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Waiver 101

f—

* The approval of the Department of Health Care Services
(DHCS) Drug Medi-Cal Organized Delivery System Waiver
(DMC-0DS) by the federal Centers for Medicare and
Medicaid Services (CMS) paves the way for statewide
transformation of the administrative, business and clinical
aspects of safety net SUD treatment.

* Counties will be able to set provider reimbursement rates
and expand access to SUD treatment services for
adolescents and adults who are Medi-Cal eligible.




Waiver 101

f—

* Medicaid waivers provide for exemptions to federal
regulation that permit states to implement managed care
(under section 1915(b)) or demonstration projects (under
section 1115).

* Demonstration waivers permit states to test and evaluate
new approaches to systems operation, client care and/or
financing.
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Waiver 101

T—

* The DMC-ODS is authorized as a demonstration waiver and
DHCS is referring to the waiver overall as a pilot project.

* |t is an amendment to the broader Medi-Cal 2020 health
care services waiver.

* This waiver runs through 2020 and can be renewed at that
time.




Waiver 101

f—

* Under this waiver, Counties will be able to set provider
reimbursement rates and increase access to SUD treatment
services for adolescents and adults who are Medi-Cal
eligible.

* In addition, Counties and providers will be subject to a new
set of clinical, administrative and financing requirements
based in federal regulation.
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Phase | Update

f—

* The Waiver is being implemented in phases:

Phase | — Bay Area

Phase Il = Southern California

Phase Il — Central Valley

Phase IV — Northern California

Phase V — Indian Tribes and Indian Health Service
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Phase | Update

T—

* At present 4 Counties have implementation plans
submitted to DHCS

* Plans will be reviewed by DHCS and CMS
* Financial details are not yet clear; specifically

— the Certified Public Expenditure (CPE) protocol
— the State General Fund (SGF) contribution
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Phase | Update

f—

* Some information will be forthcomingshortly —

— DHCS Fiscal Plan should be out in a couple of weeks
* This will ask Counties for provider rates and documentation on
how they were developed.
— CPE Protocol approval is expected from CMS within a few
weeks.

* However, the particulars on SGF funding may not be
available until the Governor’s Budget for Fiscal Year 16-17
is introduced in early January 2016.
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DHCS Update

f—

* Provider Enrollment Division (PED) staffed up to handle
increased demand for certification.

— <45% of outpatient providers are DMC certified
— <1% of residential providers are DMC certified.

» 72 providers have ASAM levels assigned, with another
100+ in the pipeline.

* External Quality Review Organizations (EQRO) and Training
and Technical Assistance contracts have been awarded.
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EQRO Responsibilities

f—

* EQRO responsibilities include:

— Assessmentof County DMC-ODS plans’ access and
health information system (HIS) capabilities.

— Development and implementation of quality of care
performance measures (PM).

— Develop County DMC-ODS plans’ performance
improvement projects (PIP) guidelines.

10



More EQRO Responsibilities

T—

— Include a diverse group of consumers and family
members on the County review teams as part of the
onsite review team

— Provide assurances that DMC-ODS quality requirements
are being met.

— Examination of State and County consumer satisfaction
surveys.

11
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And Still More EQRO

f—

* Examine Federal Data Integrity Requirements for Health
Information Security (HIS), including:

— Verifying the accuracy and timeliness of data reported
to, and by County DMC-0DS plans;

— Screening provider and County DMC-ODS data for
completeness, logic, and consistency;

— Collecting service information reported by providers and
County DMC-ODS plans in standardized formats to the
extent feasible and appropriate.

12
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What will be happening around CA in 2016

T

* Selective Contracting Process
* Transition to DMC as primary funding for SUD treatment.

* Migration of SAPT funds to other purposes, e.g., recovery
residences.

* Formation of regional provider networks
* Development/expansion of youth treatment services.

* Changesin business model related to DMC financing and
utilization management.

* Change in clinical models relative to EBPs, MAT and greater
integration with primary care and MH.

13
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f—

?CIBHS‘

vkogler@cibhs.org
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Managing the SUD System Transformation
and Key Priorities

John M. Connolly, Ph.D.
Deputy Director
Policy, Strategic Planning and Communications Branch

Substance Abuse Prevention and Control

15
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START
SYSTEM TRANSFORMATION TO ADVANCE RECOVERY AND TREATMENT OF SUBSTANCE USE DISORDERS

This is the greatest opportunity in recent history to design, build
and implement a substance use disorder (SUD) system of care
that has the financial and clinical resources to more fully address
the complex and varied needs of all our patients.

There will be challenges as the SUD network strives to develop
the necessary clinical and business capacity, and new
technology/infrastructure to implement this transformation.

SAPCis fully committed to engaging stakeholders throughout this
process, and providing technical assistance and training.

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
medicationassisted treatment.

The higher expectations of our providers include: Required use of evidence
based practicesHBP such as Motivational Interviewing and Cognitive
Behavioral Therapy, required use of the ASAM Criteria and-D8&islgnoses

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.

16



SAPC is fully committed to do whatén to ensurgroviders 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.

16
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Not all key elements the diagram will be expanded upon in this presentation.
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KEY CHANGES: BUSINESS DEVELOPMENT

* SERVICE CHANGES TO MEET PATIENT NEEDS:

— Patients will have more opportunities to decide which
provider best meets their needs, and choose accordingly.

— Services need to be patient-centered versus
program-centered (e.g., no pre-defined number of sessions).

— Agencies can expand field-based services, business hours,
days of operation, and otherwise tailor the program to
better match patient preferences.

18
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KEY CHANGES: BUSINESS DEVELOPMENT

* REQUIRED DMC CERTIFICATION*:

— By January 31, 2016, all current SAPC residential contractors
should submit DMC applications.

— By July 1, 2016, all current SAPC non-residential contractors
must submit DMC applications (e.g., outpatient, intensive
outpatient).

— By July 1, 2017, any treatment agency that contracts with
SAPC must be DMC-certified for contracted levels of care.

— By July 1, 2017, all current and new contractors must have a
Master Agreement with SAPC based on the current RFSQ
and WOS requirements.

19

DMC Application Submissio:heJanuary 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 Agreementin 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)

19
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KEY CHANGES: BUSINESS DEVELOPMENT

* DMC 15T PAYER FOR MOST CLIENTS AND SERVICES:

— If an individual is Medi-Cal eligible, they must receive DMC
reimbursable services at a DMC provider.

— This includes outpatient, intensive outpatient, residential,
and withdrawal management (formerly detox), case
management, and recovery support.

— This will be required once the new State-Countycontract is
signed (expected late Summer 2016).

20

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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KEY CHANGES: BUSINESS DEVELOPMENT

* NEW BUSINESS RELATIONSHIPS:

— Regional networks will become more important as the new
system transformation takes place over the next three years.

— Developing formal business relationships with other
providers may be helpful for particularly small- and
medium-sized agencies to cover cost of new infrastructure
requirements (e.g., medical directors, quality assurance
programs).

21
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KEY CHANGES: SYSTEM OF CARE DEVELOPMENT

* MEDICATION-ASSISTED TREATMENT (MAT):

— MAT needs to be explored as a treatment option for patients
with alcohol and/or opioid addictions.

* COORDINATE HEALTH AND MENTAL HEALTH
SERVICES:

— Care coordination and case-management will include
ensuring necessary collaboration and connections (e.g.,
attended appointments) with physical and mental health
services.

22
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KEY CHANGES: INFRASTRUCTURE DEVELOPMENT

* DMC RATES

— New fee-for-service DMC rates will be negotiated with DHCS
for an anticipated 2-year period and then transition to an
alternate reimbursement structure (e.g., performance-
based, capitation).

23

A key SAPC priority is to determine and secure rates that will support the
enhanced expectations of the SUD Organized Delivery System W&yd?C

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 settingsSee presentation by PatriGautier for more information

on the methodology.

23



KEY CHANGES: CLINICAL DEVELOPMENT

* ASAM CRITERIA

— The American Society of Addiction Medicine (ASAM) Criteria and
medical necessity will determine initial and ongoing patient
placement.

* EVIDENCE-BASED PRACTICES

— All clinical/counselors staff must be capable of effectively
implementing and consistently using MOTIVATIONAL INTERVIEWING
and COGNITIVE BEHAVIORAL THERAPY

* QUALITY ASSURANCE and UTILIZATION MANAGEMENT

— QA and UM will be a central component to ensuring effective
care, including appropriate placements and transitions in levels of

care. 24

CLINICAL DEVELOPMENTensure positive health outcomes for patients
the waiver requires implementation of new clinical standards and
management practicesThis includes requires use of the ASAM Criteria to
determine placement at the appropriate level of care based on medical
necessity, use of two DHCS seled#gPgin Los Angeles County this is
Motivational Interviewing and Cognitive Behavioral Therapy), and

implementation of Quality Assurance and Utilization Management programs.

See presentation by Gary T&ai more information on the methodology.

24
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TRAINING &
TECHNICAL
ASSISTANCE

[

Vv

Contribute to
the new service
design and clinical
expectations

Staff development,
train-the-trainer,
and agency-specific
assistance

25

Essential to the success of this system transformation will be the stakeholder
workgroups, and oigoing clinical and business capacity building to support
providers in this significant transformation.
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Engaging Stakeholders in the Plan Development
Process and throughout Implementation

Michelle Gibson, M.P.H.
Strategic Planning Chief

Substance Abuse Prevention and Control

26
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PREVIOUS STAKEHOLDER OPPORTUNITIES

KICK-OFF MEETING AuUGUST 13, 2015

SUBSTANCE ABUSE PREVENTION AND CONTROL ALHAMBRA

REGIONAL MEETINGS AUGUST 19 — SEPTEMBER9, 2015

MLK COMMUNITY ENGAGEMENT CENTER WILMINGTON
DEPARTMENT OF HEALTH SERVICES COMMERCE

HIGH DESERT MEDICAL CENTER LANCASTER

BEHAVIORAL HEALTH SERVICES GARDENA

PHOENIX HOUSES OF LOS ANGELES LAKEVIEW TERRACE
ARCADIA PARK ARCADIA

BURTON CHASE PARK MARINA DEL REY

EAGLE ROCK LIBRARY LOS ANGELES (EAGLE ROCK)

ONLINE SURVEY




) (Cubiic oaim

COUNTY PARTNERS AND HEALTH PLANS MEETING

— Department of Mental Health

— Department of Health Services

— Department of Public Health (DHSP and CMS)
— Department of Public and Social Services

— Department of Children and Family Services
— Countywide Criminal Justice Coordination Committee
— Public Defender’s Office

— Probation Department

— LA CARE

— Health Net

— UCLA Integrated Substance Abuse Programs
— California Community Foundation
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{ THEMES: BENEFICIARY ACCESS LINE ]

Equitable referrals to NTP
Skilled and trained staff

Access to screening results
Support centralized line

Automated system to check availability

Share info for placement and transitions

Valid to screen by phone?

The majority of comments received were on three topics: beneficiary access line,
benefit package and residential authorizations. isyies raised are highlighted in
these figureg; the larger the font, the more frequently an issue was raised.
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L THEMES: BENEFIT PACKAGE ]

American Society Of Addiction Medicine (ASAM) Criteria

Court ordered requirements
What will duration of services be
Define recovery support

Homeless and medical necessity
Must be patient-centered
Define LPHA Face-to-face assessment FUNing
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L THEMES: RESIDENTIAL SERVICES ]

What are eligibility requirements for authorization
Prior authorization requirement is a challenge

Duration of services SAPC hours of operation
Is maximum length automatically authorized
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FOR MORE DETAILED INFORMATION

Summary Factsheet Full Listing of Comments

STEN TRANSFORMATION TO ACVANCE SCOVERY AND TREATMENT OF SURSTANGE USE DSOS

TancE viE CoRONS

Available At: http://publichealth.lacounty.gov/sapc/HeathCare/HealthCareReform.htm

TheSummaryof Stakeholder Feedbadicument provides summary feedback from

the inperson 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.

TheComments and Questions from the Stakeholder Feedback Pdumesaent
provides full detail of comments received from thegarson meetings and the online
survey, and initial responses to questions received.

20K R20dzySyida FINB LRAGSR 2y {!t/ Qa 6Soa



Public Health

Key Changes to the Proposed Implementation Plan

* The access line will initially be operated by the CASC until a
final determination is made. Staff will at minimum be certified
counselors. A youth and adult version of the triage tool is
being developed to determine provisional level of care.
Reminders and follow-up is required. An automated
appointment system will be developed.

* Efforts will be made to expand use of medication-assisted
treatment (MAT).

There were four key modificatiorie 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.

33
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Key Changes to the Proposed Implementation Plan

* Initial Authorization: Residential providers willing to take the
financial risk may admit patients pending County authorization

determination, and may retroactively bill to date of admission
if approved.

* Continuing Authorization: Residential cases will be reviewed
by UM staff to monitor progress and ensure continued
appropriateness of this level of care.

Providers are expected to monitor progress throughout the
patients’ stay to ensure a transition to a lower level of care
when clinically indicated, even if prior to completion of the
approved authorization period.

34
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PLANNED ADVISORY WORKGROUPS

* SYSTEM OF CARE

— Adolescent Considerations

— Adult Considerations
* INTEGRATION OF CARE
* QUALITY ASSURANCE AND UTILIZATION MANAGEMENT
* SYSTEM OPERATIONS

— Financing
— Contracts

— Information Technology

* SYSTEM INNOVATIONS AND NETWORK CAPACITY BUILDING

The implementation plan reviewed by stakeholders in August/September is the

2dzift AyS F2N)[2a !'y3aStSa /2dzyieqQa {!5 aea
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

FLIINR GFE 2F {1t/ Q& LXIY IyR SESOdziaz2y 27
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.

. 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.

35
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WORKGROUP PROCESS

* OUTREACH AND RECRUITMENT

— Seeking experts and decision-makers on various topics

— Seeking representatives from small, medium, large agencies

— Seeking perspectives from physical and mental health, health plans
— Will outreach to help fill gaps (e.g., survey, form, calls)

* EXPECTATIONS OF ADVISORY MEMBERS
— All perspectives are important, so all contribute to discussion
— Thoroughly review documents in advance, and share comments
— Provide supplemental research/data where appropriate

To develop the besSUD 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
ALISOATAO (2LA0AZT Yy2YAYIlLGA2Y F2N¥Y (2 KAIK
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 decisiomaking ability.
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FEEDBACK PROCESS AND DISTRIBUTION

* WORKGROUP MEMBER PROCESS

— SAPC will develop background materials and the proposed plan fora
topic (e.g., access line) and distribute to workgroup members.

— Workgroup members will provide comments, and the document will
be updated as needed.

* NON-WORKGROUP MEMBER PROCESS

— Youdo not need to be a member of a workgroup to provide feedback
or learn about what is being developed.

— SAPC is developing an email listserv that will be used to distribute
factsheets on key topics, updates on workgroup efforts and other
relevant changes. This will also be posted on SAPC’s website.

The advisory workgroups wile 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

2F [2& !y3StS8a /2dydeqQa LINLGAOALIGAZY AY
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T

The success of this transformation, and ultimately the
success of our patients, will depend on our collective ability
to design, build and implement this new SUD system of care.

SAPC looks forward to extensive and ongoing collaboration
with the SUD provider network and other stakeholders to
develop this enhanced system of care, and supporting
capacity building and infrastructure development efforts of
the agencies providing these services.

38



Key Clinical Elements, Estimated Utilization,

and Capacity by Level of Care (ADULT)

Gary Tsai, M.D.
Medical Director and Science Officer
Substance Abuse Prevention and Control

(Puhlic Heaith
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Precision Addiction Medicine

* Overarching goal of an organized system of SUD care:
— Right SERVICES
— Right TIME

o i g H1TE

|CI 1l T

pe0e

— Right DURATION e © o O

| |

* Tailored treatment to individual need, as opposed to
programmatic need

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 DURATIOAIs much as possible and as clinically appropriate,

services will be more patiergentered and less progragentered moving

forward, meaning that the needs of the client rather than the needs of the
program should drive care.

40
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ASAM & DSM-5

* ASAM (American Society of Addiction Medicine) Criteria

— Multidimensional assessment focused on: substance abuse
and withdrawal, medical problems, MH problems, readiness
to change, relapse potential, recovery/living environment

— Organizes decision-making process of determining the most
appropriate level of care

* DSM-5 Criteria for SUDs = 11 diagnostic criteria
- Mild = 2 - 3 criteria
— Moderate 2 4 - 5 criteria
— Severe > > 6 criteria

41

The ASAM Criteria and DS™Mwill be the primary tool used to determine
medical necessity and the appropriate level of SUD care moving forward.
While the ASAM Ciriteria 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 cliniciansAll patients being treated in our system of care will need to

have a DSMb diagnosis of at least one substance use disorder in order to
establishmedical necessity
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How to Determine Medical Necessity

DSM-5 diagnosis of a substance use disorder

==

Appropriate level of care as determined by the ASAM Criteria

= MEDICAL NECESSITY

42
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Training

* Priority 1 topics:
— ASAM Criteria / DSM-5 / Documentation
— Motivational Interviewing

. . Evidence-based practices
— Cognitive Behavioral Therapy }
* Priority 1.5 topics:

— Data Integrity

— Cultural Competency

— Co-Occurring Disorders,
particularly Personality
Disorders

— Staff Burnout

Upcomingtrainings and other related resourcesNBE L2 3G SR 2y

http://publichealth.lacounty.gov/sapc/Event/event.htm

{1t/ Q&

SAPQ@vill 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.

43
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Quality Assurance and Utilization Management (QA/UM) Program

* Quality Assurance

— Establish clinical standards of care, or expectations for quality SUD
care

* E.g., evidence-based practices (Motivational Interviewing,
Cognitive Behavioral Therapy), use of the ASAM Criteria, case
management, patient-centered care, etc.

+ Utilization Management

— SAPC clinical staff will review cases to determine that clinical
standards are being met
— Key focus = appropriate level of care placement & transitions
between levels of care
* ALL residential services will need to be authorized
* Random review of a proportion of cases at all levels of care

Ensuring that clients use a fuller continuum of care within our system and

resource management will be key focuses of tisigsstem transformation and

the waiver.

{1t/ Qa vdzr tAde ! a4adz2Ny yOS +tyR ! GAETAT I G
the care being provided by providers to ensure that it is consistent with

recognized standards of practice, and will need to authorize all residential
servicesThis 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.

44



Continuum of Care

* Core elements of an
effective SUD system of
care

— The use of the full
continuum of care
available to our patients

— Fluid transitions
between levels of care
within that continuum

/Withdrawal |
Management

.

Opioid

Recovery

Support
Services

Treatment
_Programs ,
N

Short-Term
Residential

Outpatient |

[ Intensive |
\\ Outpatient |

e

Done well, the end result will be services that are more tailored to
individual need and more available to a greater number of people

45
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DMC-ODS Utilization: Low Estimation

LAC Population
7,675,633

Estimated Tx Utilization

Total
Estimated
Utilization

60,403

DMC Eligible
236,338

Treatmentpopulation (50,336) = average unique clients within and across LOE (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)

46
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DMC-0ODS Utilization: Medium Estimation

LAC Population Estimated Tx

7,675,633 stimated Tx Utilization Utilization (13,020
(50,336 x 1.4 = 70,470) x1.4 = 18,228)

Additional
+ Demand (Unique)
(7% of 186,002)
13,020

DMC Eligible

J

|

Total Estimated Utilization
70,470+ 18,228 = 88,698

Still Need SUD Tx
186,002

Treatmentpopulation (50,336) = average unique clients within and across LOE (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 witise 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)



((oumvm Los Ancauts
Public Health

DMC-0ODS Utilization: High Estimation

LAC Population Estimated Tx
7,675,633 stimated Tx Utilization Utilization (13,020
(50,336 x 1.8 = 90,605) X 1.8 = 23,436)
Medi-Cal Eligibl Additional
982 Demand (Unique)
2847 (7% of 186,002)

13,020

DMC Eligible
236,338

J

Total Estimated Utilization
90,605+ 23,436= 114,041

Still Need SUD Tx
186,002

Treatmentpopulation (50,336) = average unique clients within and across LOE (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 epiBbdas)a very
optimistic/ideal estimatiorbcit 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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Estimated LOC Utilization

DMC Eligible Adult Hot Spots in LAC

NTP Residential
Medical Detox

Residential

ADFLC Services

Intensive
Outpatient

Outpatient

Red areasi

dicate the high ion of DMC

eligible people; Blue areas indicate the lowest
concentration of DMC eligible people.

Applied thisadjusted % breakdown to all three levels (low, medium, & high) of
estimation.



Adult Residential Detox

SAPC Beds
e 1

@

@®-

qu,-, {Cubiic eaim

Low: Residential Medical Detox Bed Capacity

Residential Medical Detox Bed
Utilization and Capacity

Total estimated utilization 60,403
Estimated residential medical detox
S 4,228(7%)
utilization
Clients per bed per year 40*
Total beds needed 106
SAPC bed capacity 107
Additional beds needed 0
Unfunded beds 0
Additional beds needed after using 0
unfunded beds
’\ Number of Residential Medical Detox 3
N Facilities
[ Residentat Detox & Mike Butter *Clients per bed per year was estimated based on the current
] Residertiat Detox 10 M Butier length of stay utilization pattern: 7days (70%), 14 days (30%);

that concluded roughly 40 clients perslot peryear 50

50



qu,-, {Cubiic eaim

Medium: Residential Medical Detox Bed Capacity
Residential Medical Detox Bed
Utilization and Capacity
Total estimated utilization 88,698
Estimated residential medical det
s’ 'ma.e residential medical detox 6,209 (7%)
utilization
Clients per bed per year 40*
Total beds needed 155
SAPC bed capacity 107
Additional beds needed 48
-

Unfunded beds 0
Additional beds needed after using 48
unfunded beds

Adult Residental Detox ’X Number of Residential Medical Detox

SAPC Beds e 3

° 1 N Facilities

@ [ Residential Detox 5 Mite Butter *Clients perbed peryear was estimated based on the current

. 4 [ Restertiat Detox 10 e Butter length of stay utilization pattern: 7 days (70%), 14 days (30%);
that concluded roughly 40 clients perslot peryear 51
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High: Residential Medical Detox Bed Capacity

Adult Residential Detox
SAPC Beds
e 1

@

@®-

N

[ Restentiat Detox & Mie Butier
[ Residentiai Detox 10 Mie Butter

Residential Medical Detox Bed
Utilization and Capacity

Total estimated utilization 114,041
EsF{ma.ted residential medical detox 7,983 (7%)
utilization

Clients per bed per year 40*
Total beds needed 200
SAPC bed capacity 107
Additional beds needed 93
Unfunded beds 0
Additional beds needed after using 93
unfunded beds

Number of Residential Medical Detox 3
Facilities

*Clients per bed peryear was estimated based on the current
length of stay utilization pattern: 7 days (70%), 14 days (30%)
that concluded roughly 40 clients perslot peryear
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Adult_Residential Tx
SAPC Beds

e 1-10
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Low: Residential Bed Capacity

[ mesientan 5 e Butter
e (———

Residential Bed Utilization and

Capacity

Total estimated utilization 60,403
Estimated residential utilization 9,664 (16%)
Clients per bed per year 6*
Total beds needed 1,611
SAPC bed capacity 1,220
Additional Beds needed 391
Unfunded beds 697
Additional beds needed after using 0
unfunded beds

Number of Residential Facilities 75

*Clients per bed peryear was estimated based on the current
length of stay utilization pattern: 30days (30%), 60 days (40%),
90 days (20%), 120 days(10%) that concluded roughly 6 clients
perslotper year(5.8)
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Medium: Residential Bed Capacity

Residential Bed Utilization and
Capacity

\ :
D Total estimated utilization 88,698
L Estimated residential utilization 14,192 (16%)
|
\ Clients per bed per year 6*
Total beds needed 2,365
SAPC bed capacity 1,220
S Additional Beds needed 1,145

,'/\/J\

‘«,,‘\79 Unfunded beds 697
Additional beds needed after using 448
unfunded beds

::::';:m""" ® ’X Number of Residential Facilities 75
2
o Lo N
® 1.2 *Clients per bed per year was estimated based on the current
@ v« ] Resicentiat 5 mse Butter length of stay utilization pattern: 30days (30%), 60 days (40%),
. a7-107 ] Resiennai 10 mae butter 90 days (20%), 120 days (10%) that concluded roughly 6 clients
. i perslot per year(5.8) 54
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SAPC Beds

® 1.1

® n.2

® s
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High: Residential Bed Capacity

Residential Bed Utilization and

Capacity
Total estimated utilization 114,041
Estimated residential utilization 18,247 (16%)
Clients per bed per year 6*
Total beds needed 3,041
SAPC bed capacity 1,220
Additional Beds needed 1,821
Unfunded beds 697
Additional beds needed after using 1124
unfunded beds !

’x Number of Residential Facilities 75

*Clients per bed peryear was estimated based on the current
length of stay utilization pattern: 30days (30%), 60 days (40%),
90 days (20%), 120 days(10%) that concluded roughly 6 clients
perslotper year(5.8)

[ Resicentia s e Buster
] Resicentis 10 mte buter
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Low: Intensive Outpatient (IOT) Slot Capacity

Intensive Outpatient Tx
SAPC Slots

° 0.1

o 2.3

@ «+n

- N

. 2148 (] intensive Outpatient 5 e Buter

[ iotensive Outpatient 10 e Butter

0P Slot Utilization and
Capacity

Total estimated utilization 60,403
Estimated IOP utilization 3,624 (6%)
Clients per slot per year 5%
Total slots needed 295
SAPC slot capacity 375
Additional slots needed 350
Number of 10P Facilities 26

* Clients per slot per year was estimated based on the current LOS
utilization pattern: Length of stay-60days (55%), 100 days (20%), 130
days (25%); Days of services per week (up to 9-19 hours)—5 days
(50%) 3 days (50%); roughly came out S clients per slot per year (5.3)

56
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Medium: Intensive Outpatient (I0T) Slot Capacity

Intensive Outpatient Tx

SAPC Slots

® 0.1

® 2.3

@ «n

@ 2» N

. 2148 [ irtensive Outpatient 5 Mie Buter

[ iotensive Outpatient 10 e Butter

0P Slot Utilization and
Capacity

Total estimated utilization St
Estimated |OP utilization 5,322 (6%)
Clients per slot per year 5%
Total slots needed 1064
SAPC slot capacity 375
Additional slots needed 689
Number of 10P Facilities 26

* Clients per slot per year was estimated based on the current LOS
utilization pattern: Length of stay-60days (55%), 100 days (20%), 130
days (25%); Days of services per week (up to 9-19 hours)—5 days

(50%) 3 days (50%); roughly came out S clients per slot per year (5.3)
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High: Intensive Outpatient (I0T) Slot Capacity

Intensive Outpatient Tx
SAPC Slots

° 0.1

o 2.3

@ «+n

- N

. 2148 (] intensive Outpatient 5 e Buter

[ iotensive Outpatient 10 e Butter

0P Slot Utilization and
Capacity

Total estimated utilization 114,041
Estimated IOP utilization 6,842 (6%)
Clients per slot per year 5%
Total slots needed 1,368
SAPC slot capacity 375
Additional slots needed 993
Number of 10P Facilities 26

* Clients per slot per year was estimated based on the current LOS
utilization pattern: Length of stay-60days (55%), 100 days (20%), 130
days (25%); Days of services per week (up to 9-19 hours)—5 days
(50%) 3 days (50%); roughly came out S clients per slot per year (5.3)
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Low: Outpatient (OP) Slot Capacity

Adut_Outpatient Tx
SAPC Slots
o 19

® 1w

o =2 N
@« [ outpatient 5 mse Butter
@~ ] outpatent 10 e Buter

OP Slot Utilization and
Capacity

Total estimated utilization 60,403
Estimated OP utilization 24,765 (41%)
Clients per slot per year 7*

Total slots needed 3,538
SAPC slot capacity 2,402
Additional slots needed 1,136
Number of OP Facilities 98

* Clients per slot per year was estimated based on the current LOS
utilization pattern: Length of stay of 60days (60%), 90 days (15%),
120days (25%); Days of services per week (up to 9 hours)—5days
(30%), 3 days (50%), 1 day (20%); roughly came out 7 clients per slot
per year (7.2)
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