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This event Is being recorded.

Recordings will be available per request after the event.
PleaseemallPATH@pophealthinnovationlab.org

Please mute your microphone during the presentation.
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Thank you to our sponsors
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Welcome & Housekeeping

Roll Call
Please share your name, locatio
title, and organization in the chat




- o Land Acknowledgment

The Population Health Innovation Lab team respectfully
acknowledges that we live and operate on the unceded land
of Indigenous peoples throughout the U.S.

We acknowledge the land and country we are on today as the
traditional and treaty territory of the Native American, Alaska
Native, and Tribal nations who have lived here and cared for
the Land since time immemorial. We further acknowledge the
role Native American, Alaska Native, and Tribal nations have
today in taking care of these lands, as well as the sacrifices
they have endured to survive to this day.

Photo byRalph (Ravi) Kaydemm Unsplash


https://unsplash.com/@ralphkayden?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/s/photos/ralph-(ravi)-kayden?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
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Commitments to Community Inclusivity

Be Present, Brave, and
Curious

A Encourage different opinions
and respectful disagreement

A Embrace conflict which can
deepen our understanding

A Acknowledge the risk
speakers take, and value the
privilege to learn from one
another.

A Make use of opportunities to
connect persorto-person

Create An Inclusive
Space

A Invite the unheard voices

A Take responsibility for our
own voices (make space)

A Resist the temptation to
only witness the dialogue
(take space)*

Invite Anti-Racist
Dialogue

A Be aware we all have a bias
that may impact action;
biases are learned and can be
unlearned.

A Address racially biased
systems and norms.

A Recognize the vast and
varied lived experiences
participants have with
racism.

A Be intentional about power
dynamics and how you
exercise your privilege.

A Avoid defensive responses
when people speak from
lived experiences with racism

R/

Be Accountable

A Foster awareness of
unrepresented community
YSYOSNR y2i

AwSaLiSoi
participate fully and prepare
for each activity

A Commit to actions that move
items beyond discussion

A Practice patience and
persistence; we cannot
solve everything in a single
conversation and will revisit
topics that require additional
discussion*

Commitments Courtesy of: Community Health Worker & Promotor Workforce Development Resourag, Hbgdity Leads(2023, June 29). Health Leads.

d.0l0 ommunicatiofeenter/resource ommunithealthworkerpromotorworkforcedevelopmenresourcelibra
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https://healthleadsusa.org/communications-center/resources/community-health-worker-promotor-workforce-development-resource-library/
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Collaborative Planning & Implementation (CP\Der
Overview

Region Counties Supported by PHIL

Kings/  Tulare

Riverside

iskiyo
Trinit/Shasta /
e /

—— *\\// Lassen |

San Francisco) { \_Contra

CPI collaboratives will work together to
identify, discuss, and resolve CalAlM
Implementation issues.

ALearn more about the PATH CPI initiative

A Catch up with us! Find meeting minutes,
Readiness Roadmap Resources, and
registration links on th&HIL website


https://www.ca-path.com/collaborative/collaborative-group-directory/26
https://pophealthinnovationlab.org/projects/path/

e .6)

Agenda for Today

AWelcome and Framing

ACheck In: Building Momentum for Positive Change
AHighlights from Partnership HealthPlan of California (PHC)
AHighlights from Kaiser Permanente

ACalAIM Policy Updates

ACalAIM Resources and Events

AEvaluation and Close



ODbjectives

AGain insights into recent DHCS policy updates, their implementation
progress, and practical implications for your CalAIM ecosystem of

care.

AEncourage shared learning and provide a platform for open dialogue
with CalAIM providers, local Managed Care Plans, and other local

stakeholders to strengthen a culture of collaboration.

AFacilitate an open forum to enhance transparency surrounding
challenges, successes, and innovations in CalAlIM Enhanced Care

Management (ECM) and Community Supports services



Native American Heritage -~

Month

A Native American Heritage Month offers
an opportunity to celebrate and
recommit to creating a workplace and
world where equity and respect are part
2T SOSNERLFE& LINY OUAOS
A Join the statewidéndian Health
CollaborativePlanning and
Implementation (CPI) Group



https://www.ca-path.com/collaborative/collaborative-group-directory/Indian-Health
https://www.ca-path.com/collaborative/collaborative-group-directory/Indian-Health

/)

Honoring Native American Health Across 7
Generations
Seventh Generations Principle 4
A It is important that we not only focus on solutions ¥
but also consider the lontgrm impacts of our
decisions on future generations.
A . &8 LINKR2NRARGAT Ay 3 Sl dza (i cH8SE f8AY:3

that will benefit not just our communities today, but
those who will follow in the decades to come.

A This approach is both a responsibility and an
opportunity to create sustainable, inclusive policies
that honor the welbeing of our communities, today
and for generations forward.



https://redroadproject.com/7th-generation/

<
Breakout Room -
Checkln

1. What would your experience look like if you were
to work with more diverse populations,
particularly the Birth Equity Populations of Focus
(Black, Native American and Pacific Islander)?

2. What have you gained or what would you gain if
your organization was more diverse?

3. What is one thing you have done or can do to

positively impact your engagement with diverse
populations?
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Brian D. Tripp,
Karuk Tribe, 1992
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h ¢y NuflSn honbriof@&vid Josiah Lawson by the Arcata
High School's Black Student Union (BSU), 2024

ByPauline Cuevals@pauline.c.cuevas for
the California Endowmen2021



https://www.instagram.com/pauline.c.cuevas
https://www.calendow.org/

Partnership HealthPlan

of California (PHC)
Updates on CalAIM

)



Partnership Update |
November 2024 —




TAR Turnaround Times

CS/ECM Provider Portal Indicator

DHCS Updates
» Closed Loop Referrals
* Transition Rent Concept Paper
» Policy Guidance
» Qversight and Monitoring Guidance




Treatment Authorization Requests

(TARS)

of CALIFORNIA

All TARs are within 5 business day timeframe

If you should have a TAR out of timeframe or urgent, please
continue to email the following helpdesks:

ECM@partnershiphp.org
CommunitySupports@partnershiphp.org




Provider Portal Indicator

of CALIFORNIA

A Public Agancy

Indicator Live as of November 15, 2024

PHCONLINE SERVICES

I'l'-'\

B

— Member Demographics - o

i a Reference Ho

N Member Mame: Member 1D Program: Medi-Cal
o] Gender: Phire: Date of Service: 10/24/2024

Date of Barth: Address:
s PCP Messages: Hane
&
B - Special Messages:

“ Eligibility Details:
fv_] o Uis= Sarvices admingstered by PHC. See State System

Service Provider
CS- Housing Transition/ Navigation NEW LIFE DISCOVERY PROJ (530) 941-9241
ECM NEW LIFE DISCOVERY PROJ (530) 941-9241

Additional Services

C5- Housing Transition/ Havigation MEWI LIFE DASCOVERY PROU (330) 9479241
ECM HEW LIFE DISCOVERY PROJ 15307 3419241
Visl .Iml\ -EFI_A[I.I.II‘\’M !‘UIDI ~TEE
Meartal Health Medicare [BI0) 633-4227
Substance Use Services PHECCareion [858) 7659702
cRED,
L9
¢ e %
- =]
HEALTH PLAM
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PARTNERSHIP

DHCS Updates

of CALIFORNIA

» Closed Loop Referrals — delayed until July 1, 2025

* Transition Rent Concept Paper — DHCS still reviewing, lots of stakeholders
Involved in discussions

» ECM and CS Policy Guidance — DHCS hasn't finalized to date

» DHCS indicated in 2025 there will be oversight and auditing of MCPs and
both ECM and CS providers. No measures shared to date.
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Quality Oversight Review
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PARTNERSHIP

Quality Oversight

=
s
2=
=
=
&,
=

Quarterly Oversight — 15 ECM and 10 CS providers selected per quarter:

» Begins in Q1 2025.

= Providers will be grouped by type - large, medium and small.

= Providers will receive a letter 30 days prior, indicating selection for quarterly oversight.

= Audit process will be outlined with copy of Review Tool and Score Card.

» All Audit materials will be posted on our web site and shared with providers.

= Partnership will randomly select 8 member files to review.

= |f a provider scores O for at least 1 out of the 8 selected cases, 8 more members will be randomly
selected to make it 16 members.

= Partnership will review TAR records as well as the provider’s valid ROls, care plans, housing
plans and reporting files — dependent upon ECM or CS Service.

= The minimum passing score is 80%. A corrective action plan (CAP) is required for a total Audit
score below 80%.

* Review Tool may change dependent upon DHCS measures released in 2025.

CRED,
& ‘e

HEALTH PLAN



PARTNERSHIP

Corrective Action Plans (CAPs)

of CALIFORNIA

* Provider will receive letter with findings including Review Tool and Score Card

» Should provider receive a CAP letter:
v'First CAP - span of 120 days (4 months) to correct findings
v'Partnership will meet with provider to discuss findings and review CAP as well
as expectations for improvement
» Should provider not correct findings within 120 days, a second CAP will be issued:
v'60 days to correct findings
v'Partnership will meet with provider to discuss the corrective action plan




ECM Tool and Scorecard

ECM Review Tool

Review Date:

of CALIFORNIA
A Public dmanev
Provider Name:
Partnership Mo: Site NPI:
Address:

Reviewer namestitle:

City and Zip Code:

Reviewer namestitle:

Phone:

Reviewer namedtitls:

Contact personftitle

ECM Record Scores

Scoring Procedurs

Compliance Rate

Section Score %
No's NiA's
Email: Yes
Qutreach and Engagement
e ceviHame i Comprehensive Assessment
and Care Management Flan
Enhanced Coordination of
Mumber of Records Reviewed Cal
re
Visit Furpoac Populations of Focus
O inmal Auae Fravider Papulafions of Facus: l'ha Im Pmmntlnn
O Adulie and Families - Homelessness . -
[ Meonitoding O Adults - At Fizk for Avoidabls Hoapital or ED Uslization Comprehensive Transitional
O Adults — SMH andior SUD
O Fallowun O Adults — Al Risk for LTE Care
O Adulte - TransiSoning from Incanceration
0 Techmcal &ssistance O Aduitz ang ¥outn - Pragnancy and Festoartum
0 one o i akor SUD Member and Family Supports
[ Chikdren and Vouth — 52 Risk for Avoslable Haospital or ED Ltikzation
E WChildren and Vouth — Transi@oning from ¥euth Coreclional Faciliy
‘Children and Youth — Inveived In Ghild VWelfara T 1
T e o e e Coordination/Referral to
Community and Social
Support Services
Quality and Monitoring
Reports
Yes No Points | N'A's
Foints

sScoring 1= based on 8 medical racords.

1) Add points given in each section.

2] Add points given 1ar 2l elgnt (8) sections.

3] Subfract “N/A" points [if any) from total
poinis possible to get “adjusted” total
poinis possible

1) Divice total points given by “adjusted”

nial points possible

Multiply by 100 to determine compliance

rate as a peicentage.

o
=

5 = x 100 =
%

Note:

Any section score of < B0%
requires a CAP for tha entira MR,
regardless of the Total MR score.

EXempted Pass: 90% or above:
(TD'[ElSEGrE Is = 90% and all section
sCores are 80% or above)
Conditional Pass: 80-89%: (Tolal
MRR IS 80-89% OR Any Seclion(s)
score is < 80%)

CAP: 79% and Below

Other follow-up

Next Review Due:

HEALTH PLAM

~




of C\EIfOK}‘Q]A
Quarterly Site Visits:

= Enhanced Health Services team member

» Scheduled visit that is convenient for provider
= Why?

= | earn more about program and services
provided

» See site, if applicable

' i

RED,
& ‘e
@
HEALTH PLAN

* Meet with staff and answer questions



Contacts:
» ECM@partnershiphp.org

o> CommunitySupports@partnershiphp.org
» . ClaimsECMhelpdesk@partnershiphp.org

Register for upcoming Office Hours here



https://www.partnershiphp.org/Community/Documents/CalAIM%20Webpage/ECM%20Documents/Billing/CalAIM%20Office%20Hours%20Flyer_Final.pdf

)

Kaiser Permanente
Updates on CalAIM implementation



Kalser Permanente

Southwest PATH CPI Meeting
Marin, Napa, & Sonoma County

November 2024

8% KAISER PERMANENTE.



Complex care certificate | A free training resource from Kaiser Permanente

The complex care certificate will provide essential knowledge, skills, and attitudes required to provide complex cananifigigptogram
Ad NR2GSR AY [/ FTYRSY [/ 2FfAGA2Yy Q& O2NB O2YLISISYOASa F2NJ TNRYI

The complex care certificate program provides care teams with shared

What is complex care? _ )
language and frameworks necessary for collaborative care delivery

A Complex care improves health and social well-being
or individuals with complex needs.

X

KP6s Calbasetl aommunitg partners

A Complex care addresses the multiple drivers of health Frontline complex care practitioners

and social needs through collaboration in communities  »  |nterdisciplinary care teams including community health workers, nurses,
and across sectors. doctors, peers, social workers, care managers

_ - x Healthcare and social care workers who want to strengthen their practice
What is the complex care certificate? of whole person care and team collaboration

A Nine self-paced online courses (13 CEUS) that teach o _ _
frontline complex care staff how to engage with The training curriculum is:

complex health and social needs.
a2 ®)
A Learners will be equipped with tools to build [_F?
relationships and address gaps in care delivery that j I S

apply to all target populations, from pediatrics to older _ _
adults. Self-paced Person-centered Collaborative Accredited

Registration code: kp2024 | https://courses.camdenhealth.org/redeem

8% KAISER PERMANENTE.



Complex care certificate | Courses included in the program

Each selpaced online course includes a set of activities for a team to complete together to apply what they have learredvotk

Complex care certificate courses:

Introduction to complex health and social needs
Interplay and compounding effects of multiple health, behavioral health, and social needs

Relationship-building in complex care
Building authentic healing relationships, setting boundaries, and establishing self-care
practices

Power and oppression in complex care
Power dynamics in complex care, self-reflection on privilege and bias, and responsible use
of power

Trauma-informed complex care
Principles and practices of trauma-informed care in complex care settings

Harm reduction in complex care
Principles and practices of harm reduction in complex care settings

Courses contain a diverse array of education methods:

B % Y
N " 99 a2 2
Video, audio, and Patient and

interactive elements practitioner stories Team activities

Reflection and
discussion questions

0
Links to research

Motivational interviewing in complex care
Principles and practices of motivational interviewing in complex care settings

Care planning in complex care
Generating, implementing, and maintaining strengths-based and person-centered care
plans

Complex care delivery
Person-centered language, implementing care plans, and navigating complex systems

Collaboration and communication in complex care teams
Building authentic healing relationships, role clarity, collaborative decision-making, and
conflict transformation in teams

A systems change project (optional for certificate designation)
Identifying systems issues, collecting data, storytelling, and implementation within your
system/community

Camden

ABOUT THE CAMDEN COALITION CO Coalition
The Camden Coalition is a multidisciplinary nonprofit working to improve care

for people with complex health and social needs in Camden, NJ, and across

the country. The Camden Coalition works to advance the field of complex care

by implementing person-centered programs and piloting new models that

address chronic illness and social barriers to health and well-being.

8% KAISER PERMANENTE.



Submitting ECM & CS Referrals

KP has a no-wrong-door approach for referrals

To To o

Referrals are accepted from any source (members, providers, family, community organizations, etc.)

Referrals may be placed via email or via phone or KP Health Connect
NEW: For providers/organizations submitting referrals to your own ECM/CS/CHW organization, please send the referral form

directly to your contracted Network Lead Entity

% Area
[j Phone
(Member)

@ Email

(Counties/CBOs)

@ Email

(NEW: NLE Contracted
providers submitting
referrals to their own
organization)

All Northern California Counties All Southern California Counties

1-866-551-9619 (TTY 711)
Monday-Friday (closed major holidays)
8:30 a.m. to 5:00 p.m.

1-833-721-6012 (TTY 711)
Monday-Friday (closed major holidays)
8:30 a.m. to 5:00 p.m.

referral form referral form

Send completed self referral form to contracted

Network Lead Entity Network Lead Entity

Send completed self referral form to contracted

8% KAISER PERMANENTE.


https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/community-providers/scal/ever/enhanced-care-management-community-supports-referral-form.pdf
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/community-providers/scal/ever/enhanced-care-management-community-supports-referral-form.pdf
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/community-providers/scal/ever/enhanced-care-management-community-supports-referral-form.pdf
https://healthy.kaiserpermanente.org/content/dam/kporg/final/documents/community-providers/scal/ever/enhanced-care-management-community-supports-referral-form.pdf

Process for Community Providers to Refer to Own Organization (NEW)

If you are a contracted community provider and want to refer a KP member directly to your ECM/CS/CHW
organization, please send the referral directly to your contracted Network Lead Entity rather than KP.

Email ECM/CS/CHW referral directly to contracted NLE:
A Full Circle Health Network: referral@fullcirclehn.org
A ILS: kpreferrals@ilshealth.com
A Partners in Care Foundation:
A ECM: ECM@picf.org
A Personal Care/Non-Medical Respite:privateduty @picf.org
A Housing Trio: HousingCS@ picf.org

Send any guestions regarding self-referrals to your contracted NLE

For issue resolution, email Network Lead Entity and
cc medi-cal-externalengagement@kp.org

8% KAISER PERMANENTE.


mailto:referral@fullcirclehn.org
mailto:kpreferrals@ilshealth.com
mailto:ECM@picf.org
mailto:privateduty@picf.org
mailto:HousingCS@picf.org
mailto:medi-cal-externalengagement@kp.org

How a community-based organization can serve KP members

KP is working with three Network Lead Entities (NLES) to develop a network of community-based ECM, CS, and CHW
providers.

| f your organization wishes to become part of an NLEOGOs net

. . Full Circle Health Network meets with prospective
) Full Circle network@fullcirclehn.org providers each week on Thursdays from 12-1pm PST
Health Network Phone number: 888-749-8877 https://usO6web.zoom. us/j/86507421534
lN DEPEN DENT ILSCAProviderRelations@ilshealth.com
inne Sy Phone number: 305-262-1292
‘() Hubinfo@picf.org
*

Partners in Care Phone number: 818-837-3775

FOUNDATION

In your email, please specify the services your organization provides,
geography serviced, and population expertise.

*Partners in Care only serves the Southern California region at this time.

8% KAISER PERMANENTE.


mailto:network@fullcirclehn.org
mailto:ILSCAProviderRelations@ilshealth.com
mailto:Hubinfo@picf.org
https://us06web.zoom.us/j/86507421534

Helpful Links and Contacts

KP Medi-Cal Resource Center: Resource Center Link

KP 2024 Medi-Cal Direct Contract: KP.org/Medi-Cal2024

KP Designated Medi-Cal Call Center: 1-855-839-7613 Call to speak to a live Medi-Cal trained agent
KP Medi-Cal Programs (ECM, CS, CHW):. For current information, go to our website: Link

KP Medi-Cal Continuity of Care: For current information, go to our website: Link

KP Self-Service Community Resource Directory: | KP.org/communityresources
1-800-443-6328 Toll-free number to speak with a resource
specialist (M-F, 8a-5p local time)

KP Community Health Care Program: Available to California residents without access to other health
coverage. For current information, go to our website: Link

Medi-Cal Redeterminations ToolKkit: For current information, go to DHCS website: Link

Medi-Cal Rx: 1-800-977-2273

Medi-Cal Dental: 1-800-322-6384

Medi-Cal External Engagement For general Cal AIM and CS/ECM inquiries, medi-cal-

externalengagement@kp.orq

8% KAISER PERMANENTE.


https://healthy.kaiserpermanente.org/northern-california/shop-plans/medicaid/medi-cal
https://healthy.kaiserpermanente.org/northern-california/shop-plans/medicaid/medi-cal/medi-cal-2024?kp_shortcut_referrer=kp.org/medi-cal2024
https://healthy.kaiserpermanente.org/northern-california/shop-plans/medicaid/calaim-programs
https://healthy.kaiserpermanente.org/northern-california/shop-plans/medicaid/medi-cal/medi-cal-continuity-of-care
https://healthy.kaiserpermanente.org/southern-california/health-wellness/social-health/resource-directory/resource-directory?kp_shortcut_referrer=kp.org/communityresources
https://charitablehealth.kaiserpermanente.org/california/
https://www.dhcs.ca.gov/toolkits/Pages/Medi-Cal-Continuous-Coverage-Unwinding.aspx
mailto:medi-cal-externalengagement@kp.org
mailto:medi-cal-externalengagement@kp.org

CalAimPolicy Updates

)
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Transitional Rent will be a new, fifteenth Community Support under CalAIM.

Under Transitional Rent, MeeCal Managed Care Plans (MC®8) cover up to six months of rent for
members who are experiencing or at risk of homelessnessraa®d certain additional eligibility

criteria.

Additional information is expected before the end of the calendar year, including more detail about:
A Final CMS Approval and Implementation Timelines

A Flex Pool Concepts and Models for Service
A Detailed Eligibility Criteria, starting with individuals who have Behavioral Health needs \. J
v N



Proposed Timeline

Federal (CMS) Approval of CalAIM _ New, 'gargeted housing :
Transitional Rent Amendment interventions for people with
(Expected late 2024) significant BH needs go live

o . under the Behavioral Health
DHCS flnallzesOTI;'s;smonal Rent /\ Services Act (BHSA) in 2026
2024 2025 2026
Statewide launch of Mandatory MCP Coverage of
Transitional Rent in Medi- Transitional Rent
Cal Managed Care (1/1/2026)
Optional MCP Coverage Transitional Rent will become the first
— 202 — mandatory CalAIM Community

(07/01/2025) Support for MCPs to cover.



ECM Referral Standards and Form Templates

The ECM Referral Standards and Form Templates released in August 2024 streamline and

standardize ECM Referrals across MCPs.

The ECM Referral Standards create a unified set of information that
all MCPs collect as part of any referral for ECM. MCPs must adopt
these standards by January 1, 2025.

CALAIM ENHANCED CARE
MANAGEMENT

(ECM) REFERRAL STANDARDS The standards include technical information that MCPs can use to

i s build electronic ECM referrals via provider portals, EMRs, HIE etc.

The ECM Referral Form Templates are an application of the
ECM Referral Standards for use when the referring entity cannot
use an electronic format. DHCS always encourages and prefers
BHCS electronic referrals over PDFs/hard copy forms but

Serars understands that not all community entities can refer
Members this way. There are two form templates - Adult and

Child/Youth.




Overview: ECM Presumptive Authorization

Starting on Jan. 1st 2025, MCPs are required to allow select ECM Providers to quickly initiate ECM services prio
to submitting an ECM referral to an MCP and reimburse Providers for services during a 30-day timeframe.

Traditional New Presumptive Authorization Process
ECM Authorization Process (For Select ECM Providers & POFs)

= 9
-
v=| =)
-

s oon e e = s s s - —I
Referral MCP Authorization Services Services Referral MCP Authorization
In the traditional ECM authorization process, ECM Under the ECM presumptive authorization process,
services start after a referral is submitted to an select ECM Providers can start services before a referral

MCP to authorize ECM services. Is submitted to an MCP to authorize ECM services.



Revised Closed-Loop Referral Go-Live Date

In response to MCP and Provider feedback, DHCS is updating the
go-live date for CLR requirements to July 1, 2025.

Recap of Stakeholder Feedback

During the stakeholder comment period, MCPs and providers voiced concerns over the January 1, 2025 go-live
date, noting the following -

» Provider & MCP burden amongst other new initiatives for ECM/CS in 2025 (e.g. Community Supports
Service Definitions, Transitional Rent, ECM presumptive authorization & ECM Referral Standards)

» Need for additional time to allow MCPs to make updates to system configurations to collect new data, train
ECM/CS Providers on populating additional information on the RTF, and update Provider contracts to
incorporate CLR requirements

Looking Ahead to 7/1/2025

DHCS will release final CLR Implementation Guidance and updates to the ECM and Community Supports
Member Information Sharing Guidance in 2024 and MCPs must update and test their systems to support
CLRs for ECM and Community Supports in advance of the July go-live date to ensure readiness.




»
CHW Serviceshare Your Thoughts

Community Health Workers Services Benefit and ECM

CHW Services Managed Care Pathway

’ H C S 4 N / CHWIP/Rs Provide \
’ Community- Covered CHW/P/R
HEALTH CARE SERVICES Based Services for
Organizations Medi-Cal
l (CBOs) members:

as CHW/P/R it Educat
Employers =) ealth Education

4 )

24 Managed Care Plans Health Navigation

ﬁ%

(MCPs) in California CHW
Supervising Screening and
- J Provider Assessment

Individual Support or
- / \ Advocacy /




Data Exchange to Support CalAIM

The next three years of the statewid&ta Exchange Framework (Dwitt) focus

on design and implementation of health and social service information exchange

across CalifornilCalHHSvants to know:

Have the highest What other solutions or

priority issues been activities should be
identified? considered to address

the identified issues?

Are there any additional
considerations you
would like to raise?

Public comment are due by 8AM PT on December 9th


https://www.cdii.ca.gov/committees-and-advisory-groups/data-exchange-framework/

a—

Medi-Cal Coverage of Traditional Healer and
Natural Helper Services

ADHCS receivezpprovalfrom the federal
Centers for Medicare & Medicaid Services
(CMS) to cover culturally centered

CALIFORNIA EXPANDS substance use disorder (SUD) treatment
ACCESS TO TRADITIONA services provided by traditional healers
ALING FOR SUBSTANCE and natural helpers.
Caforio s xpnding R AThispolicy changgrants eligible Medli
s o gy e g Cal members access to culturally based
i andory ot ol e care provided by
- o Indian Health Services facilities

o Tribal health clinics, and
o Urban Indian organizations



https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.ca.gov%2F2024%2F10%2F16%2Fcalifornia-expands-access-to-traditional-healing-for-substance-use-treatment%2F&data=05%7C02%7Cjsanchez2%40phi.org%7C0b656b978feb42516bb808dcef982643%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638648683996114024%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=9eTBAIjL8hOmWrEyipT8wctY8EntWAZmlygbze6Q8n8%3D&reserved=0
https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cms.gov%2Fnewsroom%2Fpress-releases%2Fbiden-harris-administration-takes-groundbreaking-action-expand-health-care-access-covering&data=05%7C02%7Cjsanchez2%40phi.org%7C0b656b978feb42516bb808dcef982643%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638648683996135787%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=WistjgWGZ0KHG%2BB9WNal1%2FGVXjLRkG1z6u1RwA0POag%3D&reserved=0

Medi-Cal Coverage of Traditional Healer and
Natural Helper Services

AEach qualifying facility is responsible for ensuring that practitioners,
providers, or staff are qualified and trained to provide traditional health
care practices.

AThe facilities must:
A Set criteria to assess qualifications for traditional health care practices.
ABill Medicaid/CHIP only for services provided by qualified individuals.
AProvide documentation to the state as requested, with the state sharing this
iInformation with CMS when needed.



Events and Resources
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PATH CITED Round 4

APATH Capacity and Infrastructure Transition,
Expansion, and Development (CITED) Round 4
application window is open from January 6, 2025 to
March 7, 2025.

ANew resources available, including the Application
Outline, Funding Request Workbook, and Guidance
Document!

AVisit thePATH CITED webpaayed PATHway#
Succes$or more information. Questions may be sent
to cited@capath.com

£

JAN 7th

11:30 AM to 12:30 PM

JAN 16th

10:00 AM to 11:00 AM

FEB 3rd

10:00 AM to 11:00 AM


https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsecure-web.cisco.com%2F1MMPQMF4pQ-QfCGiH1476v1Cf_nE7uQ3ED9ZtKYOcn6UWc2wEpnvTbcfvPnteS9ml8Svk2IilnjASizgZ0TUVSCtHPGe3ycGiIXnzi-NQvVZ0uzi_I_cd3rhWS_eWPEre8OtRpbAnZODi4P4ub-wbQrMtdPzcy2xdNtH-sW8NAS96I-yhG83nKJk3a7l4atbYal5b3b5hr0MePOe2VVY_9RnRgRzuMGIDGHEJRdGOipSrfXaV00j1pJIOEM6TcPVRSvKr8V91coVDLDOCdmvtQOLgbjFwitPJJe2dtyHmvG8EMqAiKhfgY5NfHoLH1FlZBZjMCLRgYwNsflADKHSaMA%2Fhttps%253A%252F%252Fwww.ca-path.com%252Fcited&data=05%7C02%7Cjsanchez2%40phi.org%7Cfdd9356bea914c196d3c08dce49c8892%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638636609212148142%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=Hv2qemHyB4W58ki6ddBTi2xQfyc%2F2CdlOfDWSwZtLxI%3D&reserved=0
https://capathsuccess.com/
https://capathsuccess.com/
mailto:cited@ca-path.com

_€)

CITED Round 4 Priorities

A Below are the priorities DHCS has identified for Round 4.
A CountySpecific ECM and Community Supports gaps*

A Statewide ECM and Community Supports gaps
A Birth Equity
A Justicelnvolved
A Transitional Rent

A Tribal Entities or other entities serving tribal members

A Rural counties

A Entities operating in counties with lower funding in prior CITED rounds
A Entities serving individuals whose primary language is not English

A Local CBOs

A Please noteif the submitted application does not include the priorities listed above, the
application will be reviewed for funding if minimum eligibility is met. However, the application
may be deprioritized for funding if it does not meet the priorities for the round.

*Review the FAQ section with more information on identifying gaps



PATH CPI Hosted e

Best Practices Webinar

Hospital Engagement in CalAlM:
Supporting Connection to ECM Services
Among Eligible MedCal Members

Presenters include Dignity Health, UCSF
Hospital,

and Marshall Medical Center
December 6th from 10to 11 a.m. PST
Advance reqistration Is required

),


https://us06web.zoom.us/webinar/register/WN_2h9Vi9R9RbGbvf8m71Ynxw

k.0

Exploring Emerging Medcal Community
Care Hubs Paper

Aurrera Health Group released the California Health Care Foundation
sponsored papekxploring Emerging Medial Community Care Hubs
which provides an overview of the landscape of hubs throughout
California.

The paper seeks to:
ADeepen stakeholder understanding of the emerging landscape of-Radi
community care hubs (MCCH) and networks
A Support informed decision making about future scaling and investment in
MCCHs and networks

Alncrease the connection of Medlal to the communities it serves by increasing
the capacity of CBOs to meaningfully and sustainably participate in-®kddi



https://www.chcf.org/wp-content/uploads/2024/10/ExploringEmergingMediCalCommunityCareHubs2024.pdf

Webinar: Enhanced Care Management for =
Children and Youth

Hosted by ACEs Aware on DecembBefrbm 12:00¢ 1:00 pm

Learning Objectives

ADiscuss ECM as a sustainable benefit for
traumainformed networks of care

ADefine the benefit components,
populations of focus, and criteria for
pecoming an ECM provider

ADescribe the current landscape and
future direction of ECM for MedCal
families

Register Here


https://training.acesaware.org/aa/detail?id=2248

