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- MEETING -

Ms. Haycock:
All right, good morning.  We think we have resolved our technical issues, so apologies for -- uh -- for the wait and for the late start.  Um -- let's -- let's start by making sure that you can actually hear me.  If you can hear me, please raise your hand.  Click the little raise-hand icon.  Cool.  All right.  Awesome.  All right, well, thanks for hanging with us.  Welcome to the July CCI Stakeholder.  Uh -- we've got -- um -- uh -- some updates -- um -- on the work we've been doing.  We're going to go over -- um -- some new data in the -- the June dashboard and -- uh -- review -- uh -- Behavioral Health Integration Report that was released -- uh -- recently -- uh -- and then we'll do some Q and A.  So, with that, I will hand it over to Sarah Brooks.
Ms. Brooks:
Good morning, everyone, and thank you all for joining today.  So, wanted to started today's webinar by flagging new rapid cycle polling results on Cal MediConnect beneficiaries released by the University of California, San Francisco.  Uh -- the report compared Cal MediConnect beneficiary data by several member characteristics, including county, race, language, and disability based on responses of just 2,900 dual eligibles in 2018.  Overall, UCSF found that Cal MediConnect members are satisfied with their care, but had different experiences navigating and accessing health services.  You can find this report on CalDuals.org and The SCAN -- SCAN Foundation website.  Our next update relates to the Cal MediConnect extension and improvement efforts following the stakeholder input process from earlier this year.  DHCS, CMS, and the Cal MediConnect plan were finalizing the three-way contract, such as time between the entities which will formalize the extension through 2022, including the program updates to strengthen the financial incentive for Cal MediConnect plans to focus on quality improvements in the beneficiary experience 
-- uh -- further incentivized enrollment retention of Cal MediConnect enroll -- enrollees -- uh -- and during the extension period, Cal -- CMS and DHCS will establish a one-sided profit sharing experience rebate as well.  As part of the CCI extension, DHCS is working on several items based on feedback from the 2019 Cal MediConnect stakeholder survey -- uh -- that was sent out in January.  DHCS did receive 23 comments representing input from 43 organizations and individuals.  We were very pleased with many recommendations for cost neutral initiatives and activities to help improve the Cal MediConnect program.  DHCS has taken stakeholder comments into consideration for best practice efforts to improve plan efforts around care coordination.  Last year, we focused on broad coordination efforts with LTSS, and so far this year, we have focused on behavioral health integration and referrals and coordination with MSFP programs, some of which we'll hear a little bit about later today.  We're currently conducting an internal assessment of what we know to date about CMC care coordination mostly based on the public evaluation efforts and best practices work and how that can help inform improvements to Cal MediConnect and Medi Cal more broadly.  Stakeholders address various aspects of care coordination in Cal MediConnect in an effort to ensure members are being appropriately referred to LTSS services as well as DME, transportation, and interpreter services and also care plan option services.  Again, we'll be talking about a little bit of that later today.  Um -- currently, DHCS and CMS are forming a durable medical equipment, so DME, work group -- uh -- with advocates, Cal MediConnect plans, and other stakeholders to better understand and identify opportunities to address unmet DME needs for -- uh -- Cal MediConnect members.  We're still looking to update the transportation DPL, or dual plan letter, to ensure that members are informed of their right to transportation without exhausting available public transportation.  Additionally, the DHCS monitoring division has been working closely with the managed care plans on access to interpretation services, and we plan to have a more complete update, including data in the fall related to this issue.  Our primary area of focus over the past month has been around care plan option services and doing some in-depth exploration to better understand how CMC plans are leveraging these services under the program and best practices for improving member access.  Care plan option services are optional, as you know -- uh -- non-medical services that aren't covered by Medicare or Medi-Cal that help support members in remaining in or returning safely to their home.  DHCS and CMS developed a survey to better understand plan practices and processes around the use of CPO services in the Cal MediConnect program.  Each plan submitted detailed written responses to the survey and later directly discussed their responses with DHCS and CMS during their April 2019 Medicare, Medicaid plan contract management team call.  So, these are calls that we have on a regular basis with them.  From these conversations, DHCS and CMS developed a brief summary of plan responses that will be shared amongst the plan.  One area we identified in that work is the need to help educate members about CPO services.  So, to help address that, DHCS and CMS are developing new language describing CPO services that planners can include in their summary of benefit materials for members.  DHCS also separately reached out to plan staff detailed questions about their quarterly reporting on CPO services.  We have identified some discrepancies in how plans are identifying and recording on CPO services.  Um -- this misinterpretation of CPO services -- service definitions may have resulted in inflated CPO utilization data, which you'll see in the dashboard that Aaron will talk about in just a little bit -- um 
-- and we will -- but we will continue to work with plans to review those -- that utilization data and ensure better understanding of the definition of CPO services.  Uh -- DHCS will also work with the plans to ensure better understanding of the benefits of providing those services and best practices on referring and supporting members who could benefit from CPO services.  So, more to come on CPO services in just a little bit.  So, data sharing and reporting -- um -- stakeholders did flag areas to improve data sharing across Cal MediConnect plans, providers, and counties as well as request to improve the Cal MediConnect performance dashboard.  We did add LTSS utilization data to the December dashboard and expanded the data to include referrals to the specific LTSS services.  CPO services have also been added to the most recent dashboard, which we'll be discussing in a little bit.  Uh -- this summer, DHCS, CMS, and the CMC plans will review plan reporting and hopefully identify ways to streamline this process and identify and eliminate redundancies.  DHCS and CMS are currently looking at the technical barriers that plans have flagged around encouraging particularly new to Medicare duals to consider Cal MediConnect.  We're also working on cross-cutting Cal MediConnect provider manuals -- um -- or posting -- excuse me -- Cal MediConnect provider manuals on CalDuals this summer.  So, with that, I'm going to hand it over to Aaron, who's going to talk a little bit about our most recent dashboard.

Mr. Toyama:
Thank you, Sarah.  Uh -- so, I will be briefly discussing our June 2019 -- uh --performance dashboard.  Uh -- for those of you who may be new, this is a quarterly dashboard that we produce, which highlights Cal MediConnect plan and program performance.  Uh -- the June 2019 dashboard was posted to our department's website on Monday afternoon, so definitely encourage you all to go take a look.  It's fairly lengthy -- um -- with some narrative front matter.  So, it's a good read, but for the sake of time, we'll just highlight some of the changes -- uh -- that you'll see on this dashboard versus the previous dashboard.  Uh -- our objective for this dashboard was to add a few new -- uh -- metrics, primarily in care plan options -- uh -- keeping with the theme of this webinar and our recent efforts, so that's what we did.  Uh -- we added a total of four figures, I believe, regarding care plan options -- um -- and here I'll be sort of highlighting the program-wide metrics.  So, starting with figure 38 -- uh -- you will see a -- uh -- sort of valley here from quarter one of 2018 to quarter four of 2018.  Uh -- this represents -- uh -- care plan option referrals, showing -- uh -- an increase from an average of 15 member referrals per one thousand members in quarter one to 19.3 referrals per one thousand members in quarter four.  Uh -- next up, we have figure 40.  Uh -- so, whereas the last figure represents referrals, this figure actually represents utilization of CPO -- CPO services.  Um -- here you'll see a similar 
-- uh -- sort of valley between quarter one and quarter four.  Um -- uh -- here you see an increase from 31.9 members per one thousand receiving CPO services in quarter one to 39.9 members -- uh -- per one thousand in quarter four receiving CPO services.  Um -- but importantly, I want to call out -- uh -- this is our first time reporting this data, you know, and -- and working with the data and also working with the plans.  Uh -- we do believe these numbers may be slightly inflated by one of our health plans.  We found -- um -- some variations in the interpretation of the CPO policy and the reporting of CPO data.  Um -- and so, as mentioned before, this is a current focus of -- uh -- clarifying requirements for reporting this data, and so in a future iteration of the dashboard, you may see these numbers change in the instance that we require data to be corrected.  Um -- in addition to -- it's not on the slide deck, but you also see other figures for CPO where we actually do a dive into the most recent quarter and report by plan.  So, if you go to that, you'll see the plan in particular.  We believe -- uh -- they're sort of inflating our numbers through a misinterpretation of our reporting requirements.  So, that will be a continued effort of ours -- uh -- but hopefully you'll see that -- um --improved in future dashboards.  We do intend to keep this metric on here.  Um -- so as you kind of go through this data, you might see changes -- uh -- to these reporting periods.  Uh -- I think those are the main highlights that we want to talk about on the dashboard.  These are the only -- uh -- new metrics regarding CPO.  Uh -- again, we -- um -- intend to continue to -- um -- improve the dashboard moving forward, and so you may see -- uh -- changes in future iterations -- um -- like in the addition of new metrics.  So, that's what I have today for the dashboard.
Ms. Clements:
Great.  Thanks, Aaron.  Good morning, everyone.  My name is Lilly Clements.  I'm from Harbage Consulting.  Last month, DHCS released a new summary report entitled Improving Behavioral Health Integration and Coordination for Cal MediConnect members.  This report is a summary of behavioral health integration best practices from a survey of Cal MediConnect plans.  I will be providing an overview of the best practices process and our findings.  Then we'll -- we will hear from California Blue Shield Promise Health Plan and Health Net about their approaches to behavioral health integration and care coordination in the CMC program.  As you may know for duals, Medicare covers most behavioral health services, and Medi-Cal provides some limited wraparound services through the counties.  And some Medicare covered benefits may be delivered through county behavioral health system providers, but there is a need for Cal MediConnect plans to coordinate care with county behavioral health agencies and providers.  In the fall of 2018, DHCS and CMS selected behavioral health integration as a topic to better understand and disseminate best practices and CMC planned approaches to providing care coordination for members with behavioral healthcare needs.  To this end, DHCS and Harbage Consulting sent a survey for CMC plans to complete.  Each plan sent detailed written responses to DHCS and later directly discussed responses with the department in a series of one-on-one conference calls.  We also conducted interviews with two county behavioral health departments to understand their perspective, as the CMC plans and counties must often coordinate care for shared members.  In March 2019, DHCS hosted an in-person meeting our plans shared their learning directly with one another.  So, what were some of the findings?  Well, right away, plans shared the importance of developing relationships with each CCI county behavioral health program staff to strengthen communication around mutual members.  Some plans and counties have a memorandum of understanding, also MOU, to share member information for care coordination purposes.  They would host frequent meetings and have liaisons to serve as the point of contact between the plan and county.  We also found that plans have various ways of identifying CMC members with behavioral health needs.  These methods include using targeted assessments like the health risk assessment, mining inpatient admission data for members with high utilization of the emergency department for behavioral health services, which may also suggest unmet healthcare needs, and referrals from providers or self-referrals from members.  The partnership with the county is tested when CMC members are referred to county-run specialty mental health programs.  Cal MediConnect members who are determined to need specialty mental health services are referred to the county, though their care continues to be coordinated by the CMC plan.  Sometimes members have to wait to start programs due to full capacity, and when this happens CMC plans will coordinate patient care by putting the member onto a wait list and often into a lower level of care while on the wait list until the program is available.  When members transition between levels of service, some CMC plans have developed bidirectional referral processes with the local counties to support members' transitions.  The ability to obtain timely and accurate data for members is critical, though a challenging aspect of coordinating behavioral health services for Cal MediConnect members.  Most plans and counties have established data sharing agreements and platforms to share data about members receiving specialty mental health services.  CMC plans usually send a CMC enrollment list to the local county, and the county sends back a match file which shows patient level claims and utilization data for these members.  During this process, we found that plans develop different behavioral healthcare coordination models for different reasons and each having benefits and limitations in serving members.  This table shows which CMC plans use an integrated, delegated, or single entity model.  Some plans have an integrated model where they maintain a specialized team of internal staff dedicated to serving members who have behavioral health needs.  Health Plan of San Mateo uses a single entity model where county specialty mental health clinics provide CMC members acro -- access to a full spectrum of behavioral health services, and lastly, some plans use the delegated model to coordinate behavioral healthcare in which they contract with a third party with expertise in behavioral health.  DHCS continues to work with plans through ongoing challenges, which mostly revolve around data sharing.  The paper has been posted on CalDuals.org.  I will now turn to Chris Esguerra from Blue Shield California Promise Health Plan, who will discuss their approach to integrating behavioral healthcare services.  Okay, Chris, you should be unmuted.
Mr. Esguerra:
Uh -- yes, I am, and hopefully, that is true.

Ms. Clements:
We can hear you.

Mr. Esguerra:
Okay, great, great.  Uh -- so, thank you for having me -- um -- and to be able to speak about -- um -- the efforts.  Um -- I count this, though, that th -- as -- as -- despite the fact that the point of Cal MediConnect and the financial alignment initiative is to really ensure -- um -- solid care coordination across all domains for all conditions -- uh -- we do still, in California, have the challenge around -- uh -- behavioral health such as (inaudible) disorder treatment -- uh -- issues, and, you know, as previously highlighted around data sharing.  So, in spite of these things -- um -- we at Blue Shield California Promise Health Plan have really -- uh -- done a lot of work -- uh -- internally from a cultural and -- and operational perspective as well as then structurally and then of course how we share with our specific counties on being able to do the work.  Uh -- one of the interesting things from -- for our own journey, really, in -- in being able to do this is -- um -- really break down the barriers of -- uh -- historic barriers of, you know, things that are quote-unquote medical and things that are quote-unquote behavioral health -- um -- as we are also expanding further and really addressing the entirety of -- of our individuals and looking at things holistically.  So, that also incorporates social needs as determined by -- uh -- identified social determinants affecting health.  So, in doing that -- um -- it -- it took a -- a bit of a revamp in our own case management process and really truly integrating -- uh -- and not having separate -- um -- case management (inaudible) care teams -- uh -- for just medical issues or just behavioral health issues.  And so our interdisciplinary care team now really has the full complement -- uh -- where any case is presented in their entirety, and a case may be more of a -- may be more forward around behavioral health issues or may be more forward around social needs care or may be more forward around -- uh -- more specific -- uh -- medical and medical coordination type issues, but all cases come in.  And in -- in these case rounds, then, we have pharmacy, our social services team -- um -- our -- uh -- behavioral health case managers through Beacon -- uh -- as well as our nurse case managers -- uh -- and of course our medical directors -- um -- and which we have a variety of specialty psychiatry, palliative care, geriatric medicine -- uh -- to provide the input and be able to -- um -- really look at things in a holistic way.  And it's actually been quite interesting then, of course, in the inviting of members to join, caregivers as well as providers, and -- and recent successes in actually having -- um -- both therapists, behavioral health case managers, psychiatrists even join in and to be part of that collaboration.  Um -- so, in doing that, that culture change led also to structural change in how we actually document this in our own systems and making sure from a -- a -- a care plan perspective, it truly is holistic and that we don't separate things.  Um -- and -- and the -- the nice piece here is then everybody -- all par -- all team members are actually owning all aspects, and there's no one silo or separation.  Um -- the other piece that's been interesting -- um -- as, again, noted earlier for the data sharing perspective -- um -- with LA County -- uh -- we -- we definitely submit our membership every two weeks, and then -- uh -- the county gives us back -- uh -- information, specifically on the specialty mental health services side -- uh -- and we do get that and allows to have good -- uh -- coordination.  One of the other interesting things that we've been doing -- uh -- with LA County -- uh -- especially in the substance use sort of treatment side of things is while -- they're working to build out a system around this -- um -- and we, of course, have that network -- uh -- is really working closely with them to decrease the burden of access for our members, and this really gets into the world of -- um -- working closely with our -- our system of providers in these particular areas doing direct referrals -- um -- uh -- and -- as -- as opposed to getting into the county access line.  And interestingly enough, that's allowed us to really get into tighter coordination, getting those consents -- uh -- for information sharing, and there's always a loop back into the county so that they have that information.  Um -- so, it's -- it's been very helpful, and -- and we've had this nice partnership for LA County.  Um -- San Diego County is a bit more challenging -- uh -- and this is really around the differences in interpretation of privacy guidelines based on the county, and San Diego has a more conservative interpretation.  And so as such, we actually do not get the ready information, the match files, that we would get -- that we do in -- in LA County, and so we do have -- um -- some workaround and where the county -- um -- tries to work with us in -- in terms of this and -- and they -- they do the matching on their end.  Then -- um -- we get a list of providers who may be working with some of our members.  But the -- the specific identification of those members is not there yet.  So, there's -- we're working towards that and really getting to that more structural level of sharing and coordinating -- um -- but that is not to say, though, that at the individual level from a case management perspective, our staff are already gathering that information from multiple providers, and it's been nice to get feedback, especially from primary care, that -- uh -- it's refreshing that they're actually able to connect with -- um -- the behavioral treatment providers -- uh -- and substance use disorder or -- or psychiatry in general -- um -- as well as just being able to get all the records in one place, and that's the -- the work that our staff -- um -- for them now is actually nicely normal, and I'll pause there.
Ms. Clements:
Great.  Thank you, Chris.  Now I will turn to Jorge Zamora from Health Net.  Jorge, you are unmuted.

Mr. Zamora:
Okay, thank you.  Good morning, everybody.  Uh -- thank you, Chris, for that great, awesome overview, and I just wanted to talk a little bit about what we at Health Net -- um -- and MHN are doing for coordinating care on behavioral health integration for our CMC -- uh -- members -- uh -- who we truly value.  Um -- next slide, please.  Thank you.  So, this is just a brief overview a little bit about what we're focused on over at Health Net in terms of our greater -- um -- outlook on member services.  So, we're individually focused.  We're focused on the individual and prioritize that in their healthcare arrangements and situations and protocols that we develop.  Um -- we are looking for whole health.  We're looking for a holistic approach where we can serve members in every aspect of their health needs, and we're looking to remain actively involved in -- in the local community that the members reside in -- um -- as they tend to be -- um -- supportive in environments for their overall health services and on -- and provide a lot of opportunities for wellness for our members.  Next slide, please.  So, this is just a really fancy slide that kind of outlines a little bit about what our overall view of holistic integrated model of care looks like.  Um -- we have our primary care physicians and our -- uh -- PPGs, our preferred provider groups, which provide all of our medical services to our members.  Um -- we have -- uh -- our MHN in-house Cal MediConnect case management team, which is made up of licensed mental health clinicians -- um -- who stay with members regardless of the system they're in.  If the member is receiving behavioral health services from the plan, obviously, they're providing case management services.  If the member is receiving specialty mental health from one of our county partners that we can see in the top right, our CMC case management team continues to provide over-arching -- uh -- care coordination for these members.  So, the specialty mental health world, as you know, is a carve-out of the benefit where folks receive certain services of the county -- um -- that include both behavioral health as well as substance abuse services now and really provide a -- a different level of service for Cal MediConnect members.  So, we have our folks who are receiving specialty mental health and then sometimes have the option of graduating down to a low level of care with the plan or vice versa, who are receiving services at the plan, and if their service needs changed and increased, can always be referred to specialty mental health.  And then we additionally try to coordinate and integrate care with all the other health services that the member is receiving, whether they be LPSF, long-term support services, or any kind of in-home support services a member is receiving -- um -- and more specifically with community-based organizations.  Um -- we have found that a lot of members -- um -- are plugged in to local community-based organizations that provide a lot of support, a lot of opportunities for wellness, and really just increase -- uh -- overall health outcomes in the long term.  Next slide, please.  So -- uh -- what is our view of an integrated model of care?  Um -- one of the over-arching things that we try to strive for regularly as we talk about health integration and behavior health integration is how we navigate the system -- uh -- with the partners that we have, and one of those things involve county relations.  Um -- one of the things we want to stress over the course of -- of working with membership is that there's no wrong door for accessing behavioral health services.  A member can access services via the plan -- um -- and then access county services if needed or vice versa, can start in the cou -- on the county side in some kind of a specialty program and then access services when the plan is needed or as a graduation to a -- a different level of -- of care or a higher level of overall wellness.  Um -- one of the things we stress are warm handoffs between the plan and the county where there's a lot of consultation, there's a lot of coordination -- um -- there's a lot of discussion to facilitate the members' transition between different levels of service, especially because traditionally, we haven't always worked -- uh -- together collaboratively, and so we want to stress the -- the warm handoffs as much as possible.  Um -- obviously, the focus is on collaboration and care coordination, like I mentioned.  The thing -- uh -- that is a big focus on our integrated model and what we're trying to -- to provide for members is the fact that we provide ongoing communication with a member regardless of what system of care they're plugged into.  And so our CMC case managers make it a point to never lose contact with that member even if they're receiving services outside of the plan.  Um -- members, of course, could tell us to go away.  Members, of course, do tell us to go away -- uh -- but it's one of the things that we've facilitated as a (inaudible) to make sure that members don't fall through the cracks.  Um -- we also maintain very close relationships with our county partners via our regular meetings -- um -- some would say excessive meetings, but -- uh -- we have regular meetings -- um -- targeted consultation where we talk about specific issues that are maybe coming up for one or two members that could, you know, present a larger -- uh -- theme or can present a larger issue that's going on in our collective system.  And we provide a lot of real time problem solving.  Uh -- we have found that if we handle problems and issues and struggles in real time, they allow for more collaboration and really address members' needs far more quickly than if we kind of table them for a once a month -- uh -- type of roundtable situation.  And then the last thing is we have a very comprehensive referral process and procedure -- uh -- both on behalf of the plan, and the county stressed that to our respective staff and stressed that to our respective system that, hey, look, this is our partner, and this is how we refer, and this is how they refer to us, and we constantly and regularly reiterate that relationship and how that works together to ultimately provide a better behavioral health navigation and hopefully better health outcomes.  Next slide, please.  Thank you.  So, this is just a quick slide on how the bidirectional referral process works between the counties and MHN.  I didn't mention this earlier, but I'll plug it in now.  MHN, for those of you who -- who don't know, is the behavioral health arm of Health Net.  Um -- it's a wholly owned subsidiary of Health Net.  So, we provide all behavioral health services on behalf of Health Net.  So, now that I've covered that, I'll come back to the slide.  So, if a referral is made to MHN on the right -- um -- and we determine that the member needs a higher level of care because they meet specialty mental health criteria or have a severe and persistent mental illness -- uh -- then the referral is made over to the county -- um -- or if a member is receiving services from MHN and we realize that maybe the services we're providing require a higher level of service or a specialized program -- uh -- then we can step the number up to county specialty services.  And on the other side of the graphic, LA County does something very similar.  Um -- if they assess a member -- uh -- for behavior health services and find that the member does not meet their criteria for specialty mental health, then they refer them back to the plan -- uh -- or if the member is receiving specialty mental health and is now graduating down to a lower level of care -- um -- or is graduating out of their specialty program, can always be referred to the plan.  Um -- and we would like to present this slide because it shows the synergy between the two systems that we're trying to -- to provide for members.  We want to provide a -- as much as we can, a seamless system where folks can transition into different systems based on their needs, but that doesn't mean that it's an end all, that folks are constantly able to have different treatment options based on what they need and that members obviously can get a service and then come back to an existing service if they find that their needs changed at some point.  Next slide, please.  So, this is a quick -- um -- snapshot, as I call it, of what we do -- uh -- on behalf of the plan working with our county partners.  This is a snapshot of what we do with LA County specifically -- um -- with Cal MediConnect members are receiving specialty mental health, how we identify them, how we -- uh -- move forward to provide care coordination, and all the work that goes into -- um -- helping to facilitate an -- an integrated model with -- uh -- Cal MediConnect members.  So -- um -- if you look at the steps, I'll just go through them very quickly.  Uh -- so, step one is -- is we share our list of Cal MediConnect members with the county, and we say, hey, look, these are all the folks that we have -- uh -- that are receiving Cal MediConnect services.  Um -- well, then LA County had the opportunity to review the list, you know, scrub the list -- um -- I'm sorry, match, yeah, you know, do the cre -- the county match file, which is the comparison between our list and the list of folks that they have receiving specialty -- uh -- and then we move to step three, which is where we request a copy of the member's treatment plan -- uh -- as well as the member consent to coordinate services.  Um -- once we receive that documentation -- um -- and the match file, we start to average to the member, to the behavioral health provider on the specialty side -- um -- and the medical provider, the PPG -- uh -- to include the -- the PCP or any other specialty medical providers that are seeing the member to start to initiate -- um -- the creation of a care team, an integrated care team -- um -- to move towards an integrated care plan.  Um -- then we hold a meeting.  We hold a meeting with all stakeholders -- uh -- for the member, including the member.  We -- we te -- we always invite the member to their ICP meeting -- um -- hoping that they'll join.  Very few actually do, but hoping that they join -- um -- to be an active part of their care coordination and care planning.  Um -- once that's completed, we now have a very wholly integrative -- uh -- interdisciplinary care team ICP -- uh -- an integrated care plan -- um -- which now includes every member -- I'm sorry -- every person the member is receiving services from, so medical, specialty, any kind of -- uh -- community-based organizations that maybe joined the -- the ICP -- uh -- really kind of present a member's holistic set of needs as well as the holistic set of services they're then receiving.  And then we send that ICP out to all members, because we want everybody to be plugged in to what else is happening -- uh -- uh -- for the member in some -- in some other treatment -- uh -- environment.  So, if a member is doing -- um -- really well in their behavioral health, we want to be able to have those providers -- um -- kind of consult with other providers who might be struggling with finding what's right for the number -- uh -- or being able to facilitate communication so that when the member is ready to graduate from one level of care, all the other supportive networks are set up to continue that overall health and wellbeing push that we're trying to make (inaudible).  Next slide, please.  So, there are definitely some strengths to the integrated care model.  Um -- obviously, having a -- a dedicated -- uh -- Cal MediConnect case manager assigned to every member -- um -- is a big strength that -- that we -- we regularly talk about, because it allows us to constantly keep eyes on the membership.  It gives us an opportunity to provide a partner to the members who ensure that all their needs are being met, can facilitate resources, can provide linkage to other resources that are needed, and to overall make sure that the member doesn't fall through the cracks -- um -- as they transition into different levels of care.  Um -- that was one of the -- uh -- things that we hear a lot from members, is, you know, I don't want to constantly be telling my story.  I don't want to constantly be shifted from one place to the other.  And so having a dedicated CMC case manager -- um -- who is also a licensed clinician -- um -- it allows the opportunity for the member to -- to have someone who regularly is -- is partnering with them on their journey -- um -- and can really facilitate all these other resources a member might need -- um -- in their wellness and recovery path.  Um -- another (inaudible) of integrated care coordination is that you now set up a team of supportive -- uh -- health systems to help the member.  Uh -- so, now it's not just all of us working in silos trying to help the member.  It's all of us hopefully working collaboratively and sharing our collaborative strengths and supports to help the member on their wellness and recovery path.  Um -- when you have -- you know, a lot of integration, you also hopefully have a lot of collaboration.  So, collaborative treatment planning really gives us the opportunity to build on each other's successes, and so one of the things that we found is when we have a good integrated model for a member, we tend to have increased opportunities for medication management.  And so a lot of times we'll have members receiving services for maybe a medical provider and a specialty mental health provider, but when neither of them are talking, they can't build on each other's strengths and successes.  And so when we have a more integrated model, we have found that people collaborating can say, look, you're doing really well on this side.  How do we match that on this other side -- um -- or what can we do to facilitate your success -- uh -- or your medication management or your compliance on this side -- um -- and it really just allows for discussions on (inaudible) of issues and really kind of gets to the core of -- of how we can collectively work as a system to facilitate the member's success overall.  Um -- lastly -- um -- the benefit of having an integrated model is that we now have access to each other's greater knowledge base and the resources and access to community resources.  You know, all of us build relationships in our regular communities, in our -- our health, you know, communities, and now the member has access to all of these resources, because all of us are working together rather than working independently in silos.  And so we're trying to build a team with the member being the primary focus, but also the member being the driving force behind their integrated care -- um -- and really being a person who is -- is a specialist and a consultant on what we're offering to -- to them to facilitate their health outcomes.  Next slide, please.  Are there challenges?  Yes, there are definitely challenges to an integrated model of care.  Um -- as you know -- um -- anytime that we're -- we're talking about different systems -- um -- we have all differences of operation.  You know, we all work differently.  We all have different protocols -- uh -- different methods of operation -- uh -- which really kind of complicate our communication sometimes in our care coordination.  Uh -- one of the things that we have found is a significant challenge regularly are people's interpretations of HIPAA -- um -- you know, their -- their concerns about, you know, disclosing member's PHI -- um -- you know, what are the limits of that.  Um -- we have MOUs, memorandums of understanding, with the county -- um -- which extend to their provider network.  And a lot of times their provider network just isn't aware of the fact that we have these under -- you know, memorandums of understanding with them to facilitate discussion of -- uh -- health options for members.  And so that's always a -- a challenge for us, is letting folks know, hey, we're not just here to partner with you, but we've put the work in to ensure that we can really collaborate with each other.  So, that's one of the challenges we face.  Also, too -- uh -- members have, you know, their own right to privacy concerns, you know?  They -- they want to know who is getting their information, who is talking about what services they're getting -- um -- who is on, you know, this team.  And so sometimes that is a challenge, because sometimes a member will say, well, I don't really know if I want my -- my medical providers to know about the behavior health services I'm getting or I don't really know if I want anybody to know about the substance abuse services I'm getting, and so that's one of the challenges, is really kind of approaching that from a holistic -- uh -- you know, view and kind of presenting to the member the benefits rather than the challenges of having more integrated care.  And all -- you know, all these things delay care coordination -- um -- because as we try to have these discussions with the member -- um -- you're also trying to keep the system engaged and plugged in so that when the member -- if the member is ready or when the member is ready -- uh -- to allow us to disclose information and really coordinate care, that the -- you know, we can launch and -- and takeoff from there.  So, it really kind of just adds a delay sometimes.  Another issue is the fact that we need to secure member consent to share specific information.  So, sometimes to -- to share specific treatment -- uh -- planning -- uh -- you know, any kind of significant -- uh -- treatment information needs a consent.  And so sometimes -- um -- the member doesn't come in regularly to any provider, and so securing a consent is difficult, because you almost have to catch them when they come in during that window.  And if that's, you know, not the most pressing thing or one of the most pressing things to do during that visit, you miss that opportunity.  Um -- so, securing member consent is often very difficult -- uh -- especially because, you know, when we -- you can just send a consent form to a member and say, hey, sign this and let us talk about all your health services.  Um -- that's not the way we -- we do things, and it's not the way we want to do things.  We want to make sure that members know exactly what's happening -- um -- and that they're an active part in it.  So, it does require a little bit of a discussion, and that's always a challenge.  Uh -- another challenge that we -- uh -- acknowledge is that there -- we're working for a (inaudible) networks -- um -- that all of our systems have not worked collaboratively -- um -- in the past and that we're trying to -- to change that, but it's going to take some time to really build that synergy between systems -- um -- and facilitate care coordination -- uh -- with all of our health partners, whether they be specialty (inaudible) in the medical world or whether they be the medical world in our substance abuse providers.  Really kind of building that synergy has -- has been a -- a little bit of a challenge, but hopefully, it looks like it's been improving over -- over the last couple of years.  Um -- there's a bunch of other issues related to care coordination that kind of slow the process down.  It can include -- uh -- mental health stigma issues about how a member feels about their mental health information being shared -- um -- cultural barriers.  You know, there's -- there's a lot of cultural barriers to -- to people wanting others to know whether or not they're getting any kind of service or whether or not they're sick or not sick or -- or accessing certain services for whatever reason.  Uh -- then you have a lot of -- uh -- socioeconomic type issues like homelessness and substance abuse and transportation barriers, which all slow down and impact our ability to really coordinate care for members because they've got other priorities.  You know, they're trying to secure a safe place to stay.  They're trying to secure basic living functions or -- or -- or they just don't know where to get certain services, and so those are all challenges.  And then the -- the last challenge that we find pretty regularly are the lack of awareness of -- of how integrated care can facilitate their greater health outcomes, how, you know, an integrated model can really address not just one -- uh -- or two of their -- of their needs, but can have those, you know, service providers work together to provide a more holistic approach where the member is pushing -- um -- or driving the bus -- uh -- to their -- you know, down their wellness path with everybody on board working collaboratively to facilitate their path.  So, that's another challenge that we face.  Next slide, please.  I'm going as fast as I can to try to get into those ten minutes.  Oh, I guess that was it.  Um -- so, yeah, if there's any questions, please, by all means -- um -- send them into Harbage, and we can handle them at the end.  Um -- I don't think we're going to take questions now, but thank you very much for your time -- um -- and appreciate the invitation.
Ms. Haycock:
Great.  Thanks for -- um -- a really informative -- uh -- presentation to both of you.  Um -- we are ready to open it up -- uh -- for Q and A -- um -- and we've got -- um -- (inaudible).  So, if folks have a question -- um -- feel free to -- um -- raise your hand.  We will unmute your line.  All right, great.  Um -- Jack, we see your hand is raised, but (inaudible).  Yeah, you need to activate your audio.  You need to enter your PIN.  We'll give you a minute to figure that out or you are wel -- more than welcome to type the question into the question -- um -- field if that is more useful.  Anyone else have a question for our panelists or -- or DHCS?

Mr. Esguerra:
This is Chris Esguerra.  Maybe I can add a little commentary -- um --

Ms. Haycock:
Great.

Mr. Esguerra:
-- because I know I said this -- um -- so, I said this when we got together at DHCS -- uh -- and Harbage was there.  Um -- I mean, I think what you heard from the both of us at Health Net, at Blue Shield California Promise Health Plan -- um -- I want to emphasize that this is a lot of extra work we have to do in order to do the right thing of a whole person, holistic -- uh -- person-centered approach -- um -- because of the structural policy issues we have to deal with in California.  And -- and I think what many other plans are trying to do this and -- and really getting to doing the right thing.  Um -- I think we just have to acknowledge that we're -- we're getting to trying to do the right thing in spite of the barriers that we address.  And so I just want to make sure that's called out and explicit, and, you know, these are great things that are happening, but it's because we're having to really surmount a lot of obstacles.

Ms. Haycock:
All right.  Um -- I think we have -- um -- all right, well, that seems like all the questions we've got so far.  So, we will go ahead and -- um -- Jack had a question about the -- the CPO data -- or the CPO language (inaudible) plan materials and -- and where they are in the process there.  We are going to have to check on -- on that.  Um -- so, yeah, so, great.  Uh -- well, if there are no other questions from folks, thanks, everybody, for par -- for participating.  Um -- I hope you found it informative.  As always, if you think of something or have further questions -- um -- feel free to -- uh -- email us at info@CalDuals.org, and we will get back to you as soon as we can, and thank you again for -- um -- your participation and support of this program.  Have a great rest of your day.
- MEETING CONCLUDED -
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