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Male:
Good morning.  Welcome to the monthly CCI Stakeholder Call.  Uh -- we have with us today Sarah Brooks, the Deputy Director for Healthcare Delivery Systems.  We've got Hannah Katch, the Assistant Deputy Director for Healthcare Delivery Systems.  We've got some other representatives from the Department and -- uh -- we are ready to start.  Uh -- before we begin, if -- if -- uh -- you can -- if you can hear me, please raise your hand.  In order to raise your hand, press 1.  Great, so it looks like we have good volume.  Uhm -- I am now gonna turn it over to Sarah Brooks.

Ms. Brooks:
Thank you Sepan (phonetic).  Good morning everyone.  Uhm -- Sarah Brooks as Sepan -- uh -- shared with the Department of Healthcare Services and just want to provide a little overview of what we'll be talking about today.  Uhm -- so, we'll talk with our regular enrollment update.  Uhm -- talk a little bit about a new HRA dashboard that we posted just this morning.  Uhm -- discuss enrollment assistance and then touch briefly on the CMS letter that -- uhm -- was sent out to states asking for a non-binding commitment for extension of the demonstration.  And then finally of course we'll have an opportunity for you all to ask questions of us.  Uhm -- in terms of the enrollment update -- uhm -- most of you are familiar with our Cal MediConnect Enrollment dashboard.  Uhm -- we regularly post that each month.  Uhm -- due to some new posting requirements, it is not quite up on our website yet -- uhm -- but it will be up soon and we will send out an e-mail when it is posted to make sure that you're aware that it has been.  Uhm -- but I’ll provide some highlights of what will be included on the dashboard -- uhm -- just now.  Uhm -- so, as of August 1, we had approximately 117,500 beneficiaries enrolled in Cal MediConnect -- uhm -- in all seven CCI counties.  Uhm -- that's about 50,000 enrollees in Los Angeles, 17,500 in San Diego, 14,000 in Riverside, another 14,000 in San Bernardino, about 10,000 in San Mateo.  Also, about 10,000 in Santa Clara and we are reaching or close to 1,000 enrollees in Orange County after the first month of -- uh -- passive enrollments -- uhm -- for that county specifically.  Uhm -- as -- as usual, the dashboard will include some detailed enrollment opt out and disenrollment percentages and you can -- uh -- you'll be able to find that chart on the backside or on page 2.  Uhm -- I think that you -- you're familiar with that and we're happy to provide some additional information in the e-mail in relationship to those data.  Uhm -- this month's dashboard also includes detailed information on enrollment data by age, race and ethnicity and language.  Uhm -- you have seen those -- uhm -- breakouts -- uhm -- over the last couple of dashboards and we're continuing to analyze this data -- uhm -- to understand how we can better -- uh -- work with the beneficiary population to outreach to those -- uhm -- subsets of our population.  Uhm -- uh -- we will -- uh -- continue to look at that information, as I said, -- uhm -- and collect it to just think about how we can improve -- uhm -- how we share information in general with you all and -- and -- uhm -- welcome input and feedback into the dashboard and that data -- uh -- so that we can think about how to tell the story of Cal MediConnect to you.  Uhm -- also wanted to talk about Health Risk Assessments or HRAs as I’ll -- I'll reference them -- uh -- throughout the call today.  Uh -- we're excited to report new data to you on the HRAs.  As most of you know, we did release a prior HRA dashboard.  Uhm -- this is an updated data -- uh -- or dashboard that includes some data and I'll talk about some of the differences today.  Uh -- the data itself on the dashboard shows that health plans completed HRAs on 89% of beneficiaries within 90 days of enrollment.  And that is for beneficiaries who are willing to participate in the HRA process and who are reached by the health plan.  The data also shows that 35% of beneficiaries were unreachable -- uh -- and 10% were unwilling to participate in the HRA process.  Uhm -- in this case, unwilling beneficiaries are those who are contacted by the plan -- uh -- but chose not to participate.  So, the plan did actually contact them and reach them, but they did -- they did indicate that they didn't want to participate.  Uhm -- unreachable beneficiaries are beneficiaries who the plan attempted to contact, but had no success.  Also wanted to just note a few additional details on the dashboard.  Uhm -- as you may recall in February, we released our initial HRA dashboard that I previously mentioned.  Uhm -- as part of that process, we really found that there were inconsistencies in the way that the health plans were reporting the data.  Uhm -- we wanted to make sure that there was standardization both so -- so that we could understand how the individual plans were performing, but also so that we could compare performance across health plans.  Uhm -- since then, DHCS and CMS worked -- uh -- closely with our health plans to clarify the reporting requirements and the plans as a result did resubmit their data for April to September of 2014.  Uhm -- that new data is also reflected in this new dashboard.  So, essentially, you know, one of the points that I want to make is that -- uh -- while we had the prior dashboard and it does have data on it, really we should be looking at this new dashboard for use of understanding how the plans are performing on HRAs -- uhm -- dating back to April of 2014 when the program was implemented initially.  So, -- uhm -- in follow up to that, that really means that the dashboards that we released today reflect uniform reporting for the plans -- uhm -- and can be used for comparison across plan performance.  So, we're really excited about this new data that are available to us.  Uh -- we know that there are opportunities to improve the percentage of beneficiaries being reached by the health plan.  Uhm -- and really, it is important to note that we expected that a large number of beneficiaries would be difficult to locate -- uhm -- given prior experiences with HRAs -- uhm -- tied to -- uh -- the FPDs or the Seniors or Persons with Disabilities Transition and also feedback and -- and other information that we have received along the way.  Uhm -- and it really is in line with what we know about this population -- uhm -- and the need to -- uhm -- regularly update that information for contacting them and sometimes that not occurring.  That said -- uhm -- the Department, CMS, Cal MediConnect plans are working together to share best practices and improve the health plan's ability to reach their beneficiaries in order to compare the HRA process.  So, really looking at for those beneficiaries that we don't know how to -- or we don't have correct -- uhm -- information for them.  How do we reach them?  How do we identify them?  An example of that would be that health plans are partnering with other providers such as pharmacies that may have more up to date contact information for beneficiaries so that we can gather that information -- uhm -- and -- and then reach out to them.  And so I think it's important to note that in the instances where we don't have that contact information, plans still continue to try to complete the HRA even after the 90 day period -- uhm -- because they recognize the importance and significance of the document -- uhm -- tation that is received through that process in terms of -- uhm -- getting beneficiaries to the right place for services.  Uhm -- and while beneficiaries may not be easily located for the HRA process or may not want to participate in the process, we -- we know that they still are accessing services.  Uhm -- not completing an HRA does not prevent a beneficiary from receiving services and we do see that beneficiaries that don't have a HRA are accessing services and so, just wanted to make sure that that was clear.  But the HRA itself is really an important first step in care coordination.  Going through that process can help ensure that beneficiaries are matched with all the services that they need, continuity of care happens -- uhm -- that any upcoming appointments -- uh -- we ensure that the beneficiaries are able -- are able to ensure that the beneficiaries are able to continue -- uh -- to get those -- those (unintelligible) services that they need.  Uhm -- so, we also encourage all of you to share that message when you come across beneficiaries -- uhm -- in the work that you do just encouraging them to connect with the health plans, to complete the HRAs -- uhm -- to be involved in the process and -- and really helping us to share that message with them so that they understand the importance of the HRA.  Uhm -- we will be moving forward having a quarterly updated HRA dashboard that will share publicly and post on the website and to look forward to continuing to have discussions with you on those data in the future.  And with that, I'm going to pass it over to Hannah who's gonna talk a little bit about enrollment assistance.  

Ms. Katch:
Thanks Sarah, this is Hannah Katch.  Uhm -- a few months ago, we discussed an issue where some beneficiaries were unable to update their authorized representative in our systems in order to make enrollment decisions on their behalf.  And we also discussed a proposal that will allow these beneficiaries to designate another individual.  What we're calling it an enrollment assistance to make enrollment decisions on the behalf of the beneficiary by calling healthcare options and completing a screening process.  So, after we shared that proposal, we did receive a lot of positive feedback and helpful comments and suggestions on the process.  Uhm -- and also the beneficiary safeguards which we proposed which we really appreciated.  And so for the past few months, we have been working on the specifics of that proposal and ensuring that the healthcare options screening questions are clear and HDO staff are up to speed.  So, we're glad to let you know that as of July 31st, this process is now up and running and enrollment assistants are able to call the healthcare options and make enrollment decisions on behalf of beneficiaries.  We have put a spec sheet on Cal Duels and we would encourage you to refer to that if you have any questions.  And as always, we welcome your feedback as you see this process working.  I want to touch briefly also on -- uhm -- the opportunity from the centers for Medicare and Medicaid services to -- uhm -- submit a non-binding letter to extend the Coordinated Care Initiative.  Uhm -- in mid-July, CMS did announce this opportunity to states that we have the option to extend our -- our dual demonstrations like CCI -- uhm -- by two years and as part of that announcement, CMS did ask states who are interested in an extension to submit this non-binding letter to CMS expressing interest by September 1st.  Obviously, that date is fast approaching and we understand and appreciate everyone's interest in that issue.  Uhm -- we are taking this opportunity seriously and will let you know when we have more information to share.  Uhm -- but we know that this is an issue of great importance to many of you and we've already received several letters from stakeholders expressing support.  Uh -- we certainly welcome additional feedback.  You can send any comments or letters on this or any other issue to info@calduals.org.  And of course, we'll update you all when we have more to share on this issue.  So, that is all of our updates for today.  Thank you so much for joining our call and with that, we'll open it up for your questions.  
Male:
Great, thank you Hannah.  So, now -- uh -- we are ready for questions.  If you have a question, please -- uh -- press 1 and we will get you in the (unintelligible).  Great -- uh -- the first comes -- question comes from Robert O'Reilly.  Robert, your mic is open.  

Mr. O'Reilly:
Hi, this is Bob O'Reilly from Molina.  Uhm -- Hannah, I just want to -- uhm -- confirm what I think I heard in your update and that is that the Department is still deciding if they're going to send the -- uh -- the request for the extension, is that correct?

Ms. Katch:
That is correct.  We're still discussing internally.  We'll share when we have more updates.

Mr. O'Reilly:
Okay, thank you.

Male:
Thank you Bob for your question.  Our next question comes from Michael Condon (phonetic) and Joe Riley.  Michael and Joe, your line is open.

Ms. Riley:
Thank you -- uh -- this is Joe Riley.  I'm wondering if -- uh -- you know when you do the health -- uh -- the HRA, the risk assessment -- uhm -- are there social workers -- I just vest social workers going into -- uhm -- nursing homes and hospitals and doing health risk assessments so that people could -- uh -- or -- or doing assessments just doing an assessment so that they could actually live in the community or have the first choice be -- to be in the community rather than be put into a nursing facility?  

Ms. Brooks:
Yeah, so this is Sarah.  So, -- uhm -- definitely, the health plan workers that complete the HRAs, that is a process - uhm -- or I'm sorry, a part of the process for the HRA is looking at are there opportunities to move beneficiaries into the community?  That is a goal of Cal MediConnect is to at all times identify beneficiaries that can be moved.  Uhm -- we also have programs under our long-term care division here at the Department of Healthcare Services that are focused on those efforts -- uhm -- specifically as well -- uhm -- and they do work with the health plans to identify -- uh -- beneficiaries to assist -- uh -- with moving them into the community as well.  

Male:
Thank you for your question.  Our next question comes from Therese Lawler (phonetic).  Therese your -- uhm -- mic is open.

Ms. Lawler:
Hi, I’m just -- uhm -- kind of double checking on the enrollment assistance.  I work in a large scale nursing facility.  We have 375 long-term custodial residents.  Many of them -- uhm -- have been with us for years and -- uhm -- are no longer capable of making that, you know, informed decision of -- of selecting an enrollment assistant.  Is there a way to -- to deal with that?  Many of them don't have family.  

Ms. Brooks:
So -- uh -- this is Sarah, I think that's an excellent question.  Uhm -- you know, there is the -- uhm -- traditional authorized rep process that can be utilized -- uhm --
Ms. Lawler:
Right, that's the MP 306.  We have some of them.

Ms. Brooks:
-- I do now know that there are -- 

Ms. Lawler:
Yeah.  Sorry.  

Ms. Brooks:
Uhm -- yes, so -- uhm -- so -- so that is an option.  Uhm -- you know, unfortunately -- uh -- well, not -- I -- I think the policy here is that the beneficiary themselves must identify -- uhm -- the individual as an enrollee.  It's just -- or we can look at other options and if there are other things for us to discuss for beneficiaries that may not have that option or may not be able to make that choice, but I think the policy is as -- as Hannah outlined this morning.

Ms. Katch:
If you'd like to send us -- uhm -- you know, more information about your specific cases or if you'd like to engage in further conversation about those issues, please we -- you know, we -- feel free to send us a note.  We'd be happy to discuss further.

Male:
Therese, thank you for your question.  Our next question will come from Karen Keesler (phonetic).  Uh -- Karen, your mic is open.

Ms. Keesler:
Uh -- hi Sarah and Hannah.  Karen Keesler with the California Association of Public Authorities.  I'm wondering if you have data on -- uhm -- the IHSS 5 of the duals project -- uhm -- on two things.  One is what is happening with the health plans -- uhm -- as whether they're requesting social workers to reassess cases with the goal to increase -- uhm -- IHSS hours within our statutory program caps?  And the second question -- uhm -- along those lines is do you have any data on health plans approving personal care options -- uhm -- that would have the health plans paying for IHSS like services -- uhm -- aside from the IHSS programs?  

Ms. Katch:
Thanks Karen -- uhm -- this is Hannah.  Unfortunately, we don't have any more information to share now than we did last week, but we'll certainly be in touch if we have any more data that we can share.  Thanks for your interest.

Ms. Keesler:
Thank you.

Male:
Thank you Karen for your question.  The next question comes from David Cane (phonetic).  David, your line is open.

Mr. Cane:
All right, thank you.  This is David calling from the Ombudsmen for Cal MediConnect in Los Angeles County.  I just wanted to thank everybody for producing the HRA dashboard and make a request for an additional data point.  Uhm -- I'd be interested in seeing the share of HRAs completed among the total enrollment population for Cal MediConnect.  I just did some quick math that I'm not sure is correct and my math comes out -- uh -- a little over a third of current Cal MediConnect members have completed HRAs.  Just want to push back gently against the assertion and claim that -- uh -- people remain in Cal MediConnect plans and are accessing services even if they don't have a HRA completed.  Some of those members are sort of floating in a Cal MediConnect plan and maybe experiencing interruptions in services, have continuity of care issues that are not being identified because they aren't having a HRA completed.  So, I think it's important that we continue to look at that population and see how we can fulfill the promise of Cal MediConnect for those people.

Ms. Brooks:
Great, thank you David for your comments.  The information that you are requesting is actually presented on our dashboard.  Uhm -- and so, certainly if there are further follow ups or questions, please feel free to reach out to us -- uh -- uh -- at Cal Duals -- uh -- info@calduals.org.

Male:
Thank you David for your question.  Our next question comes from Valerie Vavona (phonetic).  Valerie, your mic is open.

Ms. Vavona:
Hi, I just had a question.  I don't know how it fits into what we're talking about, but I'll ask it.  In -- in certain circumstances, can -- uhm -- a consumer bring someone outside of the care team -- I'm in Alameda County.  So, if that -- if there's a time when it's put together in terms of people having care teams -- uhm -- can you bring in someone from the outside of the care team for example to negotiate a challenge that you might be having with getting services through the HMO?
Ms. Brooks:
So, I think -- uh -- I want to be sure I’m clear on your question.  I think you're asking if a beneficiary would like to change their care plan -- uhm -- and are perhaps -- uhm -- encountering a -- uh -- challenges with that -- uhm -- is there an opportunity to bring somebody else into the care plan from the outside to assist with advocating on behalf of the beneficiary?  

Ms. Vavona:
Well, I'm -- I'm sorry --

Ms. Brooks:
(Inaudible) (both speaking at once).

Ms. Vavona:
-- well, I guess I'm -- I’m not necessarily thinking about changing the -- the -- the -- the HMO, I’m thinking about if you have a -- uhm -- a challenge in getting services or access to appointments or issues that like that might come up with -- uhm -- the need to be transferred to exam tables and that kind of thing and the HMO has certain policies in place that go across the board and don't necessarily lend themselves to people's individualized needs.  And -- uhm -- a person has the care team that exists and is -- is it possible to, if you needed to get an advocate or somebody to work with influencing that policy --

Ms. Brooks:
Yeah.

Ms. Vavona:
-- that the HMO has, how would that take place?  Does that make sense?  Is the question clearer?  

Ms. Brooks:
Yeah.  No, I think that that makes a lot of sense.  So, you know, the -- the beneficiary can bring their authorized rep -- uhm -- into the -- the care team to work with them.  What you're describing is really that the beneficiary, if -- if after communicating with the plan still has concerns about -- uhm --

Ms. Vavona:
Yes.

Ms. Brooks:
-- something not occurring, they should file a grievance with the health plan.

Ms. Vavona:
Okay, that makes sense.  Okay, thank you.

Male:
Great.

Ms. Brooks:
Yeah.  Thank you.  

Male:
Thank you for your question.  Our next question comes from Christina Bathe-Hamilton (phonetic).  Christina, your mic is open.

Ms. Hamilton:
Hi -- uh -- I was wondering if you could just -- uhm -- talk a little bit about some of the things that you are all contemplating in terms of like whether or not to submit the non-binding letter to CMS for the two year extension.  What are some of the factors that you're considering in that decision?

Ms. Katch:
Thanks for that question.  I can't be more specific than to say that we are definitely taking the opportunity very seriously.  Uhm -- here at the Department of Healthcare Services, we really believe in this program and in the -- the benefits that it provides.  And so we are having internal conversations in the administration about next steps and we will share those as soon as we are able to.  But thank you very much for your interest.

Male:
Great.  Our next question comes from Tanya (unintelligible).  Tanya, your line is open.

Tanya:
Thank you.  Yes, -- uhm -- I'm new to this conversation and -- uhm -- I'd like to get some very basic information about what CCI is.  Uh -- in particular, what bearing it has on -- on -- uh -- persons signing over their Medicare and -- uh -- whether that is something that is irrevocable -- irrevocable.  And why would they sign over Medicare -- uh -- since Medicare has been so good for them?

Ms. Katch:
Thanks so much for that question.  I think that's really important.  So, beneficiaries don't have to sign over Medicare in any way.  Uhm -- the Coordinated Care Initiative is a -- presents a couple of options to beneficiaries who are dually eligible for both Medicare and Medicaid in the seven counties that are implementing the demonstration.  Those beneficiaries can either choose a health plan that will integrate all of their benefits from both the Medicare and Medicaid side, Medi-Cal, -- uhm -- into one health plan and help you coordinate those benefits.  Or they can choose to get separate Medi-Cal benefits from a Medi-Cal plan and Medicare, just as they always have, are either a Medicare advantage plan or through traditional (unintelligible) service Medicare.  So, those beneficiaries have both choices and they can also change their mind at any time.  So, if they try a Cal MediConnect plan or a plan that integrates all of their Medicare and Medicaid benefits, they can also change their mind and -- and go back to traditional Medicare if they choose or the other way.  If they choose that they want a plan that really coordinates all of their benefits and can help them find -- access all of those services, as well as some additional services, they can choose to join a Cal MediConnect plan at any time.  So, it's -- uhm -- I don't -- I think -- I wouldn't be concerned about signing over your Medicare benefits since -- uhm -- that's not really what this is about.  Does that answer your question?  Okay, we seem to have lost the call.  I think we're gonna move on to the next question.  There's a lot more information about the Coordinated Care Initiative and Cal MediConnect plans at calduals.org.  

Male:
And if you have additional questions, feel free to e-mail info@calduals.org.  So, those are our questions right now.  If you have a question and you want to ask it, please press 1.  Our next question comes from Peter Hansel (phonetic).  Peter, your line is open.
Mr. Hansel:
Uhm -- thank you.  Good morning.  Uhm -- yeah, my question is I think I’ve read that there is a plan withhold measure -- uh -- that’s related to health risk assessment completion and I’m wondering if there’s -- uh -- a threshold for that and if so, what it is if you could describe that.

Ms. Brooks:
Uh -- sure.  Uh -- so yeah, that is correct that -- uhm -- that there is a withhold and so just, you know, for background for those on the call -- uhm -- what happens is that for a certain number of measures for each year during the demonstration -- uhm -- a certain percentage of the capitation rate for the health plans is withhold -- withheld upfront.  So, we don’t pay that percentage to the health plans.  Uh -- for year one of the demonstration, it is 1%.  Year two, 2%.  Year three, 3%.  Uh -- there are about eight different measures each year that are tied to that withhold -- uhm -- percentage and HRAs or completion of HRAs within the -- within the -- uhm -- required timeframe is one of those withholds, you are correct.  Uhm -- so, the benchmark itself looks at whether or not -- uh -- the plan is within 10% of the highest performing plan.  Uhm -- and if they are, then they would pass the -- uh -- measure and would receive then that capitation payment that was withheld -- uhm -- and that money would be paid back to the health plan.  Uhm -- if they do not, then they would not receive those funds back.

Male:
Thank you Peter for your questions.  Our next question comes from Marcello Estradi.  Marcello, your line is open.

Mr. Estradi:
Yeah, hi, thanks.  Uhm -- I’m just looking at the numbers of -- uhm -- the number of enrolled into Cal MediConnect and those who have opted out and then those who have disenrolled.  So, it looks like the dual population on a whole -- uhm -- uh -- in the end, 68% have Medicare and then a separate Medi-Cal plan.  Uhm -- so, the majority of people have Medicare with -- with -- uhm -- dual plans.  So, I’m wondering given that size in population, does -- does -- uhm -- is -- is having a dual and a Medi-Cal plan -- uhm -- does -- does it save the State more money?  Uhm -- does it -- does it make it more efficient for duals -- uhm -- uhm -- uh -- to access the -- their Medi-Cal benefits in that way?  And what do providers think about having to deal with a planned announcement of one entity for billing?  It seems like it’s -- it’s an extra layer.  Uhm -- is -- is that sort of -- uhm -- how -- how -- how do I explain the benefits of -- uh -- dual being in Medi-Cal plans as opposed to regular Medi-Cal?
Ms. Brooks:
So, a very helpful question, thank you so much.  I mean -- uhm -- I think you’re asking a couple of different things here.  Uhm -- to be in Cal MediConnect, you’d have to be a dual within Medi-Cal and Medicare.  Uhm -- and so -- uhm -- we do have -- uh -- requirements around -- uh -- savings (unintelligible) that it can’t cost more to have -- uhm -- this beneficiary or this group of beneficiaries -- uhm -- in Cal MediConnect than it would otherwise to -- to -- uhm -- provide care to them.  And so that’s something that we’re continuing to work on in terms of an analysis, but don’t really have a full kind of analysis or update that we could share in detail on that at this time.  I think though what’s important is you go back to one of your comments or questions which is, you know, why -- why Cal MediConnect?  Why -- why would this -- uh -- be better for the beneficiary?  And, you know, really today -- uh -- outside of Cal MediConnect, the beneficiary who’s in Medicare and Medi-Cal would be accessing care through different systems that sometimes could have two different contacts, two different requirements -- uhm -- and that can at times be confusing to beneficiaries and difficult to navigate.  And so, you know, one of the key things about Cal MediConnect is that it really allows for a beneficiary to be enrolled through one health plan.  Uhm -- have one point of contact, have one -- uhm -- overall structure that they’re accessing care through so truly -- uh -- simplifying the opportunity for the beneficiary to -- uhm -- access care but also to improve overall health outcomes for themselves.  I don’t know if anybody else would add anything to that.  

Ms. Katch:
Uhm -- I think, you know, the part of the question about sort of what, you know, having folks be in a Medi-Cal plan and then have their Medicare separate.  Uhm -- you know, there’s no real trend here.  It -- that -- California is working on towards trying to move folks into managed coordinated systems of care and -- uhm -- there is a belief that it -- it is helpful for beneficiaries if there is a health plan who can help them get their services coordinated -- uhm -- and that can help them, you know, make sure that they are -- that they have access to -- uhm -- providers that they need.  And so there is that benefit of having a health plan manage the Medi-Cal side of -- uhm -- a dual beneficiaries benefit -- uhm -- even if they’re not -- uh -- also in a managed care plan or they’re Medicare.  Uhm -- you know, we’re trying Cal MediConnect because we think it makes more sense to have both sets of benefits under one health plan.  Uhm -- but are also moving forward and this -- it is a demonstration program to see -- uhm -- to see, you know, what are the benefits of having the Medi-Cal side be coordinated by a health plan that can help folks access again all of those different services that are available.  Uhm -- and the goal there is to -- to make it easier for the beneficiary to get the -- the services that they need.  Uhm -- so that they can have a higher quality of life and -- and better health outcomes.  Uhm -- and at the same time, as Sarah said, the requirement is that it be cost neutral.  

Male:
Thank you Marcello for that question.  Uh -- our next question, we have another question from Karen Keesler.  Karen, your mic is open.

Ms. Keesler:
Uh -- hi, thank you for -- uhm -- queuing me up again.  I forgot that I had two other questions.  One is whether you have the template of a letter available for stakeholders to use -- uhm -- in the advent that the administration decides this is -- the non-binding letter of intent to continue the dual project -- uhm -- to CMS.  Uhm -- my second question is -- uhm -- relating to the special session called by the Governor on healthcare and development disabilities funding.  And the question is, if in the worst case the Legislature fails to enact what the Governor -- the billion plus in revenues needed -- uhm -- what is the interplay with the stability of the CCI?  

Ms. Katch:
So, great questions Karen.  Uhm -- we do not have a template letter -- uh -- that we are sharing -- uhm -- uh -- for external entities to use.  Uhm -- and then really in terms of the special session itself -- uhm -- uh -- you know, I don’t think that at this point we can really speak to that -- uhm -- without knowing what the outcomes of the session itself would be.  
Male:
Thank you Karen for your question.  We’re -- our next question comes from Julianna.  Julianna, your mic is open.

Julianna:
Hi, this is Julianna (unintelligible) from (unintelligible) in San Francisco.  I just had a couple of questions about the -- uh -- beneficiary enrollment numbers you cited.  Uhm -- of the 117,000 -- uh -- that have enrolled so far, what’s the current total possible target?  I know in the past I think I’d read it had been about 450,000 or so were eligible statewide.  Is that still the target you’re ideally working towards -- uhm -- or -- and conversely, what have some of the opt out rates been and then -- uh -- secondly, what is the estimated -- uh -- most current thinking on -- uh -- the -- the total -- how long total enrollment will take recognizing that that’s a -- uhm -- a big question.

Ms. Katch:
So -- uh -- excellent question.  Uhm -- at the -- yeah, I mean, the total enrollment possible is around the 450 that you mentioned.  I think it’s, you know, been -- uhm -- decreased a little bit with the -- uhm -- elimination of Alameda County, but, you know, generally that’s around the possible population right now in these counties that could be eligible to enroll.  Uhm -- I don’t think that, you know, at this time, we are just continuing to -- uh -- work on enrollment.  Uhm -- increasing enrollment, making sure that the program itself is the best program it can be for the beneficiaries who are enrolled.  Uhm -- and so I don’t know that we have, you know, a date by which we would want a certain enrollment.  Uhm -- we’re excited about the enrollment numbers right now and -- and continue to -- uhm -- look for new ways and opportunities to bring new beneficiaries in.  Uhm -- in terms of opt outs -- uhm -- you know, I think that it’s important to note that -- uhm -- only Santa Clara and Orange County continue to have passive enrollments.  And so opt out is a beneficiary who is choosing not to -- uhm -- enroll in the plan prior to being passively enrolled.  And so as a result, the opt out percentages and figures have changed.  So, you’ll see that information in the dashboard and I think it’s just important to -- uhm -- note that it’s really just a -- uhm -- a picture of what’s happening in those two counties moving forward.  

Male:
Thank you for your question.  Our next question comes from Hadie Hanley (phonetic).  Hadie, your mic is open.

Ms. Hanley:
Hi -- uhm -- I just wanted to follow up on -- uh -- Peter Hansel’s -- uh -- question.  So, this is Hadie Hanley with the Department of Managed Healthcare and the Right Care Initiative UC Berkeley.  Uhm -- if we think about the eight measures that are in the withhold -- uhm -- and I frankly don’t know what those eight measures are, so it’d be nice to learn more about those, maybe that’s a way to -- uh -- think about the quality improvement -- uh -- incentives that the (unintelligible) demonstration is pursuing which should result in better patient outcomes if they’re able to achieve the goals for those eight measures.  So, can you talk about the eight measures a little bit more and elaborate on the formula?

Ms. Katch:
You know Hadie, I think I’d be happy to offline with you on this question.  Uh -- the MOU -- uh -- does outline the specific quality withhold measures and, you know, happy to send that to you.  But we -- we can offline.  Thank you.

Male:
Thank you for your question.  Our next question comes from Michael Condon and Joe Riley.  Michael and Joe, your line is open.

Ms. Riley:
I’m sorry that I wasn’t clear enough with my question before.  Uh -- my question is is one, is the IHSS, is it state law or statute that IHSS social workers are supposed to be going into nursing homes and skilled nursing facilities and hospitals to -- uh -- do an assessment to get people in the community?  Secondly, if they are doing that, are they coordinating it with their managed care plans and MTOs?  Uh -- are -- then the third questions is, are you keeping -- are you tracking the data?  And if -- the fourth one is, what is the data?  Thank you.

Ms. Katch:
So, excellent question.  So, I want to clarify a few things.  The health risk assessment is different than the ICT or -- uhm -- the ICP Individual Care Plan or Individual Care Team -- uhm -- which is really what you’re talking about which is tied to IHSS’ social worker.  The HRA itself is completed by a plan representative.  There’s no requirement that the IHSS social worker or anybody else be -- uhm -- included.  There are requirements around who can complete the HRAs -- uhm -- but those -- but not that anybody specifically be -- be included.  And that HRA data is included on the dashboards that we did (unintelligible).  Uhm -- separately, the ICT and the ICP -- uhm -- there are requirements around that.  There is a requirement and statute that certain individuals be involved on the ICT and IHSS social worker is one of those individuals.  Uhm -- and we are working on collecting data related to the ICT and ICP now -- uhm -- and will be releasing that when it is available.  I hope that that answers your question.  Questions.

Male:
Thank you for that question.  We are out of questions so if you have a question, please press 1 now.  Our next question comes from Tanya (unintelligible).  Tanya, your line is open.
Tanya:
Yeah, thank you.  Yeah, I had asked a question before about what is -- uh -- the benefits of this program and I’m still not clear.  Is this costing less money to the taxpayer or to the beneficiary than the -- uh -- the way it was before because we had both Medicare and Medi-Cal for the patient and -- uhm -- the social worker was the coordinator.  At least that was my role when I worked for the County.  And -- uh -- it worked very well at that time.  So, I’m not clear now as to how this is changing things and whether it’s more economical, is that the reason or -- uhm -- is it -- uh -- you know, I don’t see that it would be better for the patient because we did a very good job in those days and probably still are.  So, I would like -- uh -- you know, being new to this phone call, if I could get some clarification, I’d appreciate it.

Ms. Katch:
Sure, thanks for the question.  Uhm -- it is not -- we are -- the design of the program is to cost exactly the same amount as it would -- uhm -- with separate Medicare and Medicaid.  So, it’s not about the fiscal (unintelligible).  Really, it’s an opportunity for beneficiaries who had two totally separate systems to get all of their benefits from the same plan.  And for that plan to ultimately be responsible for providing and coordinating all of the services that that beneficiary needs.  I’m sure that there are some places where that was done previously in both Medicare and Medicaid.  In some places, we’ve heard that really hasn’t happened and beneficiaries were confused and were trying to get access to services through totally different Medicare and Medicaid systems.  And so, it’s really just an opportunity for beneficiaries to get all of their services through the same plan and for that plan to hold the ultimate responsibility for providing all those services to the beneficiary.  But as we’ve said, it’s an option for beneficiaries.  It’s not required for anyone.  

Male:
And we’d be happy to have an offline sort of detailed consultation about the program itself.  So, if you want to -- uhm -- have that, you can e-mail info@caldual and -- and we’ll contact you.  Thank you for your question.  Our next question comes from Christy Chapman.  Christy, your line is open.

Ms. Chapman:
Uhm -- my name is -- uhm -- hi, I’m calling from satellite in San Jose -- uhm -- and we’re a dialysis company.  So, I know that (unintelligible) patients are not eligible for CCI, but we’ve had -- uhm -- patients who I guess enrolled in CCI prior to their ESRD -- uhm -- onset.  Will they continue to be able to -- uhm -- appreciate the benefits of the CCI or at some point, will they transition back to (unintelligible)?
Ms. Katch:
Uhm -- thanks for that question.  We can give you the topline answer and then if you’d like more detailed information, please do e-mail info@caldual.org.  Uhm -- the beneficiaries who are dually eligible have ESRD.  I’m sorry?  Beneficiaries who are enrolled to have ESRD are not eligible to be enrolled into a Cal MediConnect plan.  However, if a beneficiary in a Cal MediConnect plan is later diagnosed with ESRD, they do have the option to stay in that plan.

Male:
Thank you for your question.  Uhm -- Hellen Thomas you are the next questioner.  Your line is open.

Ms. Thomas:
Hi, thank you for taking a question.  Uhm -- I am Hellen Thomas from the Association of Regional Center Agencies.  I just wanted -- uhm -- some clarification.  The -- uhm -- clients of -- uhm -- with developmental disabilities are enrolled in 1914 fee waivers.  Are there any chance of them being enrolled in the CCI project?  And then the other question is, if you guys are going to -- uh -- extend the demonstration project, what are the counties you are considering in -- uhm -- extending the project to or is it gonna stay in the eight counties that you guys are currently -- uhm -- implementing this?  

Ms. Katch:
Great question.  So, -- uhm -- or -- uh -- DD -- uhm -- legislation was just signed actually by the Governor allowing for enrollment of the population in San Mateo County.  Uhm -- and so that is allowable in that county.  Uhm -- for continuation of the demonstration and in response to your question, should the Department submit a non-binding letter -- uhm -- to the federal government indicating we may continue the demonstration for another two or -- uh -- uh -- continue the demonstration -- uh -- we would look -- uh -- to the same counties that the -- that the -- uhm -- that Cal MediConnect is currently implemented in.  We wouldn’t be looking at changing the counties.
Male:
Thank you for your question.  Our next question comes from Callie Frietag.  Callie, your lines is open.

Ms. Frietag:
Hi, this is Callie Frietag from the Legislative Analyst Office.  Uhm -- I’m wondering if any more progress has been made -- uhm -- towards implementing or creating a universal assessment tool?

Ms. Brooks:
So, yeah -- uhm -- this is Sarah and Hannah and I can speak to this.  So, -- uhm -- you know, there is -- there have been ongoing -- uhm -- dialogue around the creation of the -- of the universal assessment tool.  Uhm -- we have been -- uh -- working through some administrative things right now to continue to work -- uhm -- and so expect those discussions to pick up again -- uh -- soon in a public way.  Uhm -- we have been taking a look at -- uh -- what we do have that’s created for us to identify -- uh -- next steps for moving forward.  I don’t know Hannah if you’d add anything to that.

Ms. Katch:
Nope, we’d be happy to talk further if you want to get in touch with our Office of Legislative and Governmental Affairs.  We can continue the conversation.

Male:
Great.  Uh -- if anyone has additional questions, please press 1.  Our next question comes from Chris Vomen (phonetic).  Chris, your line is open.

Ms. Vomen:
Mateo, I just wanted to -- to clarify back to the -- uhm -- the individual who had asked about ESRD -- uhm -- the -- while it is correct that ESRD -- uh -- folks are not eligible for Cal MediConnect, the exception is San Mateo County.  Folks with ESRD are eligible to -- uhm -- enroll in San Mateo County to Cal MediConnect program.  Thank you.

Ms. Katch:
Thank you so much for that clarification, you’re absolutely right.  Uhm -- there is an exception for both health plan of San Mateo and also Cal (unintelligible) in Orange County.

Male:
Thank you for that question and clarification.  Our next question comes from Janet Heinrich-Canterbury (phonetic).  Janet, your line is open.

Ms. Canterbury:
Uhm -- I -- uh -- wanted to ask more about the ICT and the ICP.  Are you -- are the plans going into nursing homes to conduct those processes?  And do -- when will the data -- I’m just sort of following up on Joey’s question from before.  Uhm -- what is the data that’s gonna be available?  Do you know what you’re looking at?  Because we keep hearing that more people are being put in nursing homes and so it’s sort of conflicting with our image of what the CCI is supposed to do.  So, if you could talk a little bit more about that, I would appreciate it.

Ms. Brooks:
But yeah, for ICTs and ICPs for individuals that are in skilled nursing facilities -- uhm -- health plans should be working with those beneficiaries, their representatives and their providers to hold -- uhm -- uhm -- ICT discussions and develop -- uhm -- individual care plans as well.  Uhm -- I guess I wanted to kind of follow up because we’ve gotten several questions on this, just see if there are -- uhm -- specific things where you are seeing that that’s not occurring or if there is further clarification that we can provide.  Uhm -- we are in the process of collecting or -- uhm -- uh -- uhm -- yeah, getting a -- uh -- collecting data in relationship to how often those are happening.  Uhm -- and -- uhm -- how often -- and who is a part of the team.  Uhm -- and so, we don’t have a date at this time as to when we would be ready to release that data, but as soon as it is available -- uhm -- we will share it publicly.  

Male:
Thank you for your question.  Those are all the questions we have in the cue.  If you want to ask a question, please press 1.  Okay, that -- it looks like that we’re done with the questions.  So, thank you for precipitating in this month’s CCI stakeholder call.  As always, you can e-mail additional questions to info@calduals.org.  Thank you for joining.  Take care.

[END OF CALL]




