In-Home SupyaoServices (IHSS) and skilled nursing facilities
which had previously been offered in the fee-fav®e delivery system. Passive enroliment began in
March 2014 and was completed in all seven coumtiéaigust 2016. The CCI Counties are: San
Mateo, San Bernardino, Riverside, Los Angeles, @eatan Diego, and Santa Clara.

Upon release of the 2017 Governor’s Budget, theddir of Finance certified that CCI would no longer
be cost-effective. Under the provisions of Sec8drof SB 94 the program will be discontinued
effective January 1, 2018. However, the 2017 Budge continues the Cal MediConnect program and
mandatory enrollment of dual-eligibles in managaedor Medi-Cal benefits including long-term
services and supports (except IHSS).

Optional Expansion of Medi-Cal (Affordable Care Act

The federal Affordable Care Act authorized statesxpand their Medicaid programs to previously
uninsured individuals. ABX1 1 (John A. Perez) &&X1 1 (Hernandez), Chapters 3 and 4, Statutes of
2013, authorized California’s Optional Expansiortted Medi-Cal program. The Optional Expansion,
effective January 1, 2014, expanded eligibility foeviously ineligible persons, primarily childless
adults at or below 138 percent of the federal pigMerel. Optional Expansion beneficiaries are
mandatorily enrolled in managed care for their M@dl benefits. The 2017 Budget Act assumes
Optional Expansion enrollment of 3.9 million bewé&iries in 2017-18.

Major Managed Care Exceptions (“Carve-Outs”)

1) California Children’s Services (CCS) — The CCS pang provides specialized health care
services to children up to twenty-one years of\aigle certain serious diseases or health
conditions. Services provided in this programgaeerally exempt from inclusion in managed
care and are provided in the fee-for-service defiggstem. However, SB 586 (Hernandez),
Chapter 625, Statutes of 2016, authorizes the ttepat to implement a Whole Child Model,
which would incorporate CCS benefits into managa® @ twenty-one counties.
Implementation is scheduled to begin no sooner Jén2017.

2) Long-Term Care/Home and Community Based Servidesng-term care services, such as those
provided by a skilled nursing facility or intermati care facility for the developmentally
disabled, are exempt from inclusion as a managedbznefit and are reimbursed in the fee-for-
service delivery system, except in Coordinated @Qatetive counties. Other home and
community based services, such as In-Home Suppds@rvices (IHSS) are also fee-for-service
benefits.

3) Dental Services (except Dental Managed Care ca)ntién all counties, except Sacramento and
Los Angeles, dental benefits in Medi-Cal (Denti)dsalprovided on a fee-for-service basis. The
benefits are provided to beneficiaries by the diepant’'s dental fiscal intermediary, Delta
Dental, which maintains provider networks and adsbéms benefits in an at-risk arrangement
that is similar to, but distinct from, a managedegalan’s operations.

Federal Medicaid Regulations Require Actuarially Sand Capitation Rates. Section
1396b(m)(2)(A)(iii) of Title 42 of the United Sta«€ode requires that no federal matching funds be
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paid to a state for capitation payments to a mathagee plan unless, among other requirements, the
“prepaid payments to the [plan] are made on anaaielily sound basis”. Section 438.6(c)(1)(i) ofl&i
42 of the Code of Federal Regulations defines aetiyasound capitation rates as rates that:

* Have been developed in accordance with generatiged actuarial principles and practices.

* Are appropriate for the populations to be covenadl the services to be furnished under the
contract.

* Have been certified, as meeting these requirementactuaries who meet the qualification
standards established by the American Academy afgkies and follow the practice standards
established by the Actuarial Standards Board.

In addition, Section 1396a(a)(30)(A) of Title 42tbé United States Code requires state Medicaid
programs to provide payment for available caresewdices “sufficient to enlist enough providers so
that care and services are available under thegtlast to the extent that such care and seraiges
available to the general population in the geogapiea”.

DHCS’ Capitated Rate Development Division (CRDDyeleps capitation rates in consultation with the
department’s contracted actuary, Mercer. Onces fadwe been developed, Mercer provides the
actuarial soundness certification required by fabexgulations. Historically, the rate development
process resulted in a rate range, which represéim¢echinimum and the maximum actuarially sound
capitation payment that could be supported by emeowand claims data. The department typically
pays the minimum rate in the range, which allowsother governmental entities to provide additional
nonfederal dollars up to the maximum of the ratgyeato draw down additional federal matching funds.
New federal regulations finalized in May 2016 requaertification of a single rate, which will regaii

the department to move to a prospective rate-ggtiacess.

Knox-Keene Act and Network Adequacy. The Knox-Keene Health Care Service Plan Act of 1975
and subsequent amendments, is one of the mostt n@gusatory regimes for managed care
organizations in any state in the nation. In addito requirements related to financial stabilttye
Knox-Keene Act imposes various network adequacyirements on health care service plans,
including Medi-Cal managed care plans (except CQH&igned to provide timely access to necessary
medical care for those plans’ beneficiaries. Thegairements generally include the following
standards for appointment availability:

1) Urgent care without prior authorization: within 48 hours.

2) Urgent care with prior authorization: within 96 hours.

3) Non-urgent primary care appointments: within 10 business days.

4) Non-urgent specialist appointments: within 15 business days.

5) Non-urgent appointment for ancillary services for the diagnosis or treatment of injury, illness or
other health condition: within 15 business days

Plans are also generally required to ensure that:

1) Primary care physicians adiecated within 15 miles or 30 minuteof a beneficiary’s place of
residence.
2) Plan networks includene primary care provider for every 2,000 beneficiges.
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Non-COHS Medi-Cal managed care plans are requiré@te a Knox-Keene license and are, therefore,
required to be in compliance with these provisioD$1CS contracts with COHS plans to provide health
care services to Medi-Cal beneficiaries in thosenties. Although they are not required to have a
Knox-Keene license, the department’s sample conivitlt COHS plans includes the same or greater
network adequacy and timely access requiremeriteedsnox-Keene Act.

Recent Medicaid Managed Care Regulations Expand Nebrk Adequacy Requirements. In May,
2016, the federal Centers for Medicare and Medi&aid/ices (CMS) released a final rulemaking for
state Medicaid programs with beneficiaries serwecthenaged care organizations. One of the most
significant changes imposed by the regulationeesréquirement that capitation rates be set atgesi
rate, rather than in a range, which will changewg DHCS and Mercer calculate capitation rates for
Medi-Cal managed care plans. In addition, thesrudguire:

» California’s network adequacy standards expand foom provider type (primary care) to an

additional six provider types.

» Collection of quality data to be used to improve thanaged care program.

» Enhanced beneficiary supports.

* Monthly, rather than semi-annual, updates of prewairectories

* Implementation of an 85 percent medical loss r@fibR) for Medi-Cal managed care plans.

2017 Legislation Specifies Network Adequacy Requineents for Medi-Cal Managed Care. AB

205 (Wood) and SB 171 (Hernandez), Chapters 73&&8dStatutes of 2017, codified in state law
specific requirements for Medi-Cal managed carateel to implementation of the federal managed care
regulations. In particular, these bills manageitmglementation of the 85 percent MLR for Medi-Cal
managed care plans, including the remittance pspeesl establish time and distance and appointment
availability standards for the various classesrof/jglers covered by the new federal rules.

Commencing January 1, 2018, the time and distaacelards are as follows:

* Primary care providers: 10 miles or 30 minutefrom the beneficiary’s place of residence.

» Hospitals: 15 miles or 30 minutesrom the beneficiary’s place of residence.

» Dental managed care: 10 miles or 30 minutedfrom the beneficiary’s place of residence.

» Obstetrics and gynecology: 10 miles or 30 minutedrom the beneficiary’s place of
residence.

Commencing July 1, 2018, the time and distancelstais are as follows:

« Specialists, including cardiology/interventional cardiologyephrology, dermatology,
neurology, endocrinology, ophthalmology, ear, nase, throat/otolaryngology, OB-GYN
specialty care, orthopedic surgery, gastroenteyplplgysical medicine and rehabilitation,
general surgery, psychiatry, hematology, oncolagy pulmonology, HIV/AIDS
specialists/infectious diseases, and outpatientahbealth services, the following time and
distance standards by county:

1) 15 miles or 30 minutedrom the beneficiary’s place of residence: Alame&dantra
Costa, Los Angeles, Orange, Sacramento, San D&agofFrancisco, San Mateo, and
Santa Clara;
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2) 30 miles or 60 minutedrom the beneficiary’s place of residence: MaRigcer,
Riverside, San Joaquin, Santa Cruz, Solano, Son8taaislaus, and Ventura;

3) 45 miles or 75 minutedrom the beneficiary’s place of residence: Amaduite, El
Dorado, Fresno, Kern, Kings, Lake, Madera, Meréanterey, Napa, Nevada, San
Bernardino, San Luis Obispo, Santa Barbara, Suitdare, Yolo, and Yuba; and,

4) 60 miles or 90 minutedrom the beneficiary’s place of residence: Alpi@alaveras,
Colusa, Del Norte, Glenn, Humboldt, Imperial, Inf/assen, Mariposa, Mendocino,
Modoc, Mono, Plumas, San Benito, Shasta, Sierskjy®iu, Tehama, Trinity, and
Tuolumne.

» Pharmacy services. 10 miles or 30 minutes from the beneficiary’'sggl@f residence (all
counties).

» Outpatient substance use disorder services other than opioid treatment programs, the
following time and distance standards by county:

1) 15 miles or 30 minutedrom the beneficiary’s place of residence: Alame&dantra
Costa, Los Angeles, Orange, Sacramento, San D&agofFrancisco, San Mateo, and
Santa Clara;

2) 30 miles or 60 minutedrom the beneficiary’s place of residence: MaRfgcer,
Riverside, San Joaquin, Santa Cruz, Solano, SonStaaislaus, and Ventura; and,

3) 60 miles or 90 minutedrom the beneficiary’s place of residence: AlpiAepador,
Butte, Calaveras, Colusa, Del Norte, EI Doradoskoe Glenn, Humboldt, Imperial,
Inyo, Kern, Kings, Lake, Lassen, Madera, Maripddandocino, Merced, Modoc,
Monterey, Mono, Napa, Nevada, Plumas, San Benéo,Brnardino, San Luis
Obispo, Santa Barbara, Shasta, Sierra, SiskiydterStiehama, Trinity, Tulare,
Tuolumne, Yolo, and Yuba.

» QOpioid treatment programs, as follows:

1) 15 miles or 30 minutedrom the beneficiary’s place of residence: Alame&dantra
Costa, Los Angeles, Orange, Sacramento, San D&sgoFrancisco, San Mateo, and
Santa Clara;

2) 30 miles or 60 minutedrom the beneficiary’s place of residence: MaRigcer,
Riverside, San Joaquin, Santa Cruz, Solano, SonStaaislaus, and Ventura;

3) 45 miles or 75 minutedrom the beneficiary’s place of residence: Amaduite, El
Dorado, Fresno, Kern, Kings, Lake, Madera, Mertéanterey, Napa, Nevada, San
Bernardino, San Luis Obispo, Santa Barbara, Stitdare, Yolo, and Yuba;

4) 60 miles or 90 minutedrom the beneficiary’s place of residence: AlpiG@ajaveras,
Colusa, Del Norte, Glenn, Humboldt, Imperial, Inf/assen, Mariposa, Mendocino,
Modoc, Mono, Plumas, San Benito, Shasta, Sierskjy®iu, Tehama, Trinity, and
Tuolumne.

o Skilled nursing facility and intermediate care facility services, the following time and
distance standards by county:
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1) Within five business day®f the request: Alameda, Contra Costa, Los Angeles
Orange, Sacramento, San Diego, San Francisco, 8soiand Santa Clara.

2) Within seven business daysf the request: Marin, Placer, Riverside, San Uiwgaq
Santa Cruz, Solano, Sonoma, Stanislaus, and Ventura

3) Within fourteen calendar daysof the request: Amador, Butte, EI Dorado, Fresno,
Kern, Kings, Lake, Madera, Merced, Monterey, Ndpayada, San Bernardino, San
Luis Obispo, Santa Barbara, Sutter, Tulare, Yahal duba; and,

4) Within fourteen calendar daysof the request: Alpine, Calaveras, Colusa, Delt®&or
Glenn, Humboldt, Imperial, Inyo, Lassen, Maripdsgi@ndocino, Modoc, Mono,
Plumas, San Benito, Shasta, Sierra, Siskiyou, Tahdanmity, and Tuolumne.

*  County Drug Medi-Cal-Organized Delivery System (DMC-ODS): appointment withirthree
business daydo an opioid treatment program (all counties).

» Dental managed care plan services:
Routine pediatric services: appointment witfoar weeksof a request.
Specialist pediatric services: appointment withiinty calendar days of a request.

Provider Participation May Not Be Keeping Pace WithEnrollment. In 2012-13, just prior to the
implementation of the Affordable Care Act, 5.1 moil Californians were enrolled in Medi-Cal
managed care. As of the 2017 Budget Act, 2017rt8llenent in Medi-Cal managed care was
projected to be 10.9 million, an increase of 21¢&@et over 2012-13. While this significant increas
coverage has provided measurable health benefibsver-income Californians, it is unclear whether
Medi-Cal managed care plan provider networks haanlable to keep pace with the sharp rise in
enrollment. A June 2017 report from the CaliforHi@alth Care Foundation titledPhysician
Participation in Medi-Cal: Is Supply Meeting Demand?” surveyed physicians renewing licensure in
2015 to gauge participation in the Medi-Cal prograhhe report found that, between 2013 and 2015,
the percentage of physicians serving Medi-Cal p&tidecreased from 69 percent to 64 percent,
although the overall number of full-time equivalghtysicians serving Medi-Cal patients increased by
nine percent, likely due to previously uninsuretgrds seen by these physicians gaining coverage
under the Medi-Cal expansion. However, the regla found this modest increase in full-time
equivalent physician participation did not keepeaath the growth in enrollment, as the number of
full-time equivalent physicians for each 100,000d4€al beneficiaries declined significantly. For
primary care physicians, there were 39 full-timeieglents in 2015 compared to 59 in 2013, a 33.9
percent decline. For non-primary care physici#ims,e were 63 full-time equivalents in 2015 comgare
to 91 in 2013, a 30.8 percent decline.

Medi-Cal Managed Care Plans May Have Made Significat Financial Gains From Expansion. A
recent article published November 5, 2017, in tbe Angeles Times, titledfisurers make billions off
Medicaid in California during Obamacare expansion”, used data from unaudited financial disclosures
from Medi-Cal managed care plans to estimate tieste plans made $5.4 billion in profits from 2044 t
2016, primarily due to higher rates paid for betiafies receiving coverage under the expansion of
Medi-Cal pursuant to the Affordable Care Act. Tdéadings suggest capitation rates paid to Medi-Ca
managed care plans do not align with the actubtation and provision of health care services tedv
Cal beneficiaries during this time period.
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In the article, the director of DHCS indicates ttiese data do not account for additional auditiatg
adjustments and retroactive recoupments that wiuoin the future. DHCS is required to adjust
capitation rates paid since the implementatiorheféxpansion to account for actual encounter and
utilization data reported by the plans. Downwatgistments to these capitation rates for priorquisi
have resulted in significant expected recoupments Medi-Cal managed care plans. The May 2017
Medi-Cal Local Assistance Estimate indicates theadinent expects to begin recoupment January 2017
for the expansion population and will recoup $51Bolm, all federal funds, for the period from July
2015 through December 2016. There may be additrenaupments for periods after December 2016.
It is unclear whether the data cited in the Los élag Times article reflects these expected reconfsne
The subcommittee will continue to analyze and nuorthiese data to determine what impact, if any,
these rates have on whether plans are able toaraadequate provider networks for Medi-Cal
beneficiaries.
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