












CENTERS FOR MEDICARE & MEDICAID SERVICES 
EXPENDITURE AUTHORITY 

 
NUMBER: 11-W-00193/9 

 
TITLE: California Bridge to Reform Demonstration 

AWARDEE: California Health and Human Services Agency 

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made 
by California for the items identified below, which are not otherwise included as expenditures 
under section 1903 of the Act shall, for the period of this demonstration, be regarded as 
expenditures under the State’s title XIX plan.   The expenditure authority period of this 
demonstration is from the effective date identified in the demonstration approval letter through 
October 31, 2015, except that the expenditure authority for the SNCP Uncompensated Care, 
Delivery System Reform Incentive Pool (Item I.c below.) and Designated State Health Care 
Programs (Item I.b below) extends through October 31, 2015, and the expenditure authority for 
the SNCP Uncompensated Care for certain services for Indian Health Service (IHS) and tribal 
facilities (Item I.f.2 below) extends through December 31, 2014. 

 
The following expenditure authorities shall enable California to implement the California Bridge 
to Reform Demonstration. There are additional individual limitations on expenditure authorities 
as outlined below. 

 
I. SAFETY NET CARE POOL PROGRAM 

 
Subject to an overall cap on the Safety Net Care Pool (SNCP), the following expenditure 
authorities are granted for the period of the Demonstration: 

 
Provider and Program Support: Authority for (a) (b), and (c) shall apply from the 

effective date identified in the demonstration approval letter through October 31, 2015. 
 

a. Uncompensated Care.  Expenditures for care and services that meet the definition of 
‘medical assistance’ contained in section 1905(a) of the Act that are incurred by 
hospitals, providers and clinics for uncompensated medical care costs of medical 
services provided to Medicaid eligible or uninsured individuals, and to the extent that 
those costs exceed the amounts paid to the hospital pursuant to section 1923 of the 
Act. 

 
b. Designated State Health Care Programs (DSHP). Expenditures for DSHP, which 

are otherwise state-funded programs that provide services as specified in the funding 
and reimbursement protocol for the SNCP. 

 
1. Expenditures for medical care under: 

i. Breast and Cervical Cancer Treatment Program (BCCTP); 
ii. Medically Indigent Adults/Long Term Care (MIA/LTC) Program; 
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iii. California Children’s Services (CCS) Program, individuals in the 

Medicaid State plan are excluded; 
iv. Genetically Handicapped Persons Program (GHPP); 
v. Expanded Access to Primary Care (EAPC); and 

vi. AIDS Drug Assistance Program (ADAP). 
vii. Departmental of Developmental Services (DDS) 

viii. County Mental Health Services 
2. Expenditures for workforce development programs related to medically 

disadvantaged service areas: 
i. Office of Statewide Health Planning & Development 

a. Song Brown HealthCare Workforce Training 
b. Health Professions Education Foundation Loan Repayment 
c. Mental Health Loan Assumption. 
d. Training program for medical professionals at CA Community 

Colleges, CA State Universities, and the University of California. 
 

c. Delivery System Reform Incentive Pool.  Expenditures for incentive payments from 
a Delivery System Reform Incentive Pool and from July 1, 2012, through December 
31, 2013, expenditures for incentive payments for the HIV Transition Projects 
defined in STC 39.c.v. of the Delivery System Reform Incentive Pool. 

 
d. New Health Care Coverage Initiative (HCCI) Recipient:  From July 1, 2011 

through December 31, 2013, expenditures for New HCCI Recipients defined in 
Paragraphs 39 and 52 of the STCs who have family incomes above 133 through 200 
percent of the FPL based on available funding as described in the Safety Net Care 
Pool STCs. 

 
e. Existing Health Care Coverage Initiative (HCCI) Recipient: From the effective 

date identified in the demonstration approval letter through December 31, 2013, 
expenditures for Existing HCCI Recipients defined in Paragraphs 39 and 52 of the 
STCs whose family income is above 133 through 200 percent of the FPL, based on 
available funding as described in the Safety Net Care Pool STCs. 

 
f. Uncompensated care for Indian Health Service (IHS) and tribal facilities: 

Expenditures for supplemental payments to participating IHS and tribal facilities to 
take into account the burden of: 
1) uncompensated primary care services furnished to uninsured individuals with 
incomes up to 133 percent of the Federal Poverty Line (FPL) who are not enrolled in 
a Low-Income Health Program (LIHP);and 
2) uncompensated services for which Medi-Cal coverage was eliminated by SPA 09- 
001, furnished to such uninsured individuals and to individuals enrolled in the Medi- 
Cal program. 

 
Computation of such payments shall be based on the applicable published IHS 
encounter rate. 
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II. DEMONSTRATION POPULATION 

 
A. New and Existing Medicaid Coverage Expansion (MCE) Recipient:  From the 

effective date identified in the demonstration approval letter through December 31, 2013, 
expenditures for medical assistance furnished to individuals who meet county residency 
requirements of a participating county, U.S. citizenship or qualified alien requirements, 
are not eligible for Medicaid or CHIP, are not pregnant, are between 19 and 64 years of age, 
have family incomes at or below a county-established standard that shall not exceed 133 percent 
of the FPL. 

 
B. Healthy Family Program (HFP) Transition Children and New Enrollees: Effective 
January 1, 2013 through no later than December 31, 2013, expenditures for medical assistance 
furnished to uninsured children with family income up to 250 percent of the FPL not otherwise 
eligible under the state plan who are either: a) transition children previously enrolled in the state’s 
separate CHIP who meet the conditions for phased-in enrollment in the demonstration population 
described in Section XVIII.E of the STCs; or b) new enrollees who would otherwise meet the 
eligibility criteria for enrollment in  the state’s approved separate CHIP. 

 
III. Expenditures Related to Delivery Systems for the Low Income Health Populations. 

 
A. Expenditures under contracts with county-based delivery systems that do not meet the 

requirements in section 1903(m)(2)(A) of the Act regarding managed care 
organizations (MCOs), specified below.  The county-based delivery systems providing 
services under this demonstration shall meet all requirements of section 1903(m)(2)(A) 
except the following: 

 
1. Section 1903(m)(2)(A)(vi) insofar as it requires compliance with section 1932(a)(4) 

of the Act regarding the ability of enrollees to disenroll from a managed care entity. 
Enrollees’ right to disenroll from a county-based delivery system will be restricted 
to the conditions detailed within STC paragraph 66 entitled “Disenrollment of 
Recipients.” 

2. Section 1903(m)(2)(A)(xii) but only insofar as it requires compliance with section 
1932(a)(3)(A) in counties without health-insuring organizations by offering a 
choice of at least two managed care organizations to enrollees.  Enrollees shall have 
a choice of at least two primary care providers, and may request change of primary 
care provider at least at the times described in Federal regulations at 42 CFR 
438.56(c). 

3. Section 1903(m)(2)(A)(xii) but only insofar as it requires compliance with section 
1932(b)(2) regarding payment of emergency services furnished by non-contracted 
providers.  Payments made by county-based delivery systems for out-of-network 
emergency services may differ from the requirements in statute. 

4. Section 1903(m)(2)(A)(xii) but only insofar as it requires compliance with section 
1932(b)(5) regarding network adequacy. The State will be required to ensure that 
county-based delivery systems comply with the network adequacy requirements set 
forth in the STCs. 

5. Section 1903(m)(2)(A)(xii) but only insofar as it requires compliance with section 
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1932(c)(1) and Federal regulations at 42 CFR 438.200-204 regarding development 
of a State quality strategy.  The State will not be required to develop a quality 
strategy but will be required to ensure that county-based delivery systems comply 
with the standards and requirements set forth in the STCs. 

6. Section 1903(m)(2)(A)(xii) but only insofar as it requires compliance with section 
1932(c)(2) regarding an external independent review of managed care activities. 
The State will not be required to provide for an external quality review of county- 
based delivery systems. 

7. Section 1903(m)(2)(A)(xii) but only insofar as it requires compliance with section 
1932(d)(2) regarding marketing restrictions. The county-based delivery systems do 
not have to comply with the limitations on marketing activities. 

 
IV. Expenditures Related to Community Based Adult Services (CBAS) and Enhanced 

Case Management (ECM). 
A. CBAS Benefits – From April 1, 2012 through August 31, 2014, expenditures for 

CBAS services furnished to individuals who meet the level of care or other 
qualifying criteria. 

B. ECM Benefits – From April 1, 2012 through August 31, 2014, expenditures for 
ECM services furnished to individuals who meet the level of care or other 
qualifying criteria. 

 
V. Expenditures Related to the Drug Medi-Cal Organized Delivery System (DMC-

ODS) 
A. DMC-ODS –expenditures not otherwise eligible for Federal Financial 

Participation may be claimed for covered services furnished to DMC-ODS 
beneficiaries who are residents in facilities that meet the definition of an Institution 
for Mental Disease.  These facilities include, but are not limited to, Free Standing 
Psychiatric treatment centers, Chemical Dependency Recovery Hospitals, and 
DHCS licensed residential facilities for residential treatment, and withdrawal 
management services.  

 
Title XIX Requirements not Applicable 

 

All requirements of the Medicaid program expressed in law, regulation, and policy statement, 
not expressly identified as not applicable in the list below, shall apply to expenditures for the 
Low Income Health (HCCI and MCE) populations. 

 
1. Reasonable Promptness Section 1902(a)(8) only waived for purposes below 

 
To enable individual counties to cap enrollment and maintain waiting lists for applicants. 

 
2. Amount, Duration, and Scope of Services Section 1902(a)(10)(B) 

 
To enable California to vary the level of benefits to individuals within each demonstration 
population by county and to provide benefit packages in the Low Income Health program 
that differ from the state Plan benefit package and vary among the Low Income Health 
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program. 
 

3. Cost Sharing Requirements  Section 1902(a)(14) insofar 
as it incorporates Section 1916 

 
To enable California to impose premiums, enrollment fees, deductions, cost sharing, and 
similar charges that exceed the statutory limitations to individuals enrolled in the Low 
Income Health program. 

 
4. Retroactive Eligibility Section 1902(a)(34) 

 
To enable California to waive or modify the requirement to provide medical assistance for 
up to three months prior to the date that an application for assistance is made for the Low 
Income Health program. 

 
5. Early Periodic Screening Diagnosis and Treatment (EPSDT) Section 1902(a)(43) 

 
To the extent necessary to enable the State to not provide coverage of early and periodic 
screening, diagnostic and treatment services to 19- and 20-year-old individuals in the Low 
Income Health program. 

 
6. Comparability Section 1902(a)(17) 

 
To permit the state to apply differences in eligibility standards among counties for the Low 
Income Health program. 

 
7. Single State Agency Section 1902(a)(5) 

 
To the extent necessary to enable the California to allow county health department 
employees to determine eligibility for the Low Income Health program. 

 
8. Periodic Redeterminations of Medicaid Eligibility Section 1902(a)(17) 

 
To the extent necessary to enable the counties to not to perform redeterminations for Low 
Income Health program beneficiaries between October 1, 2013 and December 31, 2013. 
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Enclosure 1 

CA Bridge to Health Reform 
Drug Medi-Cal Organized Delivery System Waiver  

Standard Terms and Conditions (STCs) 
(November 2014) 

 
Drug 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 
American Society of Addiction Medicine (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 treatment, 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-ODS will 
demonstrate how organized substance use disorder care increases the success 
of DMC beneficiaries while decreasing other system health care costs. 

 
a. DMC Beneficiaries  

i. DMC-ODS beneficiaries: 
• Have no age restrictions to receive DMC-ODS services;  
• Are self-referred or receive referral by another person or 

organization, including but not limited to, physical health providers, 
law enforcement, family members, mental health care providers, 
schools, and county departments; 

• Derive their Medicaid eligibility from the State Plan and meet the 
Diagnostic and Statistical Manual of Mental Disorders (DSM) for 
Substance-Related and Addictive Disorders with the exception of 
Tobacco-Related Disorders and Non-Substance-Related Disorders, 
and meet medical necessity criteria for services received as 
determined by the ASAM Criteria; 

• Fit into the DMC continuum of care of services based on the ASAM 
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: 
• 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 probationers are eligible. 
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• Lengths of Stay: Additional lengths of stay for withdrawal and 
residential services for criminal justice offenders if assessed for need 
(e.g. up to 6 months residential; 3 months FFP with a one-time 30-day 
extension if found to be medically necessary and if longer lengths are 
needed, other county identified funds can be used).  

• Promising Practices: Counties utilize promising practices such as Drug 
Court 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 reside in a county that 
opts into the waiver.  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 providers or provide county-operated services to 
provide all services outlined in the DMC-ODS.  Counties may also contract with 
a managed care plan to provide services.  Participating counties with the 
approval from the State may develop regional delivery systems for one or more 
of the required modalities or request flexibility in delivery system design or 
comparability of services. Counties may act jointly in order to deliver these 
services. 

 
c. DMC-ODS Program Eligibility Criteria  

The DMC-ODS benefit shall be available to all beneficiaries who meet the 
requirements of Standard Terms and Conditions (STCs) 1(a) and for whom 
DMC-ODS is available based on STC 1(b) and who qualify based on the 
medical criteria outlined below. In order for Drug Medi-Cal reimbursement, the 
beneficiary must meet the following medical necessity criteria: 

i. Must have one diagnosis from the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) for Substance-Related and Addictive Disorders with 
the exception of Tobacco-Related Disorders and Non-Substance-Related 
Disorders; 

ii. Must meet the ASAM Criteria definition of medical necessity for services 
based on the ASAM Criteria.  Medical necessity encompasses all six 
dimensions so that a more holistic concept would be clinical necessity, 
necessity of care or clinical appropriateness.  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 must 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).   

 
d.  DMC-ODS Eligibility Determination   

Eligibility determination for the DMC-ODS benefit will be performed as follows:  
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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.   

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, or Licensed Practitioner of the Healing Arts (LPHA), 
which includes the following: physician, licensed/waivered psychologist, 
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. 

 
e. 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.   

ii. The Department of Health Care Services will provide beneficiaries access to 
a state fair hearing process. 

 
2. DMC-ODS Benefit and Individual Treatment Plan (ITP) 

Standard DMC services approved through the State Plan Benefit 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 access federal funding 
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.   

 
DMC Services State Benefit Plan 

(Non-Waiver) 
Opt-In Waiver 

Outpatient/Intensive 
Outpatient 

X X 

NTP X X 
Residential Perinatal Only X (one level) 
Withdrawal Management  X (one level) 
Additional MAT  X 
Recovery Services  X 
Case Management  X 
Physician Consultation  X  
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The following services shall be provided to all eligible DMC-ODS beneficiaries for the 
identified level of care as follows.  DMC-ODS benefits include a continuum of care that 
ensures that clients can enter SUD treatment at a level appropriate to their needs and 
step up or down to a different intensity of treatment based on their responses.   
 

ASAM Criteria Continuum of Care Services and the DMC-ODS System 
 

ASAM 
Level of 

Care 

Title Description Provider 

1 Outpatient Services Less than 9 hours of service/week 
(adults); less than 6 hours/week 
(adolescents) for recovery or 
motivational enhancement 
therapies/strategies 

DHCS Certified 
Outpatient Facilities 

 

2.1 Intensive Outpatient 
Services 

9 or more hours of service/week (adults); 
6 or more hours/week (adolescents) to 
treat multidimensional instability 

DHCS Certified 
Intensive Outpatient 
Facilities 

2.5 Partial 
Hospitalization 

Services 

20 or more hours of service/week for 
multidimensional instability not requiring 
24-hour care 

DHCS Certified 
Intensive Outpatient 
Facilities 

3.1 Clinically Managed 
Low-Intensity 

Residential Services 

24-hour structure with available trained 
personnel; at least 20 hours of clinical 
service/week and prepare for outpatient 
treatment. 

DHCS Licensed 
Residential Providers 

3.3 Clinically Managed 
Population-Specific 

High-Intensity 
Residential Services 

24-hour care with trained counselors to 
stabilize multidimensional imminent 
danger. Less intense milieu and group 
treatment for those with cognitive or 
other impairments unable to use full 
active milieu or therapeutic community 
and prepare for outpatient treatment. 

DHCS Licensed 
Residential Providers 

3.5 Clinically Managed 
High-Intensity 

Residential Services 

24-hour care with trained counselors to 
stabilize multidimensional imminent 
danger and prepare for outpatient 
treatment.  Able to tolerate and use full 
milieu or therapeutic community 

DHCS Licensed 
Residential Providers 

3.7 Medically Monitored 
Intensive Inpatient 

Services 

24-hour nursing care with physician 
availability for significant problems in 
Dimensions 1, 2, or 3. 16 hour/day 
counselor availability 

Chemical Dependency 
Recovery Hospitals; 
Free Standing 
Psychiatric hospitals 

4 Medically Managed 
Intensive Inpatient 

Services 

24-hour nursing care and daily physician 
care for severe, unstable problems in 
Dimensions 1, 2, or 3. Counseling 
available to engage patient in treatment 

Chemical Dependency 
Recovery Hospitals, 
Hospital; Free Standing 
Psychiatric hospitals 

OTP Opioid Treatment 
Program 

Daily or several times weekly opioid 
agonist medication and counseling 
available to maintain multidimensional 
stability for those with severe opioid use 
disorder 

DHCS Licensed OTP  
Maintenance 
Providers,  licensed 
prescriber  
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ASAM Criteria Withdrawal Services (Detoxification/Withdrawal Management)  

and the DMC-ODS System 
 

Level of Withdrawal 
Management 

Level Description Provider 

Ambulatory 
withdrawal 
management without 
extended on-site 
monitoring 

1-WM Mild withdrawal with daily or less 
than daily outpatient supervision. 

DHCS Certified Outpatient 
Facility with Detox Certification; 
Physician, licensed prescriber; 
or OTP for opioids.  

Ambulatory 
withdrawal 
management with 
extended on-site 
monitoring 

2-WM Moderate withdrawal with all day 
withdrawal management and 
support and supervision; at night 
has supportive family or living 
situation. 

DHCS Certified Outpatient 
Facility with Detox Certification; 
licensed prescriber; or OTP.   

Clinically managed 
residential withdrawal 
management 

3.2-
WM 

Moderate withdrawal, but needs 
24-hour support to complete 
withdrawal management and 
increase likelihood of continuing 
treatment or recovery. 

DHCS Licensed Residential 
Facility with Detox Certification; 
Physician, licensed prescriber; 
ability to promptly receive step-
downs from acute level 4. 

Medically monitored 
inpatient withdrawal 
management 

3.7-
WM 

Severe withdrawal, needs 24-
hour nursing care & physician 
visits; unlikely to complete 
withdrawal management without 
medical monitoring. 

Chemical Dependency 
Recovery Hospitals; Free 
Standing Psychiatric hospitals; 
ability to promptly receive step-
downs from acute level 4 

Medically managed 
intensive inpatient 
withdrawal 
management 

4-WM Severe, unstable withdrawal and 
needs 24-hour nursing care and 
daily physician visits to modify 
withdrawal management regimen 
and manage medical instability. 

Hospital, sometimes ICU,  
Chemical Dependency 
Recovery Hospitals; Free 
Standing Psychiatric hospitals 

 
 
Counties are required to provide the following services outlined in the chart below.  
Upon State approval, counties may implement a regional model with other counties or 
contract with providers in other counties in order to provide the required services. 

 
 

Service Required Optional 
Outpatient Services • Outpatient 

• Intensive Outpatient 
• Partial 

Hospitalization 
Residential • At least one level of service • Additional levels 
Withdrawal Management • At least one level of service • Additional levels 
Medication Assisted Tx • Required  
Recovery Services • Required  
Case Management • Required  
Physician Consultation  • Optional 
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i. Outpatient Services (ASAM Level 1) counseling services are provided to 

beneficiaries up to 9 hours a week for adults and less than 6 hours a 
week for adolescents when determined by a Medical Director or Licensed 
Practitioner of the Healing Arts to be medically necessary.  Services can 
be provided by a licensed professional or 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 determining that a beneficiary meets the 
medical necessity criteria and a beneficiary is admitted 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. 

• Individual Counseling: Contacts between a beneficiary and a 
therapist or counselor.  Services provided in-person, by telephone or 
by telehealth qualify as Medi-Cal reimbursable units of service. 

• Group Counseling: Face-to-face contacts in which one or more 
therapists or counselors treat two or more clients at the same time 
with a maximum of 12 in the group, focusing on the needs of the 
individuals served.   

• Family Therapy:  The effects of addiction are far-reaching and 
patient’s family members and loved ones also are affected by the 
disorder.  By including family members in the treatment process, 
education about factors that are important to the patient’s recovery as 
well as their own recovery can be conveyed.  Family members can 
provide social support to the patient, help motivate their loved one to 
remain in treatment, and receive help and support for their own family 
recovery as well. 

• Patient Education: Provide research based education on addiction, 
treatment, recovery and associated health risks. 

• Medication Services: The prescription or administration of medication 
related to substance use treatment services, or the assessment of 
the side effects or results of that medication 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 beneficiary’s treatment goals.  
Significant persons are individuals that have a personal, not official or 
professional, relationship with the beneficiary. 
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• Crisis Intervention Services: 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 stabilization of the beneficiary’s emergency situation.  

• Treatment Planning: The provider shall prepare an individualized 
written treatment plan, based upon information obtained in the intake 
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 or significant event that 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 treatment 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 signed by the beneficiary and the Medical 
Director or LPHA. 

• Discharge Services: The process to prepare the beneficiary for 
referral into another level of care, post treatment return or reentry into 
the community, and/or the linkage of the individual to essential 
community treatment, housing and human services. 
 

ii.  Intensive Outpatient Treatment (ASAM Level 2.1) structured programming 
services are provided to beneficiaries a minimum of nine hours with a 
maximum of 19 hours a week for adults and a minimum of six hours with a 
maximum of 19 hours a week for adolescents when prescribed by a Medical 
Director or Licensed Practitioner of the Healing Arts to be medically 
necessary. Services consist primarily of counseling and education about 
addiction-related problems. 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 Intensive Outpatient are (see Outpatient Services for 
definitions): 

• Intake 
• Individual and/or Group Counseling 
• Patient Education 
• Family Therapy  
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• Medication Services 
• Collateral Services 
• Crisis Intervention Services 
• Treatment Planning 
• Discharge Services 

 
iii. 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 Practitioner of the Healing Arts.  Residential services are 
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 live 
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 social functioning, and engaging in 
continuing care.   

 
Residential services are provided in DHCS licensed residential facilities that 
also have DMC certification.  Residential services can be provided in 
facilities with no bed capacity limit.  The length of residential services range 
from 1 to 90 days with a 90-day maximum for adults and 30-day maximum 
for adolescents; unless medical necessity authorizes a one-time extension 
of up to 30 days. Peri-natal clients may receive a longer length of stay 
based on medical necessity.  Adolescents require shorter lengths of stay 
and should be stabilized and then moved down to a less intensive level of 
treatment. 

 
The components of Residential Treatment Services are (see Outpatient 
Services for definitions): 

• Intake 
• Individual and Group Counseling 
• Patient Education 
• Family Therapy 
• Safeguarding Medications: Facilities will store all resident 

medication and facility staff members may assist with resident’s 
self-administration of medication. 

• Collateral Services 
• Crisis Intervention Services  
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• Treatment Planning  
• Transportation Services: Provision of or arrangement for 

transportation to and from medically necessary treatment. 
• Discharge Services 

 
iv. 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 
Practitioner 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: 
 

• 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. 

• Observation:  The process of monitoring the beneficiary’s course of 
withdrawal. To be conducted as frequently as deemed appropriate for 
the beneficiary and the level of care the beneficiary is receiving.  This 
may include but is not limited to observation of the beneficiary’s 
health status.  

• Medication Services: The prescription or administration related to 
substance use disorder treatment services, or the assessment of the 
side effects or results of that medication, conducted by staff lawfully 
authorized to provide such services within their scope of practice or 
license. 

• Discharge Services: The process to prepare the beneficiary for 
referral into another level of care, post treatment return or reentry into 
the community, and/or the linkage of the individual to essential 
community treatment, housing and human services. 
 

v. Medication Assisted Treatment (ASAM OTP Level 1) includes the    
ordering, prescribing, administering, and monitoring of all medications for 
substance use disorders. Opioid and alcohol dependence, in particular, 
have well established medication options. The current reimbursement 
mechanisms for medication assisted treatment (MAT) will remain the same 
except for adding buprenorphine and disulfiram to the DMC waiver benefit 
package for opt-in counties.  The goal of the Waiver for MAT is to open up 
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options for patients to receive MAT by requiring MAT services in all counties, 
educate counties on the various options pertaining to MAT and provide 
counties with technical assistance to implement any new services.  These 
medications are available both inside and outside of Drug Medi-Cal 
programs as detailed in the following table:  
 

Medication TAR* Required Availability 
Methadone No Only in NTP/OTP 
Buprenorphine Yes, unless 

provided in an 
NTP/OTP 

Pharmacy Benefit, 
NTP/OTP 

Naltrexone tablets No Pharmacy Benefit, 
Medical Benefit, DMC 
Benefit 

Naltrexone long-acting 
injection 

Yes Pharmacy Benefit, 
Medical Benefit 

Disulfiram No Pharmacy Benefit, 
NTP/OTP 

Acamprosate Yes Pharmacy Benefit  
Naloxone No Pharmacy Benefit 

  *TAR (Treatment Authorization Request) 
 

A patient must receive at minimum of fifty minutes of counseling sessions 
with a therapist or counselor for up to 200 minutes per calendar month, 
although additional services may be provided based on medical necessity.   

 
The Components of Medication Assisted Treatment are (see Outpatient 
Treatment Services for definitions): 

• Intake 
• Individual and Group Counseling 
• Patient Education 
• Medication Services 
• Collateral Services 
• Crisis Intervention Services 
• Treatment Planning 
• 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. 

• Discharge Services 
 

vi. 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/transition 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 
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and health care.  Therefore, treatment must emphasize the patient’s central 
role in managing their health, use effective self-management support 
strategies, and organize internal and community resources to provide 
ongoing self-management support to patients.  Services are provided as 
medically necessary.   

 
The components of Recovery Services are: 

• Recovery Monitoring: Recovery coaching, monitoring via telephone 
and internet 

• Substance Abuse Assistance: Outreach, peer-to-peer services, 
relapse prevention, and substance abuse education 

• Education and Job Skills: Linkages to life skills, employment 
services, job training, and education services 

• Family Support: Linkages to childcare, parent education, child 
development support services, family/marriage education 

• Support Groups: Linkages to self-help and support, spiritual and 
faith-based support 

• Ancillary Services: Linkages to housing assistance, transportation, 
case management, individual services coordination 

 
vii. Case Management:  Counties will coordinate case management services.  

Case management services can be provided at DMC provider sites, county 
locations, regional centers or as outlined by the county in the implementation 
plan; however, the county will be responsible for determining which entity 
monitors the case management activities.  Services may be provided by a 
Licensed Practitioner of the Healing Arts or certified or certified eligible 
counselor.  

 
Counties will be responsible for coordinating case management services for 
the SUD client.  Counties will also coordinate a system of case management 
services with physical and/or mental health in order to ensure appropriate 
level of care. 

 
Case management services are defined as a service that assist a beneficiary 
to access needed medical, educational, social, prevocational, vocational, 
rehabilitative, or other community services. These services focus on 
coordination of SUD care, integration around primary care especially for 
beneficiaries with a chronic substance use disorder, 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: 

• Comprehensive assessment and periodic reassessment of individual 
needs to determine the need for continuation of case management 
services; 
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• Transition to a higher or lower level SUD of care; 
• Development and periodic revision of a client plan that includes service 

activities; 
• Communication, coordination, referral and related activities; 
• Monitoring service delivery to ensure beneficiary access to service and the 

service delivery system;  
• Monitoring the beneficiary’s progress; and, 
• Patient advocacy, linkages to physical and mental health care, 

transportation and retention in primary care services. 
 

iv. Physician Consultation Services include physician consultation services with 
preferably American Board of Addiction Medicine Specialists or other addiction 
specialist physicians and clinical pharmacists.  Counties are required to provide 
technical assistance opportunities within their Implementation Plan to connect 
SUD and physical health providers with experts in the SUD field. Physicians may 
consult, in person or via telemedicine, with trained and certified physicians in the 
field of addiction medicine or addiction psychiatry.  Counties may contract with 
one or more addiction medicine or psychiatry specialist in order to provide the 
Medical Director or Licensed Practitioner 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, management of unusual or difficult cases, 
and level of care recommendations.  

 
3. DMC-ODS Provider Specifications  

DMC-ODS staff shall include: 
a. Professional staff must be licensed, registered, certified, or recognized under 

California State scope of practice statutes. Professional staff shall provide 
services within their individual scope of practice and receive supervision 
required under their scope of practice laws. Licensed Practitioner of the Healing 
Arts includes: Physician, Nurse Practitioners, Physician Assistants, Registered 
Nurses, Registered Pharmacists, Licensed Clinical Psychologist (LCP), 
Licensed Clinical Social Worker (LCSW), Licensed Clinical Professional 
Counselor (LCPC), and Licensed Marriage and Family Therapist (LMFT) and 
licensed-eligible practitioners working under the supervision of licensed 
clinicians.   

b. Non-professional staff shall receive appropriate on-site orientation and training 
prior to performing assigned duties. Non-professional staff will be supervised by 
professional and/or administrative staff.  

c. Professional and non-professional staff are required to have appropriate 
experience and any necessary training at the time of hiring.   

d. Registered and certified alcohol and other drug counselors must adhere to all 
requirements in the California Code of Regulations, Title 9, Chapter 8. 
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4.   Responsibilities of Counties for DMC-ODS Benefits 
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 following.   

a. Selective Provider Contracting Requirements for Counties: Counties may 
choose the DMC providers to participate in the DMC-ODS. DMC certified 
providers that do not receive a county contract cannot receive a direct 
contract with the State in counties which opt into the waiver. 

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

ii. Access: Each county must ensure that all required services covered 
under the DMC-ODS program are available and accessible to enrollees 
of the DMC-ODS waiver program.  
 
The DMC-ODS waiver program is administered locally by each 
demonstration county and each county provides for, or arranges for, 
substance use disorder treatment for Medi-Cal beneficiaries. 
Access cannot be limited in any way when counties select providers.  
Access to State Plan services must remain at the current level 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 establishing and 
monitoring the network the county must consider the following: 

• The anticipated number of Medi-Cal eligible clients. 
• The expected utilization of services, taking into account the 

characteristics and substance use disorder needs of beneficiaries. 
• The expected number and types of providers in terms of training 

and experience needed to meet expected utilization. 
• The number of network providers who are not accepting new 

beneficiaries. 
• The geographic location of providers and their accessibility to 

beneficiaries, considering distance, travel time, means of 
transportation ordinarily used by Medi-Cal beneficiaries, and 
physical access for disable beneficiaries. 

• Require its providers to meet Department standards for timely 
access to care and services. 

 
iii. Medication Assisted Treatment Services: Counties must describe in their 

implementation plan how they will guarantee access to medication 
assisted treatment services.  Counties currently with inadequate access 
to medication assisted treatment services must describe in their 
implementation plan how they will provide the service modality. 
 
Counties are encouraged to increase medication assisted treatment 
services by exploring the use of the following interventions:  
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• Establish programs for buprenorphine in primary care. 
• Provide buprenorphine onsite in OTP’s for patients requiring a 

higher level of care. 
• Extend OTP programs to remote locations using mobile units and 

contracted pharmacies which may have onsite counseling and 
urinalysis. 

• Implement medication management protocols for alcohol 
dependence including naltrexone, disulfiram, and acamprosate. 
Alcohol maintenance medications may be dispensed onsite in 
OTPs or prescribed by providers in outpatient programs. 

• Provide ambulatory alcohol detoxification services in settings such 
as outpatient programs, OTPs, and contracted pharmacies. 

• Design and implement a naloxone distribution program for DMC-
ODS beneficiaries.  

 
iv. Selection Criteria: In selecting providers, counties:  

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

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

• Must not discriminate against for-profit organizations. 
• Must not discriminate in the selection, reimbursement, or 

indemnification of any provider who is acting within the scope of 
their certification. 

• Must 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 Be trained in the ASAM Criteria prior to providing services; 
o Meet quality assurance standards and any additional 

standards established by the county as part of credentialing 
or other evaluation process; 

o Provide for the appropriate supervision of staff; 
 

v. Contract Denial: Counties shall serve providers that apply to be a 
contract provider but are not selected a written decision including the 
basis for the denial. 

i. County Protest: Any solicitation document utilized by counties for 
the selection of DMC providers must include a protest provision. 
• Counties shall have a protest procedure for providers that are 

not awarded a contract. 
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• The protest procedure shall include requirements outlined in 
the State/County contract.  

• Providers that submit a bid to be a contract provider, but are 
not selected, must exhaust the county’s protest procedure if a 
provider wishes to challenge the denial to the Department of 
Health Care Services (DHCS). 
 

ii. DHCS Appeal Process: 
1. A provider may appeal to DHCS, following 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 
appeal documentation, together with a proof of service, may be 
served by certified mail, facsimile, or personal 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 receiving the county’s written 
response to the provider’s appeal, DHCS will set a date for the 
parties to discuss the respective positions set forth in the 
appeal documentation.  A representative from DHCS will be 
present to facilitate the discussion. 

7. If following the facilitated discussion, DHCS determines the 
county does not have adequate access for the modality at 
issue, the county must submit a Corrective Action Plan (CAP) 
to DHCS.  The CAP must detail how the county will remedy the 
access issue.  DHCS may remove the county from participating 
in the Waiver if the CAP is not implemented. 
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8. If DHCS determines that the county has adequate access for 
the modality at issue, no further action will be required of the 
county. 

9. The decision issued by DHCS shall be final. 
 

b. Authorization: Counties must authorize residential services within 5 business 
days of the service being provided to the beneficiary.  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 
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 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 the STCs and create the 
necessary county systems as described in the Waiver.  Counties will describe in 
the implementation plan how over the course of the Waiver time period, the 
county will provide or establish services to achieve the ultimate goal that all 
beneficiaries shall receive the least intensive clinically appropriate level of care 
identified on the ASAM Criteria.  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. 
 
d. State-County Contract: DHCS will require a State-County contract with opt-in 
Waiver counties.  The contract will provide further detailed requirements 
including but not limited to access, monitoring, appeals and other provisions.  
CMS will review and approve the State-County contract.   
 
e. Coordination with DMC-ODS Providers: Counties will include the following 
provider requirements within their contracts with the providers. 

• 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 
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are embedded in the organizational structure, as well as being upheld in 
day-to-day operations.  Translation services must be available for 
beneficiaries, as needed. 

• 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. 

• 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 
implementation of EBP’s during reviews. The required EBP include: 

o Motivational Interviewing: A client-centered, empathic, but directive 
counseling strategy designed to explore and reduce a person's 
ambivalence toward treatment. This approach frequently includes 
other problem solving or solution-focused strategies that build on 
clients' past successes. 

o Cognitive-Behavioral Therapy: Based on the theory that most 
emotional and behavioral reactions are learned and that new ways 
of reacting and behaving can be learned. 

o Relapse Prevention: A behavioral self-control program that 
teaches individuals with substance addiction how to anticipate and 
cope with the potential for relapse. Relapse prevention can be 
used as a stand-alone substance use treatment program or as an 
aftercare program to sustain gains achieved during initial 
substance use treatment. 

o Trauma-Informed Treatment: Services must take into account an 
understanding of trauma, and place priority on trauma survivors’ 
safety, choice and control. 

o Psycho-Education: Psycho-educational groups are designed 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. 
 

f. Beneficiary Access Number:  All counties shall have a toll free number for 
prospective beneficiaries to call to access DMC-ODS services.  Oral 
interpretation services must be made available for beneficiaries, as needed. 

 
g. Coordination with Managed Care Plans:   
The following elements should be implemented at the point of care to ensure 
clinical integration: 
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• Comprehensive substance use, physical, and mental health screening; 
• Beneficiary engagement and participation in an integrated care program 

as needed; 
• Shared development of care plans by the beneficiary, caregivers and all 

providers; 
• Collaborative treatment planning with managed care; 
• Care coordination and effective communication among providers; 
• Navigation support for patients and caregivers; and 
• Facilitation and tracking of referrals between systems. 
 

The participating county shall enter into a memorandum of understanding (MOU) 
with any Medi-Cal managed care plan that enrolls beneficiaries served by the 
DMC-ODS.  This requirement can be met through an amendment to the Mental 
Health Plan-Managed Care Plan MOU.  MOU’s should at a minimum include 
bidirectional referral protocols between plans, the availability of clinical 
consultation, including consultation on medications, the management of a 
beneficiary’s care, including procedures for the exchanges of medical information 
and a process for resolving disputes between the county and the Medi-Cal 
managed care plan that includes a means for beneficiaries to receive medically 
necessary services while the dispute is being resolved. 
 

5.   DMC-ODS State Oversight, Monitoring, and Reporting.  
a. Monitoring Plan: The State shall maintain a plan for oversight and monitoring of 
DMC-ODS providers and counties to ensure compliance and corrective action with 
standards, access, and delivery of quality care and services.  
 
Timely Access. The state must ensure that demonstration counties comply with 
network adequacy and access requirements, including that services are delivered 
in a culturally competent manner that is sufficient to provide access to covered 
services to Medi-Cal population. Providers must meet standards for timely access 
to care and services, considering the urgency of the service needed.  
  
Program Integrity. The State has taken action to ensure the integrity of oversight 
processes and will continue to closely monitor for any wrongdoing that impacts the 
DMC-ODS.  The State will continue to direct investigative staff, including trained 
auditors, nurse evaluators and peace officers to continue to discover and eliminate 
complex scams aimed at profiting from Medi-Cal.  Efforts include extensive mining 
and analyzing of data to identify suspicious Drug Medi-Cal providers; designating 
DMC providers as “high risk” which requires additional onsite visits, fingerprinting 
and background checks; and  regulations that strengthen DMC program integrity 
by clarifying the requirements and responsibilities of DMC providers, DMC Medical 
Directors, and other provider personnel.  The State shall require DMC providers 
that are actively billing to submit to a recertification process every five years.  In 
addition, providers that have not billed DMC in the last 12 months have been and 
will continue to be decertified. 
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The State will ensure that the counties are providing the required services in the 
DMC-ODS, including but not limited to the proper application of the ASAM Criteria, 
through the initial approval in the county implementation plan and the through 
ongoing county monitoring.   

 
b. Reporting of Activity: The State will report activity consistent with the Quarterly 
and Annual Progress Reports as set forth in this Waiver, Section IV, General 
Reporting Requirements. Such oversight, monitoring and reporting shall include all 
of the following:  

i. Enrollment information to include the number of DMC-ODS beneficiaries 
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 actions 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 Quality Improvement 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 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. 

a. The county shall have a Quality Improvement committee to review the quality of 
substance use disorders services provided to the beneficiary.  For counties with 
an integrated mental health and substance use disorders department, the 
county may use the same committee as required in the MHP contract.  

b. The QI committee shall recommend policy decisions; review and evaluate the 
results of QI activities; institute needed QI actions, ensure follow-up of QI 
process and document QI committee minutes regarding decisions and actions 
taken. The monitoring of accessibility of services outlined in the Quality 
Improvement Plan will at a minimum include: 

i. Timeliness of first face to face appointment 
ii. Timeliness of services for urgent conditions 
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iii. Access to after-hours care 
iv. Responsiveness of the beneficiary access line 
v. Strategies to reduce avoidable hospitalizations 
vi. Coordination of physical and mental health services with waiver 

services at the provider level 
vii. Assessment of the beneficiaries’ experiences 

 
c. Counties will have a Utilization Management (UM) Program assuring 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 appropriate for 
the diagnosis and level of care. 

d. Counties will provide the necessary data and information required in order to 
comply with the evaluation required by the Waiver. 

 
7. Financing 

Counties will propose county-specific rates and the State will approve the rates.  
If during the rate setting process, the State denies the proposed rates, the county 
will be provided the opportunity to adjust the rates and resubmit to the State. The 
State will retain all approval of the rates in order to assess that the rates are 
sufficient to ensure access to available DMC-ODS waiver services.  Rates will be 
set in the State and County contract.  For county-operated services, the county 
will follow all CPE principles. 

 
8. Evaluation 

Through an existing contract with DHCS, University of California, Los Angeles, 
(UCLA) Integrated Substance Abuse Programs will conduct an evaluation to 
measure and monitor the outcomes from the DMC ODS Waiver.  The design of 
the DMC-ODS evaluation will focus on the four key areas of access, quality, cost, 
and integration and coordination of care.  California will utilize the SUD data 
system currently in place known as the California Outcomes Measurement 
System (CalOMS).  CalOMS captures data from all SUD treatment providers 
which receive any form of government funding.  The CalOMS data set, along with 
additional waiver specific data, will enable the State to evaluate the effectiveness 
of the DMC-ODS.  The state will submit the complete design of the evaluation 
within 60 days of the approval of the amendment. 
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Attachment A: Operational Protocol 
 
ASAM Criteria 
A primary goal underlying the ASAM Criteria is for the patient to be placed in the most 
appropriate level of care.  For both clinical and financial reasons, the preferable level of 
care is that which is the least intensive while still meeting treatment objectives and 
providing safety and security for the patient.  The ASAM Criteria is a single, common 
standard for assessing patient needs, optimizing placement, determining medical 
necessity, and documenting the appropriateness of reimbursement.  ASAM Criteria 
uses six unique dimensions, which represent different life areas that together impact 
any and all assessment, service planning, and level of care placement decisions.  The 
ASAM Criteria structures multidimensional assessment around six dimensions to 
provide a common language of holistic, biopsychosocial assessment and treatment 
across addiction treatment, physical health and mental health services. 
 
The ASAM Criteria provides a consensus based model of placement criteria and 
matches a patient’s severity of SUD illness with treatment levels that run a 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.  
The ASAM eTraining 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.  With assistance from the State, counties will facilitate ASAM 
provider trainings.   
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Pro Forma TC Copy of DMC-ODS Waiver Amendment Budget Neutrality

State of California
1115 Waiver
Total Computable

FY 10-11 FY11-12 FY12-13 13-14 14-15

WITHOUT WAIVER Trend Rates Trended FY09 Trended FY10

2013 Managed 
Care Expansion 
historical data 

0607-1011

CCI ammendment 
historical data     
06/07 - 10/11

10/11 - 11/12 trend 
for dual eligibles

FY12-13 Actual 
DMC

FY13-14 Projected 
DMC DY06 DY07 DY08 DY09 DY10 5 Year Total

MEGS CMS-64 reporting form (if applicable)

PMPM
State Plan Groups

Family - COHS 5.30% $171.68 $180.78 $190.36 $199.61 $206.82
Family - COHS 5.30% $163.04 $171.68 $180.78 $190.36 $202.66 $215.41
Expansion Family COHS 5.30% $139.87 $165.52 $176.30

Family - TPM/GMC 5.30% $150.40 $158.37 $166.76 $177.02 $182.61
Family - TPM/GMC 5.30% $142.83 $150.40 $158.37 $166.76 $177.81 $189.25
Expansion Family TPM/GMC 5.30% $131.12 $155.30 $165.55

SPD - COHS 7.40% $1,069.73 $1,148.89 $1,233.91 $1,660.90 $1,750.03
Existing SPD's - COHS 7.40% $927.40 $996.03 $1,069.73 $1,148.89 $1,233.91 $1,704.12 $1,815.28
Expansion SPDs - COHS 7.40% $714.09 $889.15 $959.28
Expansion SPDs - Humboldt PACE 7.40% $714.09 $889.15 $950.10

SPD - TPM/GMC 7.40% $730.43 $784.48 $842.53 $801.95 $864.87
Existing SPD's - TPM/GMC 7.40% $633.24 $680.10 $730.43 $784.48 $842.53 $801.93 $864.41
Special Populations-SPD's 7.40% $633.24 $680.10 $730.43 $784.48 $842.53 $801.93 $864.41
Expansion SPDs - TPM/GMC 7.40% $646.94 $805.96 $869.94

Special Populations-Spec. Needs Child. 3.28% $1,390.66 $1,436.27 $1,483.38 $1,532.04 $1,582.29
Duals - COHS $428.67 $439.25

Existing Duals - COHS 2.47% $420.01 -2.8% $428.67 $439.25
Expansion Duals - COHS 2.47% $420.01 -2.8% $428.67 $439.25
Expansion Duals - Humboldt PACE 2.47% $420.01 -2.8% $428.67 $439.25

Duals - TPM/GMC $114.23 $117.97
Existing Duals - TPM/GMC 3.28% $110.17 -2.8% $114.23 $117.97
Expansion Duals - TPM/GMC 3.28% $110.17 -2.8% $114.23 $117.97

CCI - COHS
Cal-Medi-Connect - COHS 1.61% $640.15 -2.8% $642.42 $652.77
MLTSS Duals - COHS 1.61% $640.15 -2.8% $642.42 $652.77
MLTSS Family - COHS 5.30% $202.99 $213.75
MLTSS SPDs - COHS 7.40% $1,892.75 $2,032.81

CCI - TPM/GMC
Cal-Medi-Connect - TPM/GMC 3.40% $697.36 -2.8% $724.71 $749.35
MLTSS Duals - TPM/GMC 3.40% $697.36 -2.8% $724.71 $749.35
MLTSS Family - TPM/GMC 5.30% $178.35 $187.81
MLTSS SPDs - TPM/GMC 7.40% $978.60 $1,051.02

DMC (roll-up of county specific for participating counties) $530.13 $615.49 $680.37

Hypothetical Populations
MCE 5.00% $300.00 $315.00 $330.75 $347.29
ECM 3.16% $10.00 $10.00 $10.00 $10.00 $10.00 $10.00
CBAS 3.16% $861.31 $888.53 $916.60 $945.57 $975.45 $1,130.95

Revised Member Months (January 2012)
State Plan Groups

Family - COHS 7,456,116            7,530,677            7,605,984            8,368,969               3,797,605               
Family - COHS 1.00% 7,456,116 7,530,677 7,605,984 7,682,044 2,963,108
Expansion Family COHS 1.00% 686,925 834,497

Family - TPM/GMC 36,909,574          37,278,670          37,651,457          39,418,058             7,541,496               
Family - TPM/GMC 1.00% 36,909,574 37,278,670 37,651,457 38,027,971 5,430,371
Expansion Family TPM/GMC 1.00% 1,390,087 2,111,125

SPD - COHS 1,064,064            1,074,705            1,085,452            3,418,738               2,882,407               
Existing SPD's - COHS 1.00% 1,064,064 1,074,705 1,085,452 3,237,442 2,662,677
Expansion SPDs - COHS 1.00% 181,294 219,717
Expansion SPDs - Humboldt PACE 1.00% 2 14

SPD - TPM/GMC 1,773,473            4,061,876            5,500,366            7,350,927               3,000,011               
Existing SPD's - TPM/GMC 1.00% 1,745,286 1,762,739 1,780,366 3,592,302 1,306,161
Special Populations-SPD's 1.00% 28,187 2,299,137 3,720,000 3,720,000 1,445,596
Expansion SPDs - TPM/GMC 1.00% 38,625 248,254

Special Populations-Spec. Needs Child. 888,456 915,110 1,356,036 1,396,717 1,438,619 1,481,777 1,526,230
Duals - COHS 2,000,209               1,384,623               

Existing Duals - COHS 1.00% 1,796,558 1,137,798
Expansion Duals - COHS 1.00% 203,631 246,571
Expansion Duals - Humboldt PACE 1.00% 20 254

Duals - TPM/GMC 1,393,966               878,004                  
Existing Duals - TPM/GMC 1.00% 1,377,663 853,305
Expansion Duals - TPM/GMC 1.00% 16,303 24,699

CCI - COHS
Cal-Medi-Connect - COHS 1.00% 19,969                      331,130                    
MLTSS Duals - COHS 1.00% 243,477                  636,797                  
MLTSS Family - COHS 1.00% -                          4,810,033               
MLTSS SPDs - COHS 1.00% -                          640,368                  

CCI - TPM/GMC
Cal-Medi-Connect - TPM/GMC 1.00% 36,262                      2,543,271                
MLTSS Duals - TPM/GMC 1.00% 182,770                  3,085,998               
MLTSS Family - TPM/GMC 1.00% -                          33,001,616             
MLTSS SPDs - TPM/GMC 1.00% -                          5,277,609               

DMC (roll-up of county specific for participating counties) 255,278                  336,399                  396,442                  

Hypothetical Populations
MCE 2,996,500 3,918,500 4,610,000 2,535,500
ECM 0 21,000 84,000 84,000 14,000
CBAS 0 84,000 336,000 336,000 336,000

Total Member Months 51,555,763 55,366,145 58,311,877 66,870,623 71,687,199

Projected Without Waiver Expenditures
State Plan Groups

Family - COHS $1,280,074,346 $1,361,397,469 $1,447,887,050 $1,670,547,659 $785,422,187 $6,545,328,711
Family - COHS $1,280,074,346 $1,361,397,469 $1,447,887,050 $1,556,848,631 $638,296,838
Expansion Family COHS $113,699,028 $147,125,349

Family - TPM/GMC $5,551,199,601 $5,903,867,312 $6,278,940,002 $6,977,766,932 $1,377,189,034 $26,088,962,882
Family - TPM/GMC $5,551,199,601 $5,903,867,312 $6,278,940,002 $6,761,882,877 $1,027,699,777
Expansion Family TPM/GMC $215,884,054 $349,489,258

SPD - COHS $1,138,263,784 $1,234,720,257 $1,339,350,452 $5,678,188,911 $5,044,286,987 $14,434,810,391
Existing SPD's - COHS $1,138,263,784 $1,234,720,257 $1,339,350,452 $5,516,990,007 $4,833,503,624
Expansion SPDs - COHS $161,197,125 $210,770,536
Expansion SPDs - Humboldt PACE $1,778 $12,826 $14,605

SPD - TPM/GMC $1,295,390,692 $3,186,450,077 $4,634,216,959 $5,895,084,857 $2,594,611,827 $17,605,754,411
Existing SPD's - TPM/GMC $1,274,802,175 $1,382,828,912 $1,500,009,834 $2,880,774,672 $1,129,058,570
Special Populations-SPD's $20,588,516 $1,803,621,165 $3,134,207,125 $2,983,179,600 $1,249,587,638
Expansion SPDs - TPM/GMC $31,130,585 $215,965,619

Special Populations-Spec. Needs Child. $1,885,785,024 $2,006,067,936 $2,134,022,973 $2,270,139,494 $2,414,938,072 $10,710,953,498
Duals - COHS $857,422,170 $608,201,639 $1,465,623,809

Existing Duals - COHS $770,123,916 $499,782,759
Expansion Duals - COHS $87,289,895 $108,307,529
Expansion Duals - Humboldt PACE $8,359 $111,351 $119,710

Duals - TPM/GMC $159,226,109 $103,579,753 $262,805,862
Existing Duals - TPM/GMC $157,363,885 $100,665,944
Expansion Duals - TPM/GMC $1,862,225 $2,913,808

CCI - COHS $169,243,706 $2,961,719,237
Cal-Medi-Connect - COHS $12,828,540 $216,150,328
MLTSS Duals - COHS $156,415,166 $415,679,280
MLTSS Family - COHS $1,028,140,913
MLTSS SPDs - COHS $1,301,748,715

CCI - TPM/GMC $158,734,725 $15,963,054,103
Cal-Medi-Connect - TPM/GMC $26,279,441 $1,905,801,013
MLTSS Duals - TPM/GMC $132,455,284 $2,312,493,680
MLTSS Family - TPM/GMC $6,197,905,799
MLTSS SPDs - TPM/GMC $5,546,853,612

DMC (roll-up of county specific for participating counties) $135,329,820 $207,048,881 $269,726,566 $269,726,566.20

Hypothetical Populations
MCE $898,950,000 $1,234,327,500 $1,524,757,500 $880,547,456 $0 $4,538,582,456
ECM $0 $210,000 $840,000 $840,000 $140,000 $2,030,000
CBAS $0 $76,994,808 $317,711,377 $327,751,057 $379,999,200 $1,102,456,443

Other below the line adjustments
Public Hospital IP UPL 6.43% $2,439,501,519 $2,596,361,467 $2,763,307,510 $2,940,988,182 $3,205,705,972 $3,504,932,961 $15,011,296,092

Total Without Waiver Ceiling (Total Computable) $14,646,024,914 $17,767,342,869 $20,618,714,496 $28,251,199,047 $36,007,801,566 $117,291,082,892

WITH WAIVER
PMPM
State Plan Groups

Family - COHS $150.49 $156.89 $163.55 $171.40 $178.43
Family - COHS $150.49 $156.89 $163.55 $172.71 $182.09
Expansion Family COHS $156.72 $165.42

Family - TP  $120.22 $125.33 $130.66 $138.13 $143.98
Family - TPM/GMC $120.22 $125.33 $130.66 $138.42 $146.34
Expansion Family TPM/GMC $130.34 $137.92

SPD - COHS $946.99 $989.60 $1,034.14 $1,074.67 $1,122.72
Existing SPD's - COHS $946.99 $989.60 $1,034.14 $1,085.18 $1,138.48
Expansion SPDs - COHS $886.98 $931.36
Expansion SPDs - Humboldt PACE $5,392.89 $5,635.57

SPD - TPM/GMC $497.00 $528.75 $563.53 $596.29 $651.06
Existing SPD's - TPM/GMC $496.94 $519.30 $542.67 $571.60 $601.79
Special Populations-SPD's $500.93 $536.00 $573.51 $618.17 $665.80
Expansion SPDs - TPM/GMC $784.65 $824.43

Special Populations-Spec. Need Children $1,390.66 $1,436.27 $1,469.02 $1,487.82 $1,506.86
Duals - COHS $470.94 $487.99

Existing Duals - COHS $476.92 $498.38
Expansion Duals - COHS $417.86 $436.66
Expansion Duals - Humboldt PACE $3,619.66 $3,782.54

Duals - TPM/GMC $113.16 $117.98
Existing Duals - TPM/GMC $113.34 $118.44
Expansion Duals - TPM/GMC $97.70 $102.10

CCI - COHS
Cal-Medi-Connect - COHS $621.79 $649.77
MLTSS Duals - COHS $621.79 $649.77
MLTSS Family - COHS $172.99 $180.78
MLTSS SPDs - COHS $1,261.95 $1,318.74

CCI - TPM/GMC
Cal-Medi-Connect - TPM/GMC $711.18 $743.18
MLTSS Duals - TPM/GMC $711.18 $743.18
MLTSS Family - TPM/GMC $138.82 $145.07

Relevant Historical Data



Pro Forma TC Copy of DMC-ODS Waiver Amendment Budget Neutrality

MLTSS SPDs - TPM/GMC $793.72 $829.44
DMC (roll-up of county specific for participating counties) $680.35

Hypothetical Groups
MCE $300.00 $315.00 $330.75 $347.29
ECM $10.00 $10.00 $10.00 $10.00 $10.00
CBAS $861.31 $888.53 $916.60 $945.57 $975.45 $1,130.95

Revised Member Months (January 2012)
State Plan Groups

Family - COHS 7,456,116            7,530,677            7,605,984            8,368,969               3,797,605               
Family - COHS 7,456,116 7,530,677 7,605,984 7,682,044 2,963,108
Expansion Family COHS 686,925 834,497

Family - TPM/GMC 36,909,574          37,278,670          37,651,457          39,418,058             7,541,496               
Family - TPM/GMC 36,909,574 37,278,670 37,651,457 38,027,971 5,430,371
Expansion Family TPM/GMC 1,390,087 2,111,125

SPD - COHS 1,064,064            1,074,705            1,085,452            3,418,738               2,882,407               
Existing SPD's - COHS 1,064,064 1,074,705 1,085,452 3,237,442 2,662,677
Expansion SPDs - COHS 181,294 219,717
Expansion SPDs - Humboldt PACE 2 14

SPD - TPM/GMC 1,773,473            4,061,876            5,500,366            7,350,927               3,000,011               
Existing SPD's - TPM/GMC 1,745,286 1,762,739 1,780,366 3,592,302 1,306,161
Special Populations-SPD's 28,187 2,299,137 3,720,000 3,720,000 1,445,596
Expansion SPDs - TPM/GMC 38,625 248,254

Special Populations-Spec. Need Children 1,356,036 1,396,717 1,438,619 1,481,777 1,526,230
Duals - COHS 2,000,209               1,384,623               

Existing Duals - COHS 1,796,558 1,137,798
Expansion Duals - COHS 203,631 246,571
Expansion Duals - Humboldt PACE 20 254

Duals - TPM/GMC 1,393,966               878,004                  
Existing Duals - TPM/GMC 1,377,663 853,305
Expansion Duals - TPM/GMC 16,303 24,699

CCI - COHS
Cal-Medi-Connect - COHS 19,969 331,130
MLTSS Duals - COHS 243,477 636,797
MLTSS Family - COHS 0 4,810,033
MLTSS SPDs - COHS 0 640,368

CCI - TPM/GMC
Cal-Medi-Connect - TPM/GMC 36,262 2,543,271
MLTSS Duals - TPM/GMC 182,770 3,085,998
MLTSS Family - TPM/GMC 0 33,001,616
MLTSS SPDs - TPM/GMC 0 5,277,609

DMC (roll-up of county specific for participating counties) 396,442                 

Hypothetical Groups
MCE 2,996,500 3,918,500 4,610,000 2,535,500 0
ECM 0 21,000 84,000 84,000 14,000
CBAS 0 84,000 336,000 336,000 336,000

Total Member Months 51,555,763 55,366,145 58,311,877 66,870,623 71,687,199

Expenditures
POPULATION EXPENDITURES

State Plan Groups
Family - COHS $1,122,070,897 $1,181,456,499 $1,243,985,084 $1,434,455,198 $677,594,883 $5,659,562,561

Family - COHS $1,122,070,897 $1,181,456,499 $1,243,985,084 $1,326,800,312 $539,555,148
Expansion Family COHS $107,654,886 $138,039,736

Family - TPM/GMC $4,437,269,019 $4,672,111,482 $4,919,382,982 $5,444,967,082 $1,085,824,325 $20,559,554,890
Family - TPM/GMC $4,437,269,019 $4,672,111,482 $4,919,382,982 $5,263,783,143 $794,667,412
Expansion Family TPM/GMC $181,183,940 $291,156,913

SPD - COHS $1,007,657,967 $1,063,532,602 $1,122,505,484 $3,674,031,737 $3,236,124,582 $10,103,852,372
Existing SPD's - COHS $1,007,657,967 $1,063,532,602 $1,122,505,484 $3,513,216,947 $3,031,412,577
Expansion SPDs - COHS $160,804,004 $204,635,924
Expansion SPDs - Humboldt PACE $10,786 $76,080

SPD - TPM/GMC $881,422,139 $2,147,720,511 $3,099,627,857 $4,383,266,489 $1,953,175,511 $12,465,212,506
Existing SPD's - TPM/GMC $867,302,425 $915,394,344 $966,152,961 $2,053,363,703 $786,034,839
Special Populations-SPD's $14,119,714 $1,232,326,166 $2,133,474,896 $2,299,595,339 $962,473,545
Expansion SPDs - TPM/GMC $30,307,448 $204,667,127

Special Populations-Spec. Need Children $1,885,779,146 $2,006,061,683 $2,113,353,886 $2,204,616,960 $2,299,821,139 $10,509,632,812
Duals - COHS $0 $0 $0 $941,974,414 $675,684,976 $1,617,659,389

Existing Duals - COHS $0 $0 $0 $856,814,441 $567,057,360
Expansion Duals - COHS $85,089,389 $107,668,741
Expansion Duals - Humboldt PACE $70,583 $958,875

Duals - TPM/GMC $0 $0 $0 $157,737,137 $103,587,396 $261,324,533
Existing Duals - TPM/GMC $0 $0 $0 $156,144,324 $101,065,695
Expansion Duals - TPM/GMC $1,592,812 $2,521,701

CCI - COHS $163,807,646 $2,342,962,307 $2,506,769,953
Cal-Medi-Connect - COHS $12,416,491 $215,157,941
MLTSS Duals - COHS $151,391,155 $413,770,819
MLTSS Family - COHS $0 $869,554,146
MLTSS SPDs - COHS $0 $844,479,402

CCI - TPM/GMC $155,771,178 $13,348,418,646 $13,504,189,823
Cal-Medi-Connect - TPM/GMC $25,788,809 $1,890,108,142
MLTSS Duals - TPM/GMC $129,982,369 $2,293,451,994
MLTSS Family - TPM/GMC $0 $4,787,398,016
MLTSS SPDs - TPM/GMC $0 $4,377,460,494

DMC (roll-up of county specific for participating counties) $269,719,022 $269,719,022

Hypothetical Groups
MCE $898,950,000 $1,234,327,500 $1,524,757,500 $880,547,456 $0 $4,538,582,456
ECM $0 $210,000 $840,000 $840,000 $140,000 $2,030,000
CBAS $0 $76,994,808 $317,711,377 $327,751,057 $379,999,200 $1,102,456,443

TOTAL POPULATION EXPENDITURES $10,233,149,167 $12,382,415,084 $14,342,164,170 $19,769,766,353 $26,373,051,987 $82,830,827,739

HOSPITAL EXPENDITURES
Public Hospital Payments 6.43% $2,063,555,821 $2,196,242,461 $2,315,498,426 $2,418,075,006 $2,525,195,729 $2,637,061,900 $12,092,073,523
Mental Health Supplements $3,114,064 $3,754,220 $3,995,616 $4,252,534 $4,525,972 $4,816,992 $21,345,336

TOTAL HOSPITAL EXPENDITURES $2,199,996,681 $2,319,494,043 $2,422,327,541 $2,529,721,702 $2,641,878,893 $12,113,418,858

WAIVER SAVINGS EXPENDITURES
Existing Uncompensated Care $1,172,000,000 $1,172,000,000 $1,172,000,000 $1,172,000,000 $1,172,000,000 $5,860,000,000
Proposed Uncompensated Care $461,486,827 $822,000,000 $497,000,000 $276,000,000 $100,000,000 $2,156,486,827
Coverage Initiative (134%-200%) $184,000,000 $214,000,000 $263,000,000 $154,000,000 $0 $815,000,000
Investment/Incentive Pool $1,006,880,349 $1,300,000,000 $1,400,000,000 $1,400,000,000 $1,400,000,000 $6,506,880,349
HIV Transition Incentive Program $0 $0 $110,000,000 $55,000,000 $0 $165,000,000
IHS Uncompensated Care $0 $0 $15,461,000 $17,011,000 $1,550,000 $34,022,000

TOTAL SNCP EXPENDITURES $2,824,367,176 $3,508,000,000 $3,457,461,000 $3,074,011,000 $2,673,550,000 $15,537,389,176

Total With Waiver Expenditures $15,257,513,024 $18,209,909,127 $20,221,952,711 $25,373,499,055 $31,688,480,879 $110,751,354,796
Cost Share/Spenddown/Premiums reported on 64 Summary

Total Net Waiver Expenditures $15,257,513,024 $18,209,909,127 $20,221,952,711 $25,373,499,055 $31,688,480,879 $110,751,354,796
Adjustment for 1115A waiver savings
Annual Budget Neutrality Margin -$611,488,110 -$442,566,258 $396,761,785 $2,877,699,993 $4,319,320,686
Cumulative Budget Neutrality Margin -$611,488,110 -$1,054,054,368 -$657,292,583 $2,220,407,410 $6,539,728,096

 



Monitoring of New Adult Group Spending
Total Computable

WITHOUT WAIVER (WOW) Trend Rates DY06 DY07 DY08 DY09

PMPM
New Adult COHS 4.1% n/a n/a n/a $899.62
New Adult - TPM/GMC 4.1% n/a n/a n/a $627.52
New Adult - DMC

Member months
New Adult COHS n/a n/a n/a 598,700              
New Adult - TPM/GMC n/a n/a n/a 3,152,886           
New Adult - DMC

Total Member Months n/a n/a n/a 3,751,586

Without Waiver Expenditures
New Adult COHS n/a n/a n/a $538,602,494
New Adult - TPM/GMC n/a n/a n/a $1,978,499,023
New Adult - DMC

Total Without Waiver Expenditures n/a n/a n/a $2,517,101,517

WITH WAIVER (WW) DY06 DY07 DY08 DY09

PMPM
New Adult COHS n/a n/a n/a $899.62
New Adult - TPM/GMC n/a n/a n/a $627.52
New Adult - DMC

Member months
New Adult COHS n/a n/a n/a 598,700              
New Adult - TPM/GMC n/a n/a n/a 3,152,886           
New Adult - DMC

Total Member Months n/a n/a n/a 3,751,586

Projected With Waiver Expenditures
New Adult COHS n/a n/a n/a $538,602,494
New Adult - TPM/GMC n/a n/a n/a $1,978,499,023
New Adult - DMC

Total Without Waiver Expenditures n/a n/a n/a $2,517,101,517

DIFFERENCE BETWEEN WOW AND WW DY06 DY07 DY08 DY09
$0 $0 $0 $0



DY10 5 Year Total

$936.50
$653.25
$680.35

1,209,373         1,808,073         
6,368,830         9,521,716         

100,000            100,000            

7,678,203 11,429,789       

$1,132,583,160 $1,671,185,654
$4,160,427,498 $6,138,926,521

$68,034,851 $68,034,851

$5,361,045,509 $7,878,147,026

DY10 5 Year Total

$936.50
$653.25
$680.35

1,209,373         1,808,073         
6,368,830         9,521,716         

100,000            100,000            

7,678,203 11,429,789       

$1,132,583,160 $1,671,185,654
$4,160,427,498 $6,138,926,521

$68,034,851 $68,034,851

$5,361,045,509 $7,878,147,026

DY10 5 Year Total
$0 $0
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