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Date: July 16, 2014
"To:  Stakeholders and Interested Parties
From: Karen Baylor, Deputy Director, Department of Health Care Services

The Department of Health Care Services is pursuing a Drug Medi-Cal (DMC) Organized
Delivery System Waiver Amendment that would amend DHCS’ current Section 1115
Bridge to Reform Demonstration Waiver. The amendment seeks to demonstrate how
organized substance use disorder care increases the success of DMC beneficiaries.

. This draft amendment reflects input provided.to the Department of Health Care Services
through the DMC Waiver. Advisory Workgroup and the geheral public. Pammpants in -
this stakeholder process have included count|es prov&der assomatlons Alcotiol and o

" Other Drug ‘counselor certn‘ymg ordanizations, managed care health plans, publlc
interest advocates, and legislative staff. The next Waiver Advnsory Group will be held

- on July 30, 2014, from 9:00am-4: 00pm at the California State Association of Counties

~ Conference Center. Additional meetmg mformatlon is avallable on DHCS’ websnte '

" located at http /www.dhcs.ca. qov/provqovpart/Paqes/MH SUD- -

Upcomqueetmqs aspx.

Enclosed for your review and input are the draft Special Terms and Conditions (STC’s).
The draft STC's have not been reviewed or approved by the Centers for Medicare and
Medicaid Services. There are also portions of the STC’s which would need federal
approval from the Substance Abuse and Mental Health Services Administration
(SAMHSA). These draft amendments reflect the programmatic components of the DMC .
Organized Delivery System Waiver Amendment. Financial provisions are still under
development, and will be provided at a later date. All stakeholders were encouraged to
submit comments to: MHSUDStakeholderInput@dhcs.ca.qov

,7» In counties that opt in, the draft amendments would change the following basic
characteristics of the DMC program, which is defined in the current State Plan
Amendment, by:

: Mental Health and Substance Use Disorder Services
Substance Use Disorder Compliance Division | Complaints and Counselor Certification Branch
1501 Capitol Avenue, P.O. Box 997413, MS 2601
Sacramento, CA 95899-7413
Phone: (916) 322-2911
Internet Address: http://www.DHCS.ca.gov




Continuum of Care: Putting together into a continuum of care those services
available to address substance use, including: early intervention, physician
consultation, outpatient treatment, case management, medication assisted
treatment, recovery services, recovery residence, withdrawal management, and
residential treatment. |
Assessment Tool: Establishing the American Society of Addiction Medicine
(ASAM) assessment tool to determine the most appropriate level of care so that
clients can enter the system at the appropriate level and step up or step down in
intensive services, based on their response to treatment.

Case Management and Residency: Providing case management services to
ensure that the client is moving through the continuum of care, and providing that
counties coordinate care for those residing within the county.

Selective Provider Contracting: Giving counties more authority to select quality
providers. Safeguards include providing that counties cannot discriminate ‘against
providers, that beneficiaries will have choice within a service area, and that a
county cannot limit access.

Provider Appeals Process: Creatmg a prowder contract appeal process where
+ providers can appeal to the county and then the state. State appeals Wlll focus .
solely on ensurlng network adequacy ~ -
Provider Certification: Partnering with counties to cer’ufy DMC providers, with
counties conducting application reviews and on-site reviews and issuing

- provisional certification, and the State Cross- Checkmg the prowder against its

. databases for final approval.. :
" Clear State and County | Roles Countles will be responsnble for overS|ght and -
monitoring of providers as specified in their county contract.

Coordination: Supporting coordination and integration across systems, such as
with the provision that counties enter into Memoranda of Understanding (MOUs)
with managed care health plans for referrals and coordination, providing that
county substance use programs collaborate with criminal justice partners.
Authorization and Utilization Management: Providing that counties authorize
services, with residential treatment required and others as counties determine,
and ensuring Utilization Management.

Workforce: Expanding service providers to include Licensed Practitioners of the
Healing Arts for the assessment of beneficiaries, and other functions within their
scope of practice.

Program Improvement: Promdting a consumer-focus, using evidence based
practices including medication assisted treatment services and increasing system
capacity for youth services.




CA Bridge to Health Reform
Drug Medi-Cal Organized Delivery System Waiver
(July 2014)

‘Druqg Medi-Cal Organized Delivery System

1. Drug Medi-Cal Eligibility and Delivery System. The “Drug Medi-Cal Organized
Delivery System (DMC-ODS)” provides a continuum of care modeled after the
ASAM Criteria for substance use disorder-treatment services, enables more local
control and accountability, provides greater administrative oversight, creates
utilization controls to improve care and efficient use of resources, implements
evidenced based practices in substance abuse treatm.ent,' and coordinates with
other systems of care. This approach provides the beneficiary with access to the
care and system interaction needed in order to achieve sustainable recovery.

_ The DMC-0ODS will demonstrate how organized substance use disorder care
creases the success:of: DIVIC beneficiaries while decreasmg;other system:
are costs,

. DMC BeneﬂCIarles

Substance- Related and Addictive Dlsorderswnth the exceptlon of
Tobacco-Related Disorders and Non- Substance Related Disorders,
and meet medical necessity criteria for services received as
determined by American. Socuety of Addiction Medicine (ASAM)
Criteria;

o Fitinto the DMC contlnuum of care of serwces based onthe
American Society of Addiction Medicine Criteria; and,

¢ Reside in a county that opts into the Demonstration Waiver.

ii. Intersection with the Criminal Justice System: Beneficiaries involved in the
criminal justice system often are harder to treat for SUD. While research
has shown that the criminal justice population can respond effectively to
treatment services, the beneficiary may require more intensive services.
Additional services for this population may include: -

e Eligibility: Counties recognize and educate staff and collaborative
partners that Parole and Probation status is not a barrier to expanded
Medi-Cal substance use disorder treatment services if the parolees
and probations are eligible.




e Lengths of Stay: Additional lengths of stay for withdrawal, residential,
—  and Recovery Residence services for criminal justice offenders if
assessed for need (e.g. up to 6 months residential).
o Promising Practices: Counties utilize promising practices such as Drug
Court collateral services.

b. Delivery System
DMC-Organized Delivery System is a Medi-Cal benefit in counties that choose
to opt into the Waiver. DMC-ODS shall be available as a Medi-Cal benefit for
individuals who meet the medical necessity criteria and receive DMC services
in their county of residence so long as the individual resides within the
geographic service area where DMC-ODS services are provided. Upon
approval of an implementation plan, the State will contract with the county to.
provide DMC-ODS services. The county will subcontract with DMC certified
provnders to provide all services outlined in the DMC-0ODS. Partmlpatlng

es with the, approval from the State, may develop egional deliver

; ned*below In orj,dﬁerfor
eet the following’iim“edioal

t;have one dlagnos‘ls fi ,the D|agno,st|o and Statlstloal Manualvaof A
ental Disorders (DSM) for'Substance-Related and Addictive Disorders -
th the exception of Tobaooo Related Dlsorders and Non- Substance—‘

. - Related Disorders; :

ii. Meetthe definition of medical neoeSSIty for services based on the ASAM
Criteria. Medical necessity pertains to necessary. care for biopsychosocial
severity and is defined by the extent and severity of problems in all six
multidimensional assessment areas of the patient. It should not be
restricted to acute care and narrow medical concerns (such as severity of
withdrawal risk as in Dimension 1); acuity of physical health needs (as in
Dimension 2); or Dimension 3 psychiatric issues (such as imminent
suicidality). Rather, medical necessity encompasses all six dimensions so
that a more holistic concept would be clinical necessity, necessity of care or
clinical appropriateness. ‘

d. DMC-ODS Eligibility Determination
Eligibility determination for the DMC-ODS benefit will be performed as follows:
i. The eligibility determination will be conducted by the county or county
contracted provider. When the county contracted provider conducts the
initial eligibility, it will be reviewed and approved by the county prior to




payment for services. Eligibility determinations can also be conducted
through a centralized assessment process.

ii. The initial eligibility determination for the DMC-ODS benefit will be
performed through a face-to-face review or telehealth by a Medical Director,
licensed physician, of Licensed Practitionerof the Healing Arts. LPHA),J
which includes the following: physician, an, licensed/waivered psychologlst
licensed/waivered/registered social worker, licensed/waivered/registered
marriage and family therapist, licensed/waivered/registered Licensed
Professional Clinical Counselor or registered nurse and nurse practitioners.
After establishing a diagnosis, the ASAM Criteria will be applied to
determine placement into«the level of assessed services.

iii. Eligibility for ongoing receipt of DMC-ODS is determined at least every six
months through the reauthorization process for individuals determined by
the Medical Director, licensed physician or LPHA to be clinically appropriate.

SAM Criteria .«

optlmlzlng‘ plao_r

approprl‘atenes:_

“services.

The ASAM Criteria provides a.consensus based model of placement criteria
and matches a patient’s severity of SUD iliness with treatment levels that runa
continuum marked by five basic levels of care, numbered Level 0.5 (early
intervention) through Level 4 (medically managed intensive inpatient services).

There are several ASAM training opportunities available for providers and
counties. Tﬂggwng series educates clinicians, counselors and
other professionals involved in standardizing assessment, treatment and
continued care. One-on-one consultation is also available to review individual
or group cases with the Chief Editor of the ASAM Criteria. Additionally, there is
a two-day training which provides participants with opportunities for skill
practice at every stage of the treatment process: assessment, engagement,
treatment planning, continuing care and discharge or transfer. There are also a
variety of webinars available.




- At a minimum, providers and staff conducting assessments are required to
complete the two e-Training modules entitled “ASAM Multidimensional :
Assessment” and “From Assessment to Service Planning and Level of Care. A
third module entitled, “Introduction to The ASAM Criteria” is recommended for
all county and provider staff participating in the Waiver.

f. Grievances and Appeals

i. Each County shall have an internal grievance process that allows a
beneficiary, or provider on behalf of the beneficiary, to challenge a denial of
coverage of services or denial of payment for. services by a participating
County. This process shall meet the requirements of 42 CFR Part 438,
Subpart F. '

_ii. The Department of Health Care Services will prov1de beneficiaries access to

- . a state fair hearing process that meets the requirements of 42 CFR Part

431, Subpart E. Beneficiaries must exhaust the County internal gnevance

,process befere enrellees may request a state fairhearing::A-bene

ASAM Crlterla Contmuum of Care Serwces and the DMC ODS Svstem

ASAM Title : Descrlption , Provider
Level of o
Care
05 Early Intervention | Assessment and education for at- | SBIRT Providers,
| risk individuals who do not meet DHCS Licensed DUI
diagnostic criteria for SUD Providers
1 Outpatient Services | Less than 9 hours of service/week DHCS Certified
(adults); less than 6 hours/week Outpatient F acilities
(adolescents) for recovery or "
motivational enhancem ent
therapies/strategies
2.1 Intensive Outpatient | 9 or more hours of service/week DHCS Certified
Services (adults); 6 or more hours/week Intensive Outpatient
(adolescents) to treat Facilities
multidimensional instability
2.5 Partial 20 or more hours of service/week DHCS Certified
Hospitalization for multidimensional instability not Intensive Outpatient
Services requiring 24-hour care Facilities




3.1 Clinically Managed
Low-Intensity

Residential Services

24-hour structure with available

of clinical service/week

trained personnel; at least 20 hours

DHCS Licensed
Residential Providers

3.3 Clinically Managed | 24-hour care with trained counselors | DHCS Licensed
Population-Specific | to stabilize multidimensional Residential Providers
High-Intensity imminent danger. Less intense
Residential Services | milieu and group treatment for those
with cognitive or other impairments
unable to use full active milieu or
therapeutic community
3.5 Clinically Managed | 24-hour care with trained counselors | DHCS Licensed
High-Intensity to stabilize multidimensional Residential Providers
Residential Services | imminent danger and prepare for
outpatient treatment. Able to.
tolerate and use full milieu or
therapeutic community
3.7 Medlcally Monltored_; -24-hour nursing care.with physician ..|.Chemical

hour/rday counselor‘avallablllty

4 nursing care and dally ’ iChemical Dependency
‘ X ERecovery Hospltal
- Services ' ’
oTP DHCS Llcensed NTP

Program

agonlst'medlcatlo an
avallab[e to maintain ...

Mamtenance Prov 'ers

with severe opleld use dlsorde)’" _

ASAM Criteria Withdrawal Services ( Detoxifibaﬁen/_Withdrawa| Management)

and the DMC-ODS System

Level of Withdrawal | Level Description Provider
Management . ‘ B ,

.| Ambulatory 1-WM | Mild withdrawal with daily or less DHCS Certified Outpatient
withdrawal than daily outpatient supervision. Facility with Detox Certification;
management without N ' Physician, NP/PA to prescribe;
extended on-site or OTP for opioids.
monitoring ‘

Ambulatory 2-WM | Moderate withdrawal with all day DHCS Certified Outpatient
withdrawal withdrawal management and Facility with Detox Certification;
management with support and supervision; at night Physician, NP/PA to prescribe;
extended on-site has supportive family or living or OTP for opioids.

monitoring situation.




Clinically managed 3.2- | Moderate withdrawal, but needs DHCS Licensed Residential
residential withdrawal | WM | 24-hour support to complete Facility with Detox Certification;
management withdrawal management and Physician, NP/PA to prescribe;
increase likelihood of continuing ability to promptly receive step-
treatment or recovery. downs from acute level 4.
Medically monitored 3.7- | Severe withdrawal, needs 24~hour | Chemical Dependency Recovery
inpatient withdrawal WM | nursing care & physician visits; Hospitals; ability to promptly
management unlikely to complete withdrawal receive step-downs from acute
management without medical level 4
monitoring.
Medically managed 4-WM | Severe, unstable withdrawal and Hospital, sometimes ICU.
intensive inpatient needs 24-hour nursing care and Physicians, NP/PA with
withdrawal daily physician visits to modify hospitalist skills, Chemical
management withdrawal management regimen | Dependency Recovery Hospital
and manage medical instability. :

eferral to Treatment
for alcohol mlsuse It

: behaworal counselmg mterventlons to reduce alcohol misuse and/or

referral to mental health and/or alcohol use disorder services, as
medically necessary. SBIRT attempts to intervene early with non-
addicted people, and to identify those who do have a substance use
disorder and need linking to formal treatment. This benefit is covered
under all Medi-Cal delivery systems. Managed Care Plans will make
referrals from SBIRT to the county for treatment through the DMC-ODS.
DUI: Driving Under the Influence Programs are mandated by the court
depending on the Blood Alcohol Content and number of DUI offenses.
California provides the Wet Reckless, first offender (3-month and 9-
month), and multiple offender programs (18-month and 30-month).
Completion of the program is a prerequisite to reinstitution of driving
privileges. An alcohol and drug assessment is required for all
participants upon enrolling in the DUI program. The DUI program is paid
for entirely with client fees and no government funding. DUI programs
will make referrals, after reviewing the assessment, to the county for
treatment through the DMC-ODS.




ii. Outpatient Services (ASAM Level 1) counseling services are provided to

beneficiaries less than 9 hours a week for adults and less than 6 hours a week
for adolescents when determined by a Medical Director or Licensed
Professional of the Healing Arts to be medically necessary. Services can be
provided by a certified counselor in any appropriate setting in the community.
Services can be provided in-person, by telephone or by telehealth.

The Components of Outpatient are:

Intake: The process of admitting a beneficiary into a substance use
disorder treatment program. Intake includes the evaluation or
analysis of substance use disorders; the diagnosis of substance use
disorders; and the assessment of treatment needs to provide
medically necessary services. Intake may include a physical
examination and laboratory testing necessary for substance use
disorder treatment.

IndIVldu 'I‘C unsellng Contacts between a benefici

related to substance Use treatmen orthe assessment of
the side effects or résults of that medloatlon conducted by staff
lawfully authorized to provide such services and/or order laboratory
testing within their scope of practice or licensure.

Collateral Services: Face-to-face sessions with therapists or
counselors and significant persons in the life of the beneficiary,
focused on the treatment needs of the beneficiary in terms of
supporting the achievement of the beneﬂCIary s treatment goals.
Significant persons are individuals that have a personal, not official or
professional, relationship with the beneficiary.

Crisis Intervention Services: Face-to-face contact between a
therapist or counselor and a beneficiary in crisis. Services shall
focus on alleviating crisis problems. “Crisis” means an actual relapse
or an unforeseen event or circumstance which presents to the
beneficiary an imminent threat of relapse. Crisis intervention
services shall be limited to the stablhzatlon of the beneficiary’s
emergency situation.

Treatment Planning: The provider shall prepare an individualized
written treatment plan, based upon information obtained in the intake




SR

:addiction-related problems Serwces can: be provrded by a certlfled

and assessment process. The-treatment plan will be completed upon
intake and then updated every subsequent 90 days unless there is a
change in treatment modality which would then require a new
treatment plan. The treatment plan shall include: a statement of
problems to be addressed, goals to be reached which address each
problem, action steps which will be taken by the provider and/or
beneficiary to accomplish identified goals, target dates for
accomplishment of action steps and goals, and a description of
services including the type of counseling to be provided and the
frequency thereof. Treatment plans have specific quantifiable
goal/treatment objectives related the beneficiary’s substance use
disorder diagnosis and multidimensional assessment. The freatment
plan will identify the proposed type(s) of interventions/modality that
includes a proposed frequency and duration. The treatment plan will
be consistent with the qualifying diagnosis and will be Slgned by the
beneficiary and.the: Medloal Dlrector or LPHA: s g

fcare, post treatment return or reentry lnto
and/or the llnkage of the m_dJVIduai to essentlal"

s -servrces a '
o maxrmum

counselor in any appropriate setting in the: community.  Services. can be
provided in-person, by telephone or by telehealth. -

The Components of Intensive Outpatlent are. (see Outpatlent Services for
definitions): : ~
e Intake :
Individual and/or Group Counseling
Patient Education
Medication Services
Collateral Services
Crisis Intervention Services
Treatment Planning
Discharge Services

Residential Treatment (ASAM Level 3) is a non-institutional, 24-hour non-

medical, short-term residential program that provides rehabilitation services
to beneficiaries with a substance use disorder diagnosis when prescribed by
a Licensed Professional of the Healing Arts. Residential services are




[ e & o

provided to non-perinatal and perinatal beneficiaries. These services are
intended to be individualized to treat the functional deficits identified in the
ASAM Criteria. In the residential treatment environment, an individual’s
functional cognitive deficits may require treatment that is primarily slower
paced, more concrete and repetitive in nature. The daily regimen and
structured patterns of activities are intended to restore cognitive functioning
and build behavioral patterns within a community. Each beneficiary shall five
on the premises and shall be supported in their efforts to restore, maintain
and apply interpersonal and independent living skills and access community
support systems. Providers and residents work collaboratively to define
barriers, set priorities, establish goals, create treatment plans, and solve
problems. Goals include sustaining abstinence, preparing for relapse
triggers, improving personal health and soc:|al functlonlng, and engagmg in
continuing care. ol : -

= ReSIdentlal _servlce_s‘ are prowded meHCS Ilcensed reSIdentlal facnlltles thaté

G store all; reSIdent medlca on-
facility staff members may assnst with reS|dent ] self—admmlstratlon of
medication.

" Collateral Services
Crisis Intervention Services
Treatment Planning
Transportation Services: Provision of or arrangement for transportatlon to
and from medically necessary treatment.
stcharge Services

Withdrawal Management (Levels 1, 2, 3.2, 3.7 and 4 in ASAM) services are

provided in a continuum of WM services as per the five levels of WM in the
ASAM Criteria when authorized by a Medical Director or Licensed
Professional of the Healing Arts as medically necessary. Each beneficiary
shall reside at the facility if receiving a residential service and will be
monitored during the detoxification process. Medically necessary habilitative
and rehabilitative services are provided in accordance with an individualized
client plan prescribed by a licensed physician, and approved and authorized
according to the state of California requirements.




The components of withdrawal management services are:

o Intake: The process of admitting a beneficiary into a substance use
disorder treatment program. Intake includes the evaluation or
analysis of substance use disorders; the diagnosis of substance use
disorders; and the assessment of treatment needs to provide
medically necessary services. Intake may include a physical

~ examination and laboratory testing necessary for substance use
disorder treatment.

o Observation: Beneficiaries are monitored every thirty minutes
throughout the 24-hour period in accordance with requirements.
Monitoring includes but is not limited to the beneficiary’s general
health status.

) Medleetlon SerVIces The prescrlptlon or admlnlstratlon related to

Medication Assisted Treatment'( : ‘
,.FDA approved medication for: alcoholdn other drug treatment currently
red under the formulary for pharmac benefit: mcludmg but notllimited to
”ethadone “buprenorphine: products and:hg Itrexone products l\/lethadone :
and buprenorphine products are medications provided as a treatment - '
service directed at serving the treatment of opioid dependence and is
- covered when prescribed by a physician and deemed medically necessary.
‘Naltrexone is a medication provided as a treatment service directed at
serving for the treatment of alcohol or opioid dependence and is covered in
.- oral and injectable form when prescribed by a physician and deemed
medically necessary. A patient must receive at least two counseling .
" sessions with a therapist or counselor every 30-day period or less if deemed
medically necessary by the Medical Director..

The Components of Medication Assisted Treatment are (see Outpatient
Treatment Services for definitions):
o Intake
e Individual and Group Counselmg
« Patient Education
e Medication Services -
Coliateral Services
Crisis Intervention Services

10




Vii.

viil.

e Treatment Planning

o Medical Psychotherapy: Type of counseling services consisting of a
face-to-face discussion conducted by the Medical Director of the
NTP on a one-on-one basis with the patient.

e Discharge Services

Recovery Residence: Recovery Residence (RR) provide a safe and healthy
living environment to initiate and sustain recovery from alcohol and other
drug use and improvement in one’s physical, mental, spiritual, and social
wellbeing. Recovery Residences may be divided into levels of support
based on the type as well as the intensity and duration of support that they
offer. WRGSMGHCGS will not be a CMS reimbursable service. The
State is working with the Substance ‘Abuse and Mental HealthSefvices
Administration (SAMSHA) to receive approval to use federal block grant
funds for this level of service. If the State does 1ot receive approval from

SAMSHA to use APT funds, thlsmodallty W|II be removgd

Cllent° reS|d|ng a RR are expeote" to- Ieave each day for
: 'actlwtles that support a planfor recovery support services
The county miust develop, for State: approval alocal process of ™
certifying and assuring that the RR services meet the crlterla
consistent with the Natlonal Alllance for Recovery Services
standards. ‘ :

e The county must provide monitoring and oversight of the RR and
must describe how it will ensure that the local process is belng '
administered.

" To qualify for RR, it must be defined as a treatment service mtegral to
the person’s overall recovery, and so specified in the treatment plan.

Recovery Services: Recovery services are important to the beneficiary’s
recovery and wellness. As part of the assessment and treatment needs of |
Dimension 6, Recovery Environment of The ASAM Criteria and during the
transfer/discharge planning process, beneficiaries will be linked to
applicable recovery services. The treatment community becomes a
therapeutic agent through which patients are empowered and prepared to
manage their health and health care. Therefore, treatment must emphasize
the patient's central role in managing their health, use effective self-

11




management support strategies, and organize internal and community
resources to provide ongoing self-management support to patients.
Services are provided as medically necessary for up to three years.

The components of Recovery Services are:
e Recovery Monitoring: Recovery coachlng, monitoring via telephone
and internet
o Substance Abuse Assistance: Outreach, peer-to-peer services,
relapse prevention, and substance abuse education
» Education and Job Skills: Life skills, employment services, JOb
training, and education services .
¢ Family Support: Childcare, parent education, child development
support services, family/marriage education
e Support-Groups: Self- help and support splntual and faith- based
support
AnCIl’ Y-S

'at Dl\/lC prowde'r sites; county lo

. regional lor y: entation plan.
Services ;

‘oertlﬁed

‘-..Cfase management servioes arer’cleﬁned as,ooofdinéting additional levels of

substance use disorder services including but not limited to, transition to a higher’
or lower level of care, coordinating with physical health plans and providers, and
interaction with the criminal justice system, if needed. Case management

- .services may be provided face-to-face, by telephone, or by telemedicine with the .

beneficiary and may be provided anywhere in the community.

- Case management services include:

o Comprehensive assessment and periodic reassessment of lndmdual
needs to determine the need for continuation of case management

~ services;
-« Development and periodic revision of a client plan that includes service

' activities;

o Communication, coordination, referral and related activities;

e Monitoring service delivery to ensure beneficiary access to service and the
' service delivery system; and,

¢ ~ Monitoring the beneficiary’s progress.

12




v. Physician Consultation Services include physician consultation services with
preferably American Society of Addiction Medicine Specialists or other addiction
specialist physicians. Physicians may consult, in person or via telemedicine, with
trained and certified physicians with the California Society of Addiction Medicine
Specialists or other California addiction specialist physicians. Counties may
contract with one or more CSAM specialists in order to provide the Medical
Director or Licensed Professional of the Healing Arts with consultation services
including but not limited to information pertaining to the effectiveness of medication
assisted treatment, prescribing medication to treat substance use disorders,
dosage recommendations, case recommendations

3. DMC-0ODS Provider Specifications
.. .DMC-ODS staff shall include: : o
a. Professional staff must be licensed, reglstered certlﬂed or recognlzed under
alifornia State scope of practlce statutes Professnonal staff shall provlde :

Pro sS|onai and non- professm' | staff are \qtured to have appropr
erience and- any necessary-training at theitime of: hlrmg S
.. d. Registered and certified alcohol and other drug ‘counselors must adhete to.all.
" .requirements in the Callforma Code of Regulations, Title 9, Chapter 8.

4 Respons;bllltles of Countles for DMC ODS Beneflts
.. The responsibilities of counties for the DMC-ODS benefit shall be consistent with
‘each counties contract with DHCS and shall include that counties do the foIIowmg
a. Selective Provider Contracting Requirements for Counties: Counties may
choose the DMC providers to participate in the DMC-ODS. DMC providers
not contracted with by a county Cannot receive a direct contract with the
State.

i. Beneficiary Selection: Beneficiaries will be glven a choice of providers in
their service area.

ii. Access: Access cannot be limited in any way when counties select
providers. Access to services must remain at the current level and/or
expand upon implementation of the waiver. The county shall maintain
and monitor a network of appropriate providers that is supported by
written agreements for subcontractors and that is sufficient to provide
adequate access to all services covered under this Waiver. In

13




. Vopl‘ords County refer to anary Care Provider.(PCP)s. Referral ,by the

establishing and monitoring the network the county must consider the
following:

a. The anticipated number of Medi-Cal eligible clients.

'b. The expected utilization of services, taking into account the
characteristics and substance use disorder needs of beneficiaries.

c. The expected number and types of providers in terms of training
and experience needed to meet expected utilization.

d. The number of network providers who are not accepting new

- beneficiaries.

e. The geographic location of providers and their accessibility to
beneficiaries, considering distance, travel time, means of
transportation ordinarily used by Medi-Cal beneficiaries, and
physioal access for disable beneficiaries.

. Medication Assisted Treatment Services: Counties must descnbe in their
lmplementatlen plan how they WIllﬂguarantee aceessito- i

ounty would ComeZWIth agreements between*County and PCP
services required. - ‘

" Outpatient certified: prov1ders could utilize buprenorphlne or naltrexone

products for addiction to opioids.- A’ Physician's Assistant, Nurse
Practitioner or Reglstered Nurse could be utmzed for portions of the
medical management.. ' -

_Increase the use of Naltrexone Itis nota soheduled narcotic so any

physician may prescribe it-in pill or injection form in an ODF or PCP
setting with managed care.

-A private or county:NTP'licensed facility could act as the DMC parent with

medication units in outlying areas where methadone and buprenorphine
products could be used.

A licensed NTP could have mobile units for outlylng areas. [f Counties
participated and the Counties have their own pharmacies this is another
option. Mobile units can have counseling areas and conduct urinalysis
collection. '

. Selection Criteria; In selecting providers, counties:

Must have written policies and procedures for selection, retention,
credentialing and re-credentialing of providers.

14




¢ Must not discriminate against persons who require high-risk or
specialized services.

e Must not discriminate against for-profit organizations.

¢ May not discriminate in the selection, reimbursement, or indemnification
of any provider who is acting within the scope of their certification.

s Include the following provider requirements in the contract:

o Provide the six quality aims for health care services outlined by the
Institute of Medicine. According to IOM, high quality care is safe,
effective, patient-centered, timely, efficient and equitable;

o Possess the necessary license and/or certification;

o Maintain a safe facility;

o Maintain client records in a manner that meets state and federal
standards;

o Meet quality assurance standards and any additional standards
establlshed by the oounty as part of Credentlahng or other

- -the State/Coun ty contract. - :
3. Providérs that submit a bid tor be a contract prov1der but are
not selectéd, must exhaust the county’s protest procedure if a
provider wishes-to challenge the denial to the Department of
Health Care Servrces (DHCS)

ii. DHCS Appeat Prooess :

1. A provider may appeal to DHCS followmg an unsuccessful
contract protest, if the contract was denied because the county
has an adequate network of providers to meet beneficiary
need.

2. A provider may not appeal to DHCS a county’s decision not to
contract for any other reason including allegations of violations
of Federal or State equal employment opportunity laws.

3. A provider shall have 10 calendar days from the conclusion of
the county protest period to submit an appeal to the DHCS.
Untimely appeals will not be considered. The provider shall
serve a copy of its appeal documentation on the county. The
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appeal documentation, together with a proof of service, may be
served by certified mail, facsimile, or personai delivery.

4. The provider shall include the following documentation to
DHCS for consideration of an appeal:

a. Response to the county’s solicitation document;

b. County’s written decision not to contract

c. Documentation submitted for purposes of the County
protest;

d. Decision from county protest; and

e. Evidence supporting the basis of appeal.

5. The county shall have 10 calendar days from the date set forth
on the provider’s proof of service to submit its written response
with supporting documentation to DHCS. The county shall
serve a copy of its response, together with a proof of service, to
‘the provider by certified mail, facsimile, or personal delivery.

6 “Within-10 calendar days of recelvmg?th :nty s ertten ;

8

the modality a esue no. furthei actlen will be reqwred of the
9. The deolsnonzlssued by DHCS shall be fmal

b. Authorization: Counties must authorize r,esidenti,al services within 5 days of the
service being provided to the beneficiary. .Authorization of other services is
optional for the county. If the county chooses to authorize other services, the
county must establish specific timeframes for authorization. Counties will review
the DSM and ASAM Criteria to ensure that the beneficiary meets the
requirements for the service. Counties shall have written policies and procedures
for processing requests for initial and continuing authorization of services.
Counties are to have a mechanism in place to ensure that there is consistent
application of review criteria for authorization decisions and shall consult with the
requesting provider when appropriate. Counties are to meet the established
timelines for decisions for service authorization.

c. County Implementation Plan; Counties must submit to the State a plan on their
implementation of DMC-ODS. The State will provide the format for the
implementation plan. Counties cannot commence services without an approved
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implementation plan. County implementation plans must ensure that providers
are appropriately certified for the services contracted, implementing at least two
evidenced based practices, trained in ASAM Criteria, and participating in efforts
to promote culturally competent service delivery. Counties will describe how they
will increase adolescent services. Counties will also describe how they will
phase in the additional services within the Waiver which the County does not
currently have established.

Counties will be provided a transition period of one year after approval of the
implementation plan in order to build system capacity, provide training,
implement the required services as outlined in 4d and create the necessary
county systems as described in the Waiver. Upon State approval of the

. implementation plan, counties will be able.to bill back to the date the

. .. implementation plan was submitted to the State.

utlined:in :t';He»oh:

“’)VIde the follownng servnoes t
regional- model wit

, counties may.implemen
lde the requ|red serwoes‘,;

P I Ser\./;ige RN ~,'Requ|reda_ R Optiona'l' .'
“.EarlyzIntervention o SBIRT - ST IS '
o o DU

* | Outpatient-Services o ' Outpatient

"o Interisive Outpatient

_| Residential ~ o. . Atleast biie IeVel of'service | e Additional levels -

| Withdrawal Management | o . At [6ast.one level of serVICe‘_,' e _Additional level§
| 'Medication Assisted Tx o”_..Requ“*ed ) g N B

'| Recovery Residence » ., ..o | e Optional
Recovery.Services . Requnred
Case Management e . Required '
Physician Consultation o ... <. | &« QOptional

e. DMC Cettification: Counties, consistent with federal and state requirements,
will be responsible for issuing DMC certifications for non-county providers. The
process will consist of application review, conducting the initial onsite review and
issuing the provisional certification. The State will be responsible for reviewing
and approving the DMC Disclosure Statemént and issuing the final certification.

‘Once the provisional certification is issued, the provider can begin providing and .-

billing for services. The State will alsobe responsible for certifying county
operated DMC programs.

f. Coordination with DMC-ODS Providers: Counties will include the following
provider requirements within their contracts with the providers.
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o Culturally Competent Services: Providers are responsible to provide
culturally competent services. Providers must ensure that their policies,
procedures, and practices are consistent with the principles outlined and
are embedded in the organizational structure, as well as being upheld in
day-to-day operations.

o Medication Assisted Treatment: Providers will have procedures for
linkage/integration for beneficiaries requiring medication assisted
treatment. Provider staff will regularly communicate with physicians of
clients who are prescribed these medications assuming the client has
signed a 42 CFR part 2 compliant release of information for this purpose.

o Evidenced Based Practices: Providers will implement at least two of the
following evidenced based treatment practices (EBPs)based on the
timeline established in the county implementation plan. Counties will

“ensure the providers have implemented EBPs. The State will monitor the
|mplementatlon of EBP’s durlng reV|ews The requrred Evrdenced based

directive coun'selmg stratedy.designed to»-explore and reduce a-
person s ambl\/alence toward treatment_.};Thls approach fréquently

’ -cope w1th the pote ttlal for relap ;,RPT‘ an be used as a'stand-
_ albne substarice use treatment program:oras an aftercare:”
program to sustain: gams achreved durmg mrtlal substance use

treatment. :

o Trauma-Informed Treatment Servrces must take into account an
understanding of trauma, and place prrorlty on trauma survivors'
safety, choice and control. ‘

o Psycho-Education: Psycho- educatronal groups are desngned to

educate clients about substance abuse; and related behaviors and

consequences. Psycho-educational groups provide information -

designed to have a direct application to clients’ lives; to instill self- .

awareness, suggest options for growth and change, identify

community resources that can assist clients in recovery, develop -
an understanding of the process of recovery; and prompt people:
using substances to take action on-their own behalf.

g. Beneficiary Access Number: All counties shall have a toll free number for
prospective beneficiaries to call to access DMC-ODS services.

h. Coordination with Managed Care Plans:
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5 MCP I’\/IOU iVlOU 'S should at a mlnlmum include bldlrectlonal referral protocols

The following elements should be implemented at the point of care to ensure

clinical integration:

o Comprehensive substance use, physical, and mental health screening;

o Beneficiary engagement and participation in an integrated care program as
needed;

» Shared development of care plans by the beneficiary, caregivers and all
providers;

o Care coordination and effective communication among providers;

« Navigation support for patients and carégivers; and

e Facilitation and tracking of referrals between systems.

The participating county shall enter into @ memorandum of understanding (MOU)
-with any Medi-Cal managed care plan that enrolls beneficiaries served by the
DMC-0ODS. This requirement can be met through an amendment to the MHP-

MC OoDS. prov1ders to ensure Compllanc‘ ‘and,
tandards -access;’ and dellvery of quahty care
ha C

ce based practlces threugh the |mplemen _

57 moniitoring. | f:”””“f“ Ce

- b: Reporting of Activity: The state will report activity consistent with the Quarterly .
" . and Annual Progress Reports as set forth in this Waiver, ‘Section'{V, General

Reporting Requirements. Such oversight; monltonng and reportlng shall include all
of the following:
i.  Enrollment information to include the number of DMC ODS beneﬂcuanes
served in the DMC-ODS program. ' °
ii. Summary of operational, policy development issues, complaints,
grievances and appeals. The State will also include any trends discovered,
the resolution of complaints and any actlons taken or to be taken to prevent
such issues, as appropriate. -

c. Triennial Reviews: During the triennial reviews, the State will review the status
of the QI Plan and the county monitoring activities. This review will include the
counties service delivery system, beneficiary protections, access to services,
authorization for services, compliance with regulatory and contractual
requirements of the waiver, and a beneficiary records review. This triennial
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review will provide the State with information as to whether the counties are
complying with their responsibility to monitor their service delivery capacity. The
counties will receive a final report summarizing the findings of the triennial review
and if out of compliance, the county must submit a plan of correction (POC)
within 60 days of receipt of the final report.

6. DMC-ODS County Oversight, Monitoring and Reporting.
The contract with the state and counties that opt into the waiver, require counties to
have a Quality Improvement Plan that includes the counties plan to monitor the
service delivery, capacity as evidenced by a description of the current number, types
and geographic distribution of substance use disorder services. For counties that
have an integrated mental health and substance use disorders department, this

Quality Improvement Plan may be combined with the MHP Quality Improvement
Plan. -

. Th ;county shall haveaQuahtylmprovement commlttee te e_vnew=th L

, ountles Wl|| have a Utmzatlon Management (UM) Program assunng that
beneficiaries have appropriate access to substance use disorder services;
. medical necessity has been established and the beneficiary is at the , ‘
~ appropriate ASAM level of care. and that the interventions are- appropnate for .
the diagnosis and level of care..
d Counties will coordinate with the evaluatlon reqUIred by the Walver

7. Access in Service Delivery Non- PartICIpatmg Countles :
Standard DMC services approved through SPA 13-038 will be available to all
beneficiaries in all counties. Beneficiaries that reside in a Waiver County will
receive Waiver benefits. County eligibility will be based on the MEDs file.
Counties that do not opt into the Waiver are only allowed to perform services
outlined in the approved state plan amendment for DMC services. Beneficiaries
receiving services in counties which do not opt into the Waiver will not have
access to the services outlined in the DMC-ODS.

8. Financing _
Financial provisions are coming at a later date.
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