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The SUD Organized Delivery System Waiver comes with significant 
opportunities to improve our system of care, but also comes with significant 
expectations of our providers.

New opportunities to provide better care for our clients include: The provision 
of case management, care coordination both within the SUD system and with 
other systems such as health and mental health, recovery support services, 
physician consultation services for DMC physicians, and enhanced access to 
medication-assisted treatment.

The higher expectations of our providers include: Required use of evidence-
based practices (EBP) such as Motivational Interviewing and Cognitive 
Behavioral Therapy, required use of the ASAM Criteria and DSM-5 diagnoses 
to determine medical necessity and the appropriate level of care, and 
enhanced documentation that is more detailed and frequent than previously 
provided.

TheSUD Organized Delivery System Waiver is an unprecedented 
opportunity to truly transform and upgrade our system of care, and its 
success will depend heavily on SAPC and its providers to effectively work 
together to serve our patients.
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SAPC is fully committed to do what itcan to ensure providers have the tools in 
terms of training, finances, and support to accomplish the goals of the SUD 
Organized Delivery System Waiver, and will rely on its providers for their active 
participation in this process. SAPC will be holding various workgroups focused 
on several key aspects of the waiver in the coming months, and will rely on 
providers to attend and participate so they can help to shape and build our 
redesigned system of SUD care. 
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Note: Not all key elementsin the diagram will be expanded upon in this presentation.  
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DMC Application Submission: TheJanuary and July 2016 deadlines were 
selected based on anticipated processing times by DHCS and to better ensure 
that applications are DHCS approved by the July 2017 County deadline. 
Agenciesare strongly encouraged, however, to submit their application(s) 
before these dates to maximize their ability to provide new services. In 
addition, Phase 3 Counties will soon be allowed to submit new applications 
which could impact processing time. 

CertificationDeadline: If a current provider is not DMC certified for 
contracted levels of care by July 2017, they will no longer be able to contract 
with SAPC to provide SUD treatment services. This also applies to agencies 
who are seeking new contracts to provide SUD services.

Master Agreement: In addition to DMC certification, all agencies seeking to 
obtain or maintain a contract with SAPC must be on the Master Agreement 
List, and qualify under the current Request for Service Qualifications (RFSQ) 
and appropriate Work Order Solicitations (WOS). More information on the 
RFSQ/WOS process will be distributed soon.

* Treatment services only (does not apply for prevention services)
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DMC will be the primary funding source for our entire system of care 
moving forward.As a result, the Organized Delivery System Waiver pertains 
to changes that will impact every single SUD provider within our network.
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A key SAPC priority is to determine and secure rates that will support the 
enhanced expectations of the SUD Organized Delivery System Waiver.SAPC 
is able to negotiate with the State on the DMC rates that will be the primary 
funding source of SUD services in LA County. These higher DMC rates would 
help to enhance our workforce and services, and also help to encourage new 
providers to become DMC certified so that we can grow our provider capacity 
and improve access to SUD services, particularly in medical detox and 
residential settings. See presentation by PatrickGautier for more information 
on the methodology.
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CLINICAL DEVELOPMENT: To ensure positive health outcomes for patients 
the waiver requires implementation of new clinical standards and 
management practices.  This includes requires use of the ASAM Criteria to 
determine placement at the appropriate level of care based on medical 
necessity, use of two DHCS selected EBPs(in Los Angeles County this is 
Motivational Interviewing and Cognitive Behavioral Therapy), and 
implementation of Quality Assurance and Utilization Management programs. 
See presentation by Gary Tsai for more information on the methodology.
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Essential to the success of this system transformation will be the stakeholder 
workgroups, and on-going clinical and business capacity building to support 
providers in this significant transformation. 
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The majority of comments received were on three topics: beneficiary access line, 
benefit package and residential authorizations. Keyissues raised are highlighted in 
these figures ςthe larger the font, the more frequently an issue was raised. 







The Summaryof Stakeholder Feedback document provides summary feedback from 
the in-person meetings and the online survey. It also includes tables on the degree to 
which survey participants felt a topic was adequately addressed in the 
implementation plan.

The Comments and Questions from the Stakeholder Feedback Process document 
provides full detail of comments received from the in-person meetings and the online 
survey, and initial responses to questions received. 

.ƻǘƘ ŘƻŎǳƳŜƴǘǎ ŀǊŜ ǇƻǎǘŜŘ ƻƴ {!t/Ωǎ ǿŜōǎƛǘŜ ŀǘ ǘƘŜ ƭƛƴƪ ǇǊƻǾƛŘŜŘ ƻƴ ǘƘŜ ǎƭƛŘŜΦ 



There were four key modificationsto the August 10, 2015 version of the 
implementation plan. The plan will be reviewed and approved by DHCS and CMS so 
not all information in the plan will be accepted and additional modifications may be 
required. Most clinical and operational issues will be further defined after submission 
of the implementation plan to DHCS and CMS in early 2015. 
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The implementation plan reviewed by stakeholders in August/September is the 
ƻǳǘƭƛƴŜ ŦƻǊ [ƻǎ !ƴƎŜƭŜǎ /ƻǳƴǘȅΩǎ {¦5 ǎȅǎǘŜƳ ǘǊŀƴǎŦƻǊƳŀǘƛƻƴΣ ŀƴŘ ǿŀǎ ŘǊŀŦǘŜŘ ǘƻ ƳŜŜǘ 
the terms and conditions of the waiver. The detail of these changes will be 
determined during the implementation phase (beginning January 2016), and include 
collaboration with stakeholders through the advisory workgroup process. SAPC will 
prioritize advisory workgroup topics based on what needs to be achieved upon 
ŀǇǇǊƻǾŀƭ ƻŦ {!t/Ωǎ Ǉƭŀƴ ŀƴŘ ŜȄŜŎǳǘƛƻƴ ƻŦ ǘƘŜ ƴŜǿ {ǘŀǘŜκ/ƻǳƴǘȅ ŎƻƴǘǊŀŎǘ ōȅ ǘƘŜ .ƻŀǊŘ 
of Supervisors (expected late Summer 2016) and what can be phased in during year 
one through three.  To prepare for these workgroups, SAPC will conduct background 
research (e.g., review efforts in other jurisdictions/departments and best practices), 
develop the proposed model/plan, and obtain stakeholders feedback.  

1. SYSTEM OF CARE will address how new services will be designed and expected 
clinical practices. Depending on the topic, adolescent and adult considerations 
may be discussed separately or jointly. The goal, however, is to develop one 
system of care for all individuals served.  

2. INTEGRATION OF CARE will address how to ensure that the physical and mental 
heath needs of patients are coordinated and addressed, including collaboration 
with the health plans and related County departments. 

3. QA/UM will address development of SAPC plan (currently reviewed via LACES 
Advisory Group), and expectations of SUD network agencies.

4. SYSTEMS OPERATIONS will address how new expectations developed in 



collaboration with the System of Care, Integration of Care and QA/UM Advisory 
Workgroups will be operationalized. SAPC intends to have finance, contracts and 
IT staff attend other relevant workgroups regularly to provide guidance on what is 
feasible early in the development process. Therefore, this group may not meet as 
frequently or as early in this process.

5. SYSTEMS INNOVATIONS AND NETWORK CAPACITY BUILDING will take a more 
global look and what is needed to transform the SUD system to a specialty health 
plan model, and what efforts are needed to fully support developing the 
necessary business and clinical capacity of the SUD provider network. 
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To develop the bestSUD network for our patients, we will need to develop 
appropriate operational and clinical practices. This requires considering feedback 
from all participating agencies and individuals equally. Therefore, SAPC will actively 
seek participation not only from experts on a particular topic (e.g., access line, 
telehealth) but also those from organizations with special expertise and of varying 
size. To achieve this, SAPC will develop a recruitment process (e.g., develop a survey 
to learn more about agency and individual expertise and willingness to participate on 
ǎǇŜŎƛŦƛŎ ǘƻǇƛŎǎΣ ƴƻƳƛƴŀǘƛƻƴ ŦƻǊƳ ǘƻ ƘƛƎƘƭƛƎƘǘ ŜȄǇŜǊǘƛǎŜ ƻŦ ƻƴŜΩǎ ǎŜƭŦ ƻǊ ŀƴƻǘƘŜǊΣ ǇƘƻƴŜ 
calls based on SAPC staff knowledge of the provider network) to ensure a well-
rounded and informed workgroup. Participation will also be open to any SUD 
provider with interest, expertise and decision-making ability. 



The advisory workgroups willbe highly interactive discussions to review proposed 
plans, discuss opportunities and challenges for implementation and make 
modifications to best meet the needs of patients and achieve the objectives of the 
waiver. We recognize that agencies want to be informed but may not be able to send 
representatives to all meetings. Therefore, we are developing a process to ensure all 
providers can stay informed on these changes and contribute where able. This will 
begin with developing an email listserv that will be open to all individuals, regardless 
of their position within an organization. We will also regularly post updates to our 
website, including details on workgroup efforts. An email will be sent shortly on how 
to join the listserv (the initial email will be sent to those who have attended any 
stakeholder workgroup or are on another SAPC email list). 

We expect the System of Care workgroup to be the first to start first in 
January/February 2016 since many issues need to be decided in time for the launch 
ƻŦ [ƻǎ !ƴƎŜƭŜǎ /ƻǳƴǘȅΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ ǿŀƛǾŜǊ όŜȄǇŜŎǘŜŘ ƭŀǘŜ {ǳƳƳŜǊ нлмсύΦ
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The new system of care will be driven by client preference, with the goal of 
providing the RIGHT SERVICE, at the RIGHT TIME, in the RIGHT SETTING, for 
the RIGHT DURATION.As much as possible and as clinically appropriate, 
services will be more patient-centered and less program-centered moving 
forward, meaning that the needs of the client rather than the needs of the 
program should drive care. 
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The ASAM Criteria and DSM-5 will be the primary tool used to determine 
medical necessity and the appropriate level of SUD care moving forward.
While the ASAM Criteria will replace the Addiction Severity Index (ASI) as the 
primary SUD assessment tool in our system, there is significant overlap 
between the two and the ASAM Criteria should be familiar to most counselors 
and clinicians.All patients being treated in our system of care will need to 
have a DSM-5 diagnosis of at least one substance use disorder in order to 
establishmedical necessity. 
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Upcomingtrainings and other related resourcesŀǊŜ ǇƻǎǘŜŘ ƻƴ {!t/Ωǎ ǿŜōǎƛǘŜΥ 
http://publichealth.lacounty.gov/sapc/Event/event.htm

SAPCwill continue to support providers with trainings, but providers will also needs 
to ensure their staff are adequately trained and that knowledge gained from trainings 
is maintained through continued education and support. 
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Ensuring that clients use a fuller continuum of care within our system and 
resource management will be key focuses of thissystem transformation and 
the waiver.
{!t/Ωǎ vǳŀƭƛǘȅ !ǎǎǳǊŀƴŎŜ ŀƴŘ ¦ǘƛƭƛȊŀǘƛƻƴ aŀƴŀƎŜƳŜƴǘ ǘŜŀƳ ǿƛƭƭ ōŜ ǊŜǾƛŜǿƛƴƎ 
the care being provided by providers to ensure that it is consistent with 
recognized standards of practice, and will need to authorize all residential 
services.This will mean that some people will receive shorter lengths of stay 
in residential settings, but also that others will have more access to residential 
services if we can ensure an appropriate flow of clients through the various 
levels of care.
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Treatmentpopulation (50,336) = average unique clients within and across LOC (non-
repeated clients) per year during last 10 years; Average treatment utilization was 1.2 
times per person; 50,336 x 1.2 = 60,403 will be the estimated low utilization (this is 
essentially the status quo)
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Treatmentpopulation (50,336) = average unique clients within and across LOC (non-
repeated clients) per year during last 10 years;
Medium estimation: unique clients (50,336) x average estimated continuum of care 
utilization of 1.4 readmissions per client withuse of some levels of the continuum 
(greater utilization of the continuum of care [residential detox, residential, and 
outpatient] than currently, but less so than the high estimate)
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Treatmentpopulation (50,336) = average unique clients within and across LOC (non-
repeated clients) per year during last 10 years;
Maximum estimation: unique clients (50,336) x average estimated continuum of care 
utilization of 1.8 readmissions per client (medical detox: 3 episodes, residential: 2 
episodes, IOP: 2 episodes, OP: 1.5 episodes, and NTP: 1.8 episodes). This is a very 
optimistic/ideal estimation bc it is based on the assumption that most people will 
step down to the next level of care after completing the initial LOC, which would be a 
shift from the status quo. 
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Applied thisadjusted % breakdown to all three levels (low, medium, & high) of 
estimation.
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