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Thank you to our sponsors




Welcome & Housekeeping

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




Collaborative Planning &
Implementation Overview

PR S KT B S pEries By FHIL CPI collaboratives will work
together to identify, discuss, and
resolve CalAIM implementation
ISsues.

ALearn more about the PATH CP!

o

Siskiyou /
/7\ 4& initiative here.
== iy ACatch up with us! Find meeting
Nl \ minutes, Readiness Roadmap
Glenn Butte Plumas

Resources, and registration links on
the PHIL website.
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https://www.ca-path.com/collaborative/collaborative-group-directory/26
https://pophealthinnovationlab.org/projects/path/
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The Big Welcome



Check-In

What is on your mind
related to CalAIM
Implementation and
sustainability?



Agenda for Today

ACheck In: CalAIM Ecosystem of Care in 2025

AHighlights from Kaiser Permanente and Partnership
HealthPlan of California (PHC)

APATH Collaborative Planning & Implementation (CPI) in
2025

ARegional and County -specific data for ECM and
Community Supports

ACalAIM Updates, Events and Announcements
AEvaluation and Closing



Objectives

AEstablish a shared understandingofthe s Ul | [ i Up[ C/&Ee 8§ (0 a
goals and key drivers for 2025.

AReview and discuss CalAIM provider networks and member
utilization data for ECM and Community Supports.

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 CalAIM Enhanced Care
Management (ECM) and Community Supports services.



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 person -to-
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

—l

Be Accountable

A Foster awareness of
unrepresented community )
N§Ni §pa OUC gA&O
b UUNU

AlgaéegsC 8[sA UC
- 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, Heedtly Leads(2023, June 29). Health Leads.

https://healthleadsusa.org/communicatiorenter/resources/communithealth-workerpromotorworkforce developmeniresourcelibrary/



https://healthleadsusa.org/communications-center/resources/community-health-worker-promotor-workforce-development-resource-library/

Kaiser Permanente

February PATH CPIl Meeting

Southwest, Marin, Napa & Sonoma Counties
February 2, 2025



Additional NLE Provider Support | Provider Office Hours

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

Health Network

0INDEPENDENT ) Full Circle

NEW: Contracted Providers Contracted Providers
Second/Fourth Thursdays Tuesdays 3:00 - 4:00 pm

1:007 2:00 pm Reqister and Join Here
Join Meeting Now

Prospective Providers
Second/Fourth Thursdays of the Month
12:00 - 1:00 pm

Reqister and Join Here

NEW: Prospective Providers

First Thursdays of the Month 1:00 - 2:00 pm
Begins Feb 6

Join Meeting Now

Questions? Questions?

ILSCAProviderRelations@ilshealth.com network@fullcirclehn.org
Phone number: 844-269-3447 Phone number: 888-749-8877
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https://urldefense.com/v3/__https:/teams.microsoft.com/l/meetup-join/19*3ameeting_Yzg2NDVjYTMtOGY1ZS00NWMxLWE1MGQtYjZkMDVlNzM1MzQ2*40thread.v2/0?context=*7b*22Tid*22*3a*222c892937-361e-4d23-92df-eb5e7d514165*22*2c*22Oid*22*3a*22cdbdab1b-c84d-42e6-a7d1-a4579200fdee*22*7d__;JSUlJSUlJSUlJSUlJSUl!!BZ50a36bapWJ!rgrGlwbgNdpwANQ85wDEghcpNkDXs2_XzvnKMWre2dzFh2duy9-PmkeP-QkA9QLlwIuUSJc2Wkbr5gBrsKnXWkM$
https://urldefense.com/v3/__https:/teams.microsoft.com/l/meetup-join/19*3ameeting_NzExYjEzMDUtOWZiNi00MWI2LTk5NzMtODJhYTAxMzQ2NWQ4*40thread.v2/0?context=*7b*22Tid*22*3a*222c892937-361e-4d23-92df-eb5e7d514165*22*2c*22Oid*22*3a*22cdbdab1b-c84d-42e6-a7d1-a4579200fdee*22*7d__;JSUlJSUlJSUlJSUlJSUl!!BZ50a36bapWJ!rgrGlwbgNdpwANQ85wDEghcpNkDXs2_XzvnKMWre2dzFh2duy9-PmkeP-QkA9QLlwIuUSJc2Wkbr5gBrTfzXCd0$
mailto:ILSCAProviderRelations@ilshealth.com
https://us06web.zoom.us/meeting/register/tZcpdOmsqTsjGNS5zvbSz1Y2eXaD_kjo0CDT#/registration
https://us06web.zoom.us/meeting/register/tZckcumsrDouHdVCciq3NBspAviJt671lpK7
mailto:network@fullcirclehn.org

ECM Pilot Influencer Campaign is Live!

Kaiser Permanente partnered with Public Good Projects (PGP) on a social media influencer campaign to expand
knowledge and drive enroliment into Enhanced Care Management (ECM) for Birth Equity and Foster Youth
populations of focus.

O@ Timing 1 January 14 - February 28
Targeted 1 Birth Equity Statewide
Outreach 1 Foster Youth in San Bernadino and Sacramento
6 1 Individuals who can reach target populations
Influencers _ o _
(;g 1 Community organizations (some delayed due to LA fires)

1 Test and learn from pilot approach
Next Steps T PGP will provide an evaluation

1 Based on the evaluation, KP will scale to other populations of focus (with other
managed care plans, if interested) or sunsetting.

15



Links to ECM Pilot Influencer Posts
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https://www.instagram.com/reel/DFNosaYp1RW/
https://www.instagram.com/reel/DFLVY6xyQja/?igsh=NTc4MTIwNjQ2YQ%3D%3D
https://www.instagram.com/p/DFLrbffytoI/

Submitting ECM & CS Referrals

To Do o

KP has a no-wrong-door approach for referrals
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

All Southern California Counties

% Area All Northern California Counties

1-866-551-9619 (TTY 711)
Monday-Friday (closed major holidays)

E] Phone 1-833-721-6012 (TTY 711)
8:30 a.m. to 5:00 p.m.

Monday-Friday (closed major holidays)

(Member) 8:30 a.m. to 5:00 p.m.

referral form referral form

M Email

(Counties/CBOSs)

Send completed self referral form to contracted Send completed self referral form to contracted

Network Lead Entity Network Lead Entity

M Email

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


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

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@Kkp.org



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

Partnership Update
February 202 —

HEALTH PLAN




of CALIFORNIA

ADHCS Updates
ADHCS Monitoring and Oversight
APartnershipbdébs Updates



A
A

A
A

DHCS Updates

‘:§

of CALIFORNIA

DHCS continues to have monthly meetings with MCPs as they
discuss how to operationalize Transitional Rent

DHCS has indicated that a Policy Guide update may be out in late
—ebruary with more updates to be released in late April

Reminder that Closed Loop Referral was moved to start 7/1/25
DHCS extended the PATH CITED grant deadline to May 2




PARTNERSHIP

DHCS Monitoring and Oversight

of CALIFORNIA

December 2024 - DHCS released annual monitoring priorities and measures for 2025/2026

Overall monitoring goal:
V Provide ECM and CS to members who need the services, in a manner that is timely, in line with DHCS
policy, and addresses their care management and health-related social needs
Steps and guardrails are required of MCPs to achieve these goals through data and internal measures by:
V Ensuring MCPs have a sufficient network of ECM and CS providers
V Increasing access to and uptake of ECM and CS
V Improving overall delivery of ECM and CS services

DHCS plans to:
V Meet regularly with each MCP to discuss the implementation and progress of each program
V Provide technical assistance through the monthly TA Meeting and other DHCS-MCP forums
V Continue to make data on MCP performance publicly available
V Take the necessary compliance actions (e.g., PIPs and CAPSs) for primary measures

_RED,
& &
< <

HEALTH PLAN

-



PARTNERSHIP

2025 ECM Measures

12-Month Growth in Percent of . )
Members Receiving ECM ECM Provider Network Completion

Description Growth in the percentage of MCP members Number of “active” ECM providers for each POF in
receiving ECM in each county, in the 12-month  each county, with "active” defined as a provider
period after the ECM & Community Supports with at least one ECM encounter in that county

Action Plan was released. that quarter.
Frequency One-time, for the 12-month period from July 1, Quarterly
2023, to June 30, 2024.
Minimum Growth > 0% in each county Starting 1/1/25: At least 1 “active” provider per
Performance Threshold POF in each county
Compliance Actions MCPs who do not meet the threshold will need + Q1 2025: MCPs who do not meet the threshold
to submit a Performance Improvement Plan will need to submit a PIP.
(PIP). * Q2 and beyond: MCPs who do not meet the
threshold will receive a Corrective Action Plan
(CAP).

HEALTH PLAN

T



PARTNERSHIP

2026 ECM Measures

O
_ ECM Provider Type Diversity Percent of Members Receiving ECM
Description Number of “specialized” ECM providers for each POF in  Percentage of MCP members who received
each county, with “specialized” defined as: ECM in each county that quarter, stratified
1. Eligible for ECM Prior Authorization per pages 110- by adult and children 8 youth members.
112 of the ECM Policy Guide;
2. ldentified as POF-specific specialized providers per
pages 95-97 of the ECM Policy Guide; or
3. Shown to have proven expertise and experience in
the specific POF, per MCP description.
Frequency Semi-annual. (A semi-annual supplemental data Quarterly
submission will be needed for this measure.)
Minimum Starting 1/1/26: At least 1 "specialized” provider per ~ Starting 1/1/26: At least 1% of MCP
Performance Threshold POF in each county members receiving ECM in each county,
stratified by adult and children & youth
members
Compliance Actions To be defined in late 2025. To be defined in late 2025.

HEALTH PLAN

T



PARTNERSHIP

2025 Community Supports Measures

of CALIFORNIA

12-Month Referral Growth Active Provider Network
Description Growth in the number of Community Supports Number of “active” Community Supports providers
community-based referrals, in the 12-month for each elected service in each county, with “active”
period after the ECM & Community Supports defined as a provider with at least one Community
Action Plan was released. Supports encounter in that county that quarter.
Frequency One-time, for the 12-month period from July 1, Quarterly
2023, to June 30, 2024.
Threshold Growth > 0% in each county Starting 1/1/25: For each service, in every county,
MCP has at least 1 “active” Community Supports
Provider

Compliance Actions MCPs who do not meet the threshold will needto + Q1 2025: MCPs who do not meet the threshold
submit a Performance Improvement Plan (PIP). will need to submit a PIP.
* Q2 and beyond: MCPs who do not meet the
threshold will receive a Corrective Action Plan
(CAP).

A third measure that requires plans to have CalAIM information available on the MCP website for -
members and providers T checked twice annually. :‘@;’«;

HEALTH PLAN

T



Partnership Updates

APartnership has started Q1 provider audit and oversight. Reminder
that updates may be made to the oversight materials as we move thru
the year. Partnership will share any updates with providers.

APartnership will continue strategizing with local partners and providers
on ways to increase awareness and utilization of services.

AIPP information will be shared with all providers in late February.

ACalAIM (Transforming Medi-Cal) webpage re-launch
o https://www.partnershiphp.org/Community/Pages/CalAlM.aspx



https://www.partnershiphp.org/Community/Pages/CalAIM.aspx

of CALFORNIA

~ Contacts:

U CommunitySupports@partnershiphp.org

|
‘u ClaimsECMhelpdesk@partnershiphp.org



mailto:ECM@partnershiphp.org
mailto:CommunitySupports@partnershiphp.org
mailto:ClaimsECMhelpdesk@partnershiphp.org

2025 Collaborative Goals

The Southwest PATH Collaborative Planning and Implementation (CPI)
Initiative's aim for 2025 is to enhance the quality and equity of CalAlM
Enhanced Care Management (ECM) and Community Supports by facilitating
CPI participant advancement along the Readiness Roadmap.

This will focus on increasing Medi-Cal member ECM utilization to at least 3%
for adults and at least 2% for children by December 31, 2025.

Additionally, efforts will aim to increase overall Medi-Cal member utilization
of Community Supports to at least 1% during the same timeframe. The
Initiative will prioritize addressing service gaps, improving access, and
ensuring quality care for target populations.



)

How is this Different from our 2024
Goals?

AMeasuring ECM Utilization Data for Children separately from
Adults

AMeasuring Contracted Provider Networks for each ECM Population
of Focus (7 Adult PoFsand 7 Children PoFs)

AMeasuring Contracted Providers for each Community Support

AData specific to each County instead of regionally

AOUséa UO 8§8§6eACG [ O} o6e[l £ACG CApUex
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Enhanced

Care

Management
(ECM)

Populations

of Focus
(PoFs)

ECM Populations of Focus Adults  Children &

Youth
1b | Individuals Experiencing Homelessness:
Homeless Families or Unaccompanied v/ v/
Children/Youth Experiencing Homelessness
2 Individuals At Risk for Avoidable Hospital or ED s Vv
Utilization (Formerly "High Utilizers”)
3 Individuals with Serious Mental Health and/or
SUD Needs Vv v
4 Individuals Transitioning from Incarceration W v
> Adults Living in the Community and At Risk for LTC ot
Institutionalization
b Adult Nursing Facility Residents Transitioning to the v
Community
7 Children and Youth Enrolled in CCS or CCS
WCM with Additional Needs Beyond the CCS v
Condition
8 Children and Youth Involved in Child Welfare v/
9 | Birth Equity Population of Focus v Vv




Community
Supports

ASupports are medically
appropriate and cost
effective.

ASupports are primarily
related to the social
drivers of health, which
are newly funded in the

Medi-Cal system under
1115 Waivers.

E;l

Housing
Transition
Navigation

Services

Housing

Deposits

Housing

ooooo

Short Term
Post-
Hospitalization
Housing

Recuperative
Care (Medical
Respite)

T d Day
sirfsatr;le?f; Hab111tat10n
Services Programs
Transitional Sobering
Rent * Centers

)

Respite
Services

Personal Care
and
Homemaker
Services

Nursing
Facility
Transition/
Diversion to
Assisted Living
Facilities

Community
Transition
Services/
Nursing
Facility
Transition to a
Home

S
= \ X

i

Med1cally-
ortive
Foogy Meals/

Medicall
Tailored Meals

Asthma
Remediation

Environmental
Accessibility
Adaptations

(Home

Modifications)

. KP and PHC offers payment
KP offers payment

D Neither MPC offers payment
* New Community Support



Readiness Roadmap

Where am I on the Readiness Roadmap?

2. We're
exploring the
contracting
process.

()

1. What are 3. We have
ECM & started to

Communi’{c}y work on the
Supports? contract!

8. We are seeing
more members
utilizing
services

6. We are making it
work, but...

5. We are testing 7. Coordinated

the service delivery,
delivery and illing, an

billing system. referral system
in place!

€S
/

10. Seamless
coordination in
the ecosystem of
care!

(Updated 04/23/2024)
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Regional and County-Specitic
Data tor Enhanced Care
Management

2024 versus 2025
Methodologies
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2024 ECM Southwest Utilization Rate

Percentage of

Number of Percentage of Number of MCP

Unique MCP Members MembersUndeiMembers Unde

Members Who Who Were Average MCP |Age 21Enrolled|r Age 21Who
Average MCP [Received ECM |[Enrolled in ECNMembersUndetin ECM At Any Were Enrolled
Members in thelin the Last 12 |in the Last 12 |Age 21in the |Point in the Lasin ECM in the
Last 12 Months|Months of the |Months of the |Last 12 Months|12 Months of |[Last 12 Months|Combined EC
of the ReportingReporting Reporting of the Reportingthe Reporting |of the ReportingPenetration
Period- Adults |Period Adults [Period Adults ' Period Period

Southwest 29855] 4251 1.42Y% 11261~ 531 0.47% 1.16%

Data SourceDHCS ECM and Community Supports Quarterly
Implementation Report



https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1
https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1
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2025 Collaborative Goals for ECM
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utilization to at least 3% for adults and 1% for children
by December 31, 2025.
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ECM Utilization Rates by County-
Partnership

Number of
Members

Number of
Average MCHUnique Average MCP |[Enrolled in

Members in [Members Who

Months of the the Reporting
Reporting [ Period-Under
Count MCP [ Period- Adults [
Partnership Health
Lake Plan of California 6/30/24 35011 452 1.29Y% 1282: 45 0.35%
Partnership Health
Marin Plan of California 6/30/24 49191 718 1.46% 1731¢ 173 1.00%
Partnership Health
Mendocino  Plan of California 6/30/24 41552 751 1.81Y% 1548¢ 66 0.43%
Partnership Health
Napa Plan of California 6/30/24 3123¢ 418 1.34% 1235¢€ 46 0.37%
Partnership Health
Sonoma Plan of California 6/30/24 12137¢ 1764 1.45% 4562¢ 168 0.37%

Data SourceDHCS ECM and Community Supports
Quarterly Implementation Report



https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1
https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1
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ECM Utilization Rates by County- Kaiser

Number of

Number of

Reporting
Period-Under
MCP
Marin Kaiser Permanente 6/30/24 3597 52 1.45% 127¢ 11 0.86%
Napa Kaiser Permanente 6/30/24 385¢ 16 0.42Y% 1877 0.00¥%

Sonoma Kaiser Permanente 6/30/24 12737 79 0.62% 584¢ 22 0.38%



Southwest ECM Contracted Providers- W

Partnership Health Plan

2024 Q2 2024 Q2 2024 Q2 2024 Q2 2024 Q2
Partnership Health Plan of Partnership Health Plan of Partnership Health Plan of Partnership Health Plan of Partnership Health Plan of

California California California California California

Lake Marin Mendocino Napa Sonoma

46

B Adult ¢ Individuals Experiencing Homelessness
m Adult¢ Individuals At Risk for Avoidable Hospital or ED Utilization

m Adult ¢ Individuals with Serious Mental Health and/or Substance U
Disorder (SUD) Needs

Adult Nursing Facility Residents Transitioning to Community

m Adults Living in the Community and At Risk for Long-Term Care
Institutionalization

B Adult¢ Individuals Transitioning from Incarceration (some WPC
counties only)

W Adult ¢ Birth Equity
m Children and Youth Individuals Experiencing Homelessness

m Children and Youth Individuals At Risk for Avoidable Hospital or E
Utilization

m Children and Youth Individuals with Serious Mental Health and/or
Substance Use Disorder (SUD) Needs

m Children and Youth Enrolled in California Children's Services (CC!
with Additional Needs

® Children and Youth Involved in Child Welfare

m Children and Youth Individuals Transitioning from Incarceration
(some WPC counties only)

m Children and Youth Birth Equity

Data SourceDHCS ECM and Community Supports Quarterly
Implementation Report



https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1
https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1

(o2}

€)1

N

w

N

[En

o

Southwest ECM Contracted Providers -
Kaiser Permanente

5
3 3 33
222 2 222
1 11 1 111 1 1 1
000 0 00O0O “OOOOIOIOOOO 000

2024 Q2
Kaiser Permanente

Marin

2024 Q2
Kaiser Permanente

Napa

2024 Q2
Kaiser Permanente

Sonoma

S

B Adult ¢ Individuals Experiencing Homelessness
m Adult ¢ Individuals At Risk for Avoidable Hospital or ED Utilization

m Adult ¢ Individuals with Serious Mental Health and/or Substance Use
Disorder (SUD) Needs

Adult Nursing Facility Residents Transitioning to Community

® Adults Living in the Community and At Risk for Ldegn Care
Institutionalization

m Adult ¢ Individuals Transitioning from Incarceration (some WPC counties
only)

m Adult ¢ Birth Equity
® Children and Youth Individuals Experiencing Homelessness

® Children and Youth Individuals At Risk for Avoidable Hospital or ED
Utilization

m Children and Youth Individuals with Serious Mental Health and/or
Substance Use Disorder (SUD) Needs

m Children and Youth Enrolled in California Children's Services (CCS) with
Additional Needs

m Children and Youth Involved in Child Welfare

H Children and Youth Individuals Transitioning from Incarceration (some Wi
counties only)

m Children and Youth Birth Equity



Population Health Innovation Lab
(PHIL) PATH CPI Enhanced Care

Management (ECM) and Community
Supports Contracted Providers List

Northwest PATH CPI Collaborative: Del Norte, Humboldt, and
Southwest PATH CPI Collaborative: Lake, Marin, Mendocino, Napa, and Sonoma
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https://docs.google.com/spreadsheets/d/1wlG4DE06EghjigXdwMIvTUbM3kq8xp-Qduuww_QNTkk/edit?usp=sharing

0

Discussion Questions:

AHow do you approach referrals for
children and youth ECM services In

your County?

AAre there gaps or barriers to quality
or equitable access to care?

AWhat strategies or partnerships
could help strengthen the provider
network and improve ECM access
for children and youth?



Regional and County-Specitic
Data tor Community Supports
-n}}y ACAEUO[ I | Gz #Héréade pverall MediEl |

Cal member utilization of Community Supports to at
least 1% during the same timeframe.



Southwest Community Support
Utilization by County-Partnership

Number of Members

Number of \Who Utilized
Community  |Average MCP Community Supports
Last Date In th{Support Members in the Lastin the Last 12 Month
Services 12 Months of the |of the Reporting Utilization Rate
Count MCP Offered Reporting Period |Period
Partnership Health
Lake Plan of California 6/30/24 8 35011 587 1.68%
Partnership Health
Marin Plan of California 6/30/24 8 49191 412 0.84%
Partnership Health
MendocinoPlan of California 6/30/24 8 4155: 177 0.43%
Partnership Health
Napa Plan of California 6/30/24 8 3123: 268 0.86%
Partnership Health
Sonoma Plan of California 6/30/24 8 12137¢ 110¢ 0.91%

Data SourceDHCS ECM and Community Supports
Quarterly Implementation Report



https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1
https://storymaps.arcgis.com/collections/a07f998dfefa497fbd7613981e4f6117?item=1

Southwest Community Support
Utilization by-Kaiser

Number of Members

Number of \Who Utilized
Community  |Average MCP Community Support
Last Date In th{Support Members in the Lasiin the Last 12 Month
' 12 Months of the  |of the Reporting
Count MCP ' Reporting Period  |Period
Marin Kaiser Permanente 6/30/24 11 3597 25
Napa Kaiser Permanente 6/30/24 11 385¢ 0

Sonoma Kaiser Permanente 6/30/24 11 12737 34

Utilization Rate
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Southwest Community Supports
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Contracted Providers-Partnership
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Sonoma

m Asthma Remediation

m Community Transition Services/Nursing Faci
Transition to a Home

m Day Habilitation Programs
Environmental Accessibility Adaptations
(Home Modifications)

m Housing Deposits

m Housing Tenancy and Sustaining Services

m Housing Transition Navigation Services

®m Medically Tailored Meals or Medically

Supportive Food
m Nursing Facility Transition/Diversion to

Assisted Living Facilities
H Personal Care and Homemaker Services
B Recuperative Care (Medical Respite)
B Respite Services

B Short-Term Post-Hospitalization Housing

m Sobering Centers



Southwest Community Supports
Contracted Providers-Kaiser
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2024 Q2
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Marin

2024 Q2
Kaiser Permanente

Napa

2024 Q2
Kaiser Permanente

Sonoma

m Asthma Remediation

B Community Transition Services/Nursing
Facility Transition to a Home

B Day Habilitation Programs

m Environmental Accessibility Adaptations
(Home Modifications)

B Housing Deposits

B Housing Tenancy and Sustaining Services

m Housing Transition Navigation Services

m Medically Tailored Meals or Medically

Supportive Food
B Nursing Facility Transition/Diversion to

Assisted Living Facilities
W Personal Care and Homemaker Services
m Recuperative Care (Medical Respite)
m Respite Services

m Short-Term Post-Hospitalization Housing

m Sobering Centers
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Discussion Questions:

AHow would you assess the
adequacy of the Community
Supports provider network to meet
community needs?

AHow might we measure quality
within Community Support
networks?

AHow can we help measure and
assure robust and equitable
networks of care?



Next Steps

APartner Engagement: Share insights with CPI participants to drive
collaborative problem -solving and readiness advancement.

Alntegrate Data into Workplan: ECM and Community Supports
utilization goals have informed change ideas and implementation

activities.

ATargeted Strategies: Use county-level data to identify gaps and
strategies.

APerformance Monitoring: Assess progress toward the utilization
goals.

AReporting to PCG and DHCS: Use data to demonstrate impact and
Inform continuous improvement strategies.



Aim Statement Primary Drivers

The Southwest PATH
Collaborative Planning and 4 A
Implementation (CPI) initiative's Increase knowledge about CalAIM
aim for 2025 is to enhance the eligibility requirements to improve
guahty and equity of CalAIM enrollment and understanding.
nhanced Care Management - J
(ECM) and Community Supports . ™
by ;%f}g%aég\r%g‘fg Oaggﬁlﬁgnt Overcome barriers to community -based
'Readiness Roadmap. N referrals. J
Thlﬁ v(\él_lléocl:us onblncESﬂIng ~ ~
e Ensure equitable/robust provider
0
gﬂ“ﬁﬁgﬁgﬁ%ﬂtlﬁfgﬁzﬁ,f& networks?or each ECM PoF and
adults by December 31, 2025. Community Support.
Additionally, efforts will aim to s /
increase overall Medi-Cal é A
member utilization of Community Increase awareness of ECM and
SUPPOHS to at least 1% during Community Supports among Medi -Cal
hi?\ Sl t%ﬂ?gﬁcrﬂ%zghe | members to enhance utilization. )
~addressing servic% gaps,
Improving access, afe ensuring Strengthen data sharing among CalAIM
qua 'B’O%%ﬁgt‘icg%"f‘rget / providers to improve care coordination.




Examples of Change Ideas

Showcase successful enrollment of
children and youth into ECM services.

Facilitate workgroups on best
practices and challenges in referral
processes.

Conduct outreach and technical
assistance for Tribal entities.

Host regional forums to share lessons
learned and enhance market
awareness.

Share success stories on data
exchange best practices.

Southwest PATH CPI
March Convening

The Population Health Innovation Lab invites you to join us in-person for the

Southwest PATH CPI Collaborative convening. This event brings together Enhanced

Care Management (ECM) and Community Supports providers from Lake, Marin,
Mendocino, Napa, and Sonoma Counties to discuss all things CalAIM.

Thursday, March 20, 2025 Scan to Register

11:00 am - 2:00 pm PDT

Sebastopol Center For the Arts

282 S High St, Sebastopol, CA 95472

Lunch and light refreshments will be served.

PATH CPI helps local organizations—CBOs, hospitals, county agencies, and
tribes—build capacity and infrastructure to deliver ECM and Community
Supports. For more information, visit the CP| page or contact the PHIL team
at path@pophealthinnovationlab.org.

<

POPULATION HEALTH
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CalAIM Updates
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Federal Approvals to Transform
Behavioral Health Care in Medi-Cal

The Department of Health Care Services (DHCS) received
approval from the Centers for Medicare & Medicaid Services
(CMS) for the BH-CONNECT Initiative.

As part of the BH -CONNECT Section 1115 approval, CMS also
approved Transitional Rent services to ensure members going

through vulnerable periods are stabilized, reducing their risk of
returning to institutional care or experiencing homelessness.



Transitional Rent Implementation Timeline

Key Dates Original Timeline | Revised Timeline

January 1, 2025 MCP optional go -live

1
July 1, 2025 MCP optional go -live  Optional go -live for MCPs on 7/1/2025
2 A MCPs going live 7/1/2025 can choose to go live for:
A The BH population of focus that must go live
1/1/26, and/or
A Additional populations within Transitional Rent -
eligible population
- If choosing this option, must continue offering to this
population
January 1, 2026 Mandatory launch for  Phasel: Mandatory launch for all MCPs to cover Transitional
all MCPs Rent for BH Populations of Focus

A MCPs may also choose to cover additional populations
within the overall Transitional Rent -eligible populations

July 1, 2026 (Behavioral Health Services Act go-live)
January 1, 2027 Future phase-in of additional populations TBD



Bridge from Transitional Rent to BHSA Housing Interventions

Transitional Rent can serve as a bridge to long-term housing for members living with significant BH needs, such

as through connections to BHSA Housing Interventions.

Bridging Transitional Rent and BHSA Housing Overview of BHSA Housing Interventions

Interventions * Delivered via county BH effective 7/1/26

DHCS recognizes that county BH is a critical access * Interventions available to both BHSA-eligible
point for Transitional Rent for members living with Medi-Cal members (as long as not supplanting a
significant BH needs (i.e., many members within the Medi-Cal service) and non-Medi-Cal individuals

Transitional Rent BH population of focus). * Counties will receive funding for Housing

DHCS expects MCPs and county BH will collaborate Interventions which aim to place and sustain
to ensure that members living with significant BH needs individuals living with significant BH needs in
are smoothly transitioned from Transitional Rent to permanent housing settings

BHSA-funded services. * Housing Interventions include, but are not limited

DHCS will release streamlined authorization to, rental subsidies, operating subsidies, landlord
procedures and referral processes to support MCP outreach and mitigation funds, participant
coordination with county BH. assistance funds, and capital development funding

10



Timeline for Stakeholder Engagement and Final Guidance for
Transitional Rent prior to July 1, 2025

DHCS will conduct continuous stakeholder engagement to inform final policy design, which will be released

in April.

» Model of Care (MOC): DHCS will release the MOC template in February for MCPs that are deciding to
opt-in to provide Transitional Rent in July 2025.

» Final Transitional Rent Guidance: DHCS will release the final Transitional Rent guidance in April.

» Stakeholder Engagement: DHCS will continue to routinely engage with MCPs, counties, housing
providers, and associations to discuss and solicit feedback on Transitional Rent service design.

11



Flexible Housing Subsidy Pools

DHCS released a TA Resource Paper and
Toolkit linked here. This purpose of this
resource is start creating opportunltles for
CAg§8 sps§[CAHEUDO U" {1 Us[I

Defining what a Flexible Housing
Subsidy Pool is;

Describing the key functions;

Describing the benefits and
components;

Providing information about the roles
and responsibilities for different
partnering organizations.

Transitional Rent and BHSA Housing
Interventions are part of a successful Flex
Pool.

|
| |
| |
| |
| |
| ) |
| County Behavioral |
| Health Department |
: Utilizes the Flex Pool to :
| administer the BHSA |
| Housing Interventions |
| |
| |
| |
| |
| |
1

Managed Care Plan

Utilizes the Flex Pool to
administer CalAIM
Community Supports,
including Transitional Rent
and Housing Deposits.

=)

County/City
Government

Utilizes the Flex Pool operator
to administer locally funded
programs as well as other
state-funded programs like
HHAP DSS Housing Programs,
and for support for the use of
federal vouchers.



https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhcs.ca.gov%2FDocuments%2FMCQMD%2FCommunity-Supports-February-2025-Service-Definition-Updates.pdf&data=05%7C02%7Cjsanchez2%40phi.org%7C5dd5bd1e4ef243bb4b3808dd4c56f1f4%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638750658528903630%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=se27ogJAkH7rhkZC9jAKSo6fONb6YpSnhyBrrhByjEM%3D&reserved=0

Flexible Housing

More information Is Subsidy POOIS
avallable at the

DHCS Housin for Health Receive TA via the Flex Pool Academy
website

Interested organizations can apply to receive tailored coaching through the

Flex Pool Academy.

Who should apply? What support will be provided?

t' b Any organization interested in serving as Each organization, and their partners, selected for TA via
Q u eS IO n S Can e the Flex Pool Lead Entity in their the Flex Pool Academy will receive tailored TA, which may
- community, such as: include:
S U b m Itte d tO « County departments + Support to host a local community kickoff for

visioning and relationship building

flexpools@DHCS.ca.gov sIlMePs

+ G0k Iead agendies * Ongoing support through personal coaching

sessions with the Flex Pool faculty to facilitate local
Interested organizations should have progress

identified potential partners to support
the Flex Pool model (e.g., Lead Entity,
funders)

* DHCS-hosted community convenings to build
relationships and learnings within and
across communities



https://www.dhcs.ca.gov/services/Pages/Housing-for-Health.aspx
https://www.dhcs.ca.gov/services/Pages/Housing-for-Health.aspx
mailto:flexpools@DHCS.ca.gov

~~

Community Supports
COMMUNITY SUPPORTS:

SELECT SERVICE DEFINITION SerV]_CQ DefinlthIl

UPDATES .
Nursing Facility Transition/Diversion to Assisted The neWIy released memo is linked hei and

Living Facilities provides the background, overview, and rationale of
Community Transition Services/Nursing Facility the refinements with accompanying’ updated
e e service definitions for the following Community

Asthma Remediation
Medically Tailored Meals/Medically Supportive SuppOl'tSZ

Food 1 Nursing Facility Transition/Diversion to Assisted Living

Released February 2025 Facilities _ N _ _ N
Effective July 2025 1 Community Transition Services/Nursing Facility

Transition to a Home
1 Asthma Remediation
1 Medically Tailored Meals/Medically Supportive Food

Questions can be submitted to

CalAIMECMILOS@dhcs.ca.govusing the emaill

e aéei EgsC | £#08 @' UNNeOAZECG Jé
LHCS ) 8 EAOACAUOaAT U

AAAAAAAAAAAAAAAAAAAAAA
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https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhcs.ca.gov%2FDocuments%2FMCQMD%2FCommunity-Supports-February-2025-Service-Definition-Updates.pdf&data=05%7C02%7Cjsanchez2%40phi.org%7C5dd5bd1e4ef243bb4b3808dd4c56f1f4%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638750658528903630%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=se27ogJAkH7rhkZC9jAKSo6fONb6YpSnhyBrrhByjEM%3D&reserved=0
mailto:CalAIMECMILOS@dhcs.ca.gov

CITED Round 4 Application Deadline
Now Open Through May 2, 2025

DHCS has decided to extend the Round 4 application deadline
to 11:59 p.m. PST on May 2, 2025.

CITED Resources:
ACITED Round 4 Information Session Slides

AHow to Make Your Grant Application Stronger Part 1 Slides
AHow to Make Your Grant Application Stronger Part 2 Slides

)


https://tpa-reference-material-prod.s3.us-west-2.amazonaws.com/2025-02-06T12%3A19%3A13.045146185_CITED%20Round%204%20Informational%20Session_Updated_FINAL.pdf
https://tpa-reference-material-prod.s3.us-west-2.amazonaws.com/2025-01-17T07%3A00%3A47.729850153_CITED%20Round%204%20How%20to%20Make%20Your%20Grant%20Application%20Stronger_PART1FINAL.pdf/
https://tpa-reference-material-prod.s3.us-west-2.amazonaws.com/2025-02-04T12%3A14%3A33.275531205_CITED%20Round%204%20How%20to%20Make%20Your%20Grant%20Application%20Stronger_PART2_FINAL_For%20Posting.pdf

Office Hours

Regional PATH CPI Office Hours hosted by PHIL:
) UbaC NAEFaa Uep eésUNAEO»
Getting Ready for 2025: PATH CITED Round 4
February 24 from 1:00 2:00 pm (Reqister here)

Statewide PATH CITED Office Hours hosted by PCG:
February 20 from 10:00 11:00 am (Register here)
February 27 from 10:00 11:00 am (Register here)
March 13 from 10:00 11:00 am (Register here)



https://pophealthinnovationlab-org.zoom.us/meeting/register/tZ0qcO6qqT4uHddqXe9IGtzCUxZ31t1ZaF4v
https://us06web.zoom.us/webinar/register/WN_fJc7o3BlR02TE-eolTjP8A
https://us06web.zoom.us/webinar/register/WN_j-yZQ3hTSamtYj_r5UFBnQ
https://us06web.zoom.us/webinar/register/WN_Da5-cFvGQL2hwN9t0cJhTA#/registration

<
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PATH CPI Events

Our next CPI regional meeting is in -
person!

Thursday, March 20t
11:00 2:00 PM
Sebastopol Center for the Arts
Sebastopol, Sonoma County

RSVP NOW!



https://www.eventbrite.com/e/march-convening-for-southwest-path-cpi-collaborative-tickets-1235018045219?aff=oddtdtcreator

0

A~

Academy for Hospitals and Health
Systems

A Hospltal executives, leaders, and staff are invited to join
HC” Strategies and Communities Lifting Communities for the
CalAIM Academy for Hospitals and Health Systems six -part
webinar series, starting in February 2025.
A& si »pUe O}y LAZFa aspAaesa EE I )
opportunities and strategies with CalAIM, with a focus on

practical tips, bright spots from the field, and connection
with others.

A See this flyer for more information and register now .



https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsecure-web.cisco.com%2F1GPtnt9mkQStLdwO3Bg2eqhT4tnvOh6N8g1tnz7FHGLecXnTOlA0X-CJ0E2eBVY4ei51sLsCnQWQpmulm8MrXV_v7_rKIwxZN7_32pVPHKaKwBCSwlld9G2TzCEAlcyhbDSCSOQaZbLk7dkcSR3XSLwLAyBXDja8XSJfhbOrBYOsZAq5utwDRRIJMQN7x21_AWL_Y-8wF861Hdi77OyYUh2X4ITLSAV_G1leR_o8sSQUXbk53e_87ocH5cpLxdUsE9YK72VykH7rFiWRmC7jKfJRm-IPnXqSA51A1skbn0na0bw3kBy6Kpi5ndHc_ZFFA-xKRDTzN2MGRJmgwYIj_xw%2Fhttps%253A%252F%252Flinkprotect.cudasvc.com%252Furl%253Fa%253Dhttps%25253a%25252f%25252fhc2strategies.com%25252f%2526c%253DE%252C1%252C9nuc-JLbohSrTw9Lzjkoa-hE7-myTmTJQIJqVsd8Qii28tX9JSUs4d5Q8kGR3-kUtDySI-KkOdC1GTfwWaNkG6xz9Yjpb9T-aAp_oSeHSMj2%2526typo%253D1&data=05%7C02%7Cjsanchez2%40phi.org%7Ccaaf41ca0dc64f7ad44708dd47ba490b%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638745588013817949%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=L3hDTyw06CpnG%2BBh0Fy87o98cS3Mpc6QZP%2FZg%2BoOcaQ%3D&reserved=0
https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsecure-web.cisco.com%2F1x50r1eVjjFabFfpz96StTKmr3eYLd_lEzqxMhOf5PcQdBF3EmQjzdIHB5sSUfWMQg0XeJM5_F1IZoIBeRN3CbgiKQHAAPH6e1bzaXo3_U5kggwIYABoWG3uFtiJ-PWFqrI9JeWWMS4x5D8jK84zSWda7zCmN91g813zNf3L4UdOv4EtK4kCcrWHBFfItpLmlkUT37rXwODCCZ1bHziUVnHq6VIlCxPshXNRitMGp26baoetNW6WON1oCDH7VOivN1nVwN113jSpEPouf6d4GGHVGpYQkgceaW6YcRRfVZjll-k0WlKd_y3sMimIstzfpxonyqRa0Ku78pNeupbT38Q%2Fhttps%253A%252F%252Flinkprotect.cudasvc.com%252Furl%253Fa%253Dhttps%25253a%25252f%25252fcommunities.hasc.org%25252f%2526c%253DE%252C1%252CwRjVPMMb7VNwI5eLjMa8MGLjwo8W0ycUDgIdVg3obR-WBGxcfJxNT6YaKnmnSPWmRs3_aGGH5MCGyhvSb6vRUnpSVIg351MOYItcCdmxxT4s-LlZNt0K4w%252C%252C%2526typo%253D1&data=05%7C02%7Cjsanchez2%40phi.org%7Ccaaf41ca0dc64f7ad44708dd47ba490b%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638745588013834286%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=5IJX0Ttc6TdU438HmcV1Q0DM18YOrsT%2B6QiGansKFtE%3D&reserved=0
https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fapp.box.com%2Fs%2Fl7hb3t1yi8d65a0165lbot6mnd70l8p8&data=05%7C02%7Cjsanchez2%40phi.org%7Ccaaf41ca0dc64f7ad44708dd47ba490b%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638745588013849853%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=RYeKtcr%2Bz65BclRSmMx7jilspF6SWR4r3hnauMJK9XI%3D&reserved=0
https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhasc-org.zoom.us%2Fmeeting%2Fregister%2FtJ0pcO-hqzorEtB2A2vELKdXGGTNf59Ifduq&data=05%7C02%7Cjsanchez2%40phi.org%7Ccaaf41ca0dc64f7ad44708dd47ba490b%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638745588013864542%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=rwGpSV0nv0wzH0Uow0PtRzzcmF5ilcAp34SWpX9F5MQ%3D&reserved=0

PHIL Events

A Northern Aces Collaborative (NAC) February 2025
Champion Convening

A Virtual discussion on California's Youth Behavioral Health
Ecosystem featuring:
A Tehama County Department of Education
A Butte County Office of Education

A Tuesday, February 24 from 12:30 ~ 2:00 pm (Redister here)
AThe PHIL Collective update

A Learn more about what PHIL is doing to support individuals and
communities dedicated to improving health, well -being, and
equity.

A PHIL Up Your Cup Series starts March 5

),



https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpophealthinnovationlab.us5.list-manage.com%2Ftrack%2Fclick%3Fu%3Db8206c8c52342b488f71fe5b2%26id%3Daa4639ee5d%26e%3D33b24cc214&data=05%7C02%7Cjsanchez2%40phi.org%7C2953ba94173a4faa95d508dd4ba1e1b5%7C2afa908d77274ee7a7a0b8f2b043520e%7C1%7C0%7C638749882927673488%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C80000%7C%7C%7C&sdata=14NAEVcTOTrSEJ36wJz7iVa%2BfZ8GBTMXiUr8o8zkxXI%3D&reserved=0
https://pophealthinnovationlab.org/welcome-to-the-phil-collective-your-place-for-all-things-collaboration/
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Resources You Can Rely On
California Department of Public Health (CDPH) works to protect
CA8 ééil FEs0a AS[I CA £O CA§ 1UI} 8
health outcomes for individuals, families and communities.

Protect Yourself from Flu



https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/Respiratory-Viruses/Home.aspx

