County of Monterey
Contract No. 16-14184-MO-27

WHOLE PERSON CARE AGREEMENT- Amendment A-01 Round Two

The overarching goal of the Whole Person Care (WPC) Pilot program is the
coordination of health, behavioral health, and social services, as applicable, in a patient-
centered manner with the goals of improved beneficiary health and wellbeing through
more efficient and effective use of resources.

The Department of Health Care Services (DHCS) published a Request for Application
(RFA) relating to the WPC Pilot Program on January 13, 2017. County of Montersy
submitted its WPC application (Attachment A), in response to DHCS' RFA on March 1,
2017. DHCS accepted County of Monterey's WPC application to the RFA on June 12,
2017 with an allocation of (see table below) in federal financial participation available for
each calendar year for the WPC pilot beginning in program year one through program
year five subject to the signing of this Agreement.

Total Funds PY 1 - PY 5
PY Federal Financial | Local Non- Total Funds
Participation federal Funds
PY 1 $2,683,463 $2,683,463 $5,366,926
PY 2 $3,197,823 $3,197,823 $6,395,646
PY 3 $3,712,183 $3,712,183 $7,424,366
PY 4 $3,712,183 $3,712,183 $7.424,366
PY 5 $3,712,183 $3,712,183 $7,424,366

The parties agree:

A. That “Section 6: Attestations and Certification” of Attachment A shall be
amended and replaced by the following:

Sectlon 6: Attestations and Certification
6.1 Attestation

| certify that, as the representative of the WPC pilot lead entity, | agree to the following
conditions:

1. The WPC pilot lead entity will help develop and participate in regular learning
collaboratives to share best practices among pilot entities, per STC 119.

2. The intergovernmental transfer (IGT) funds will qualify for federal financial
participation per 42 CFR 433, subpart B, and will not be derived from
impermissible sources, such as recycled Medicaid payments, federal money
excluded from use as a state match, impermissible taxes, and non-bona fide
provider-related donations, per STC 126.a. Sources of non-federal funding shall
not include provider taxes or donations impermissible under section 1903(w),
impermissible intergovernmental transfers from providers, or federal funds
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received from federal programs other than Medicaid (unless expressly authorized
by federal statute to be used for claiming purposes, and the federal Medicaid
funding is credited to the other federal funding source). For this purpose, federal
funds do not include PRIME payments, patient care revenue received as
payment for services rendered under programs such as the Designated State
Health Programs, Medicare, or Medicaid

3.  Within 30 days determining the interim or final payments due based on the mid-
year and annual reports, DHCS will issue requests to the WPC pilot for the
necessary |GT amounts. The WPC pilot shall make IGT of funds to DHCS in the
amount specified within 7 days of receiving the state’s request. If the IGTs are
made within the requested timeframe, the payment will be paid within 14 days
after the transfers are made.

4. This Agreement between DHCS and the WPC pilot lead entity constitutes the
agreement that specifies the WPC pilot requirements, including a data sharing
agreement, per STC 118. [See Exhibit A “HIPAA Business Associate Addendum
(BAA)” of this Application.] The BAA will apply to the transfer and access of
Protected Health Information (PHI) and Persona! Information (Pl) should the
need for sharing such data arise. The DHCS BAA applies to any entity that is
acting in a business associate capacity as defined by HIPAA specifically for the
purpose of the WPC pilot's operation and evaluation.

‘5. The WPC pilot will report and submit timely and complete data to DHCS in a
format specified by the state. Incomplete and/or non-timely data submissions
may lead to a financial penalty after multiple occurrences and technical
assistance is provided by the state.

6. The WPC pilot shall submit mid-year and annual reports in a manner specified by
DHCS and according to the dates outlined in Attachment GG. The WPC pilot
payments shall be contingent on whether progress toward the WPG pilot
requirements approved in this application has been made.

7. The WPC pilot will meet with evaluators to assess the WPC pilot.

8. Payments for WPC pilots will be contingent on certain deliverables or
achievements; payments will not be distributed, or may be recouped, if pilots fail
to demonstrate achievement or submission of deliverables. Funding for PY1 will
be available for this submitted and approved WPC pilot application and for
reporting baseline data; this funding is in support of the initial identification of the
target population and other coordination and planning activities that were
necessary for the submission of a successful application. Funding for PY2
through PY5 shall be made available based on the activities and interventions
described in the approved WPC Pilot application. (STC 126). Federal funding
received shall be returned if the WPC pilot, or a component of it as determined
by the state, is not subsequently implemented.
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9.  Ifthe individual WPC pilot applicant receives its maximum approved pilot year
budget funding before the end of the pilot year, the individual WPC pilot will
continue to provide WPC pilot services to enrolled WPC pilot participants at
levels established in the approved WPC pilot application through the end of the
pilot year.

10.  WPC Pilot payments shall not be eamned or payable for activities otherwise
coverable or directly reimbursable by Medi-Cal.

11. The WPC lead entity has reviewed and compared the activities in the proposed
WPC pilot application to its county’s Medi-Cal Targeted Case Management
Program (TCM), and has made appropriate adjustments to reduce the request
for WPC funds as necessary to ensure that the WPC pilot funding for activities
and interactions of their care coordination teams do not duplicate payments
under the county's TCM benefit. The WPC lead entity has provided
documentation for the adjustment(s) in the approved application which was
accepted in accordance with DHCS guidance provided to the lead entity during
the DHCS application review process.

12.  The lead entity will respond te general inquiries from the state pertaining to the
WPC pilot within one business day after acknowledging receipt, and provide
requested information within five business days, unless an alternate timeline is
approved or determined necessary by DHCS. DHCS will consider reasonable
timelines that will be dependent on the type and severity of the information when
making such requests.

13.  The lead entity understands that the state of California must abide by all
requirements outlined in the STCs and Attachments GG, HH, and MM. The state
may suspend or terminate a WPC pilot if corrective action has been imposed and
persistent poor performance continues. Should a WPC pilot be terminated, the
state shall provide notice to the pilot and request a close-out plan due to the state
within 30 calendar days, unless significant harm to beneficiaries is occurring, in
which case the state may request a close-out plan within 10 business days. Al
state requirements regarding pilot termination can be found in Attachment HH.

Ef | hereby certify that all information provided in this application is true and accurate
to the best of my knowledge, and that this application has been completed based
on a good faith understanding of WPC pilot program participation requirements as
specified in the Medi-Cal 2020 waiver STCs, Attachments GG, HH and MM, and
the DHCS Frequently Asked Questions document.
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B. WPC Pilot Program Agreement
Notice

All inquiries and notices relating to this Agreement should be directed to the
representatives listed below. Either party may make changes to the information below
by giving written notice to the other party. Said changes shall not require an
amendment to this Contract.
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The Agreement representatives during the term of this Agreement will be:

Department of Health Care Services

WPC Pilot Lead Entity

Managed Care Quality & Monitoring Division | Monterey County Health

Department

Attention: Bob Baxter

Attention: Elsa M. Jimenez, MPP

Telephone: (916) 319-9707

Telephone: (831) 755-4526

As a condition for participation in the WPC Pilot program, the WPC pilot lead entity
(referred to as “Contractor” below) agrees to comply with all of the following terms and
conditions, and with all of the terms and conditions included on any attachment(s)
hereto, which is/are incorporated herein by reference:

Nondiscrimination. Pursuant to Affordable Care Act section 1557 (42 U.S.C.
section 18118), during the performance of this Contract, Contractor shall not, and
shall also require and ensure its subcontractors, providers, agents, and employees
to not, cause an individual, beneficiary, or applicant to be excluded on the grounds
prohibited under Title VI of the Civil Rights Act of 1964 (42 U.S.C. 2000d et seq.),
Title IX of the Education Amendments of 1972 (20 U.S.C. 1681 et seq.), the Age

Discrimination Act of 1975 (42 U.S.C. 6101 et seq.), or section 504 of the

Rehabilitation Act of 1973 (29 U.S.C. 794), or subject to any other applicable State
and Federal laws, from participation in, be denied the benefits of, or be subjected to
discrimination under, any health program or activity offered through DHCS.

Term and Termination. This Agreement will be effective from the date both DHCS
and Contractor have executed this Agreement and terminate on June 30, 2021
unless the application is renewed or the WPC Pilot program is extended, or the
WPC piiot is terminated in accordance with procedures established pursuant to STC

120 and Attachment HH thereof.

Compliance with Laws and Regulations. Contractor agrees to, and shall also
require and ensure its subcontractors to, comply with all applicable provisions of
Chapters 7 and 8 of the Welfare and Institutions Code, and any applicable rules or
regulations promulgated by DHCS pursuant to these chapters. Coniractor agrees to,
and shall also requires its subcontractors to, comply with all federal laws and
regulations governing and regulating the Medicaid program.

Fraud and Abuse. Contractor agrees, and shall also require its subcontractors to

agree, that it shall not engage in or commit fraud or abuse. “Fraud” means

intentional deception or misrepresentation made by a person with the knowledge
that the deception could result in some unauthorized benefit to himself or herself or
some other person. “Abuse” means provider practices that are inconsistent with
sound fiscal, business, or medical practices, and result in an unnecessary cost to the
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Medicaid program or in reimbursement for services that are not medically necessary
or that fail to meet professionally recognized standards for health care.

Governing Law. This Agreement shall be governed by and interpreted in
accordance with the laws of the State of California.

Complete Integration. This Agreement, including any attachments or documents
incorporated herein by express reference is intended to be a complete integration
and there are no prior or contemporaneous different or additional agreements
pertaining to the subject matters of this Agreement.

Amendment. No alteration or variation of the terms or provisions of this Agreement
shall be valid unless made in writing and signed by the parties to this Agreement,
and no oral understanding or agreement not set forth in this Agreement, shall be
binding on the parties to this Agreement.

Discrepancy or Inconsistency. If there is a discrepancy or inconsistency in the
terms of this Agreement and Attachment A, then this Agreement controls.
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Signature of WPC Lead %p. entative

Date Db/l\{’ WX

Name: Elsa M. Jimenez, MPP
Title: Director of Health

M e

Signature of DHCS.Representative

Date | llq( e

Name: Mari Cantwell
Title: Chief Deputy Director, Health Care Programs

Reviewedhas,to fisgal\prpyisions

ftor-Gontroller
County ofMonterey (r'\-""\/'

N O
~FEPUTY FOUNTY

' MOUNTY OF MON.
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Whole Person Care Agreement

Exhibit A — Health Insurance Portability and Accountability Act (HIPAA Business
Associate Addendum (BAA)

1 Recitals

A. This Contract (Agreement) has been determined to constitute a business
associate relationship under the Health Insurance Portability and Accountability
Act of 1996, Public Law 104-191 (“HIPAA"), the Health Information Technology
for Economic and Clinical Health Act, Public Law 111-005 ('the HITECH Act"), 42
U.S.C. section 17921 et seq., and their implementing privacy and security
regulations at 45 CFR Parts 160 and 164 (“the HIPAA regulations”).

B. The Department of Health Care Services (‘DHCS") wishes to disclose to
Business Associate certain information pursuant to the terms of this Agreement,
some of which may constitute Protected Health Information (“PHI”), including
orotected health information in electronic media (“ePHI"), under federal law, and
personal information ("PI1") under state law.

C. As set forth in this Agreement, Contractor, here and after, is the Business
Associate of DHCS acting on DHCS' behalf and provides services, arranges,
performs or assists in the performance of functions or activities on behalf of
DHCS and creates, receives, maintains, transmits, uses or discloses PHI and PL.
DHCS and Business Associate are each a party to this Agreement and are
collectively referred to as the "parties.”

D. The purpose of this Addendum is to protect the privacy and security of the PHI
and P! that may be created, received, maintained, transmitted, used or disclosed
pursuant to this Agreement, and to comply with certain standards and
requirements of HIPAA, the HITECH Act and the HIPAA regulations, including,
but not limited to, the requirement that DHCS must enter into a contract
containing specific requirements with Contractor prior to the disclosure of PHI to
Contractor, as set forth in 45 CFR Parts 160 and 164 and the HITECH Act, and
the Final Omnibus Ruie as well as the Alcohol and Drug Abuse patient records
confidentiality law 42 CFR Part 2, and any other applicable state or federal law or
regulation. 42 CFR section 2.1(b)(2)(B) allows for the disclosure of such records
to qualified personnel for the purpose of conducting management or financial
audits, or program evaluation. 42 CFR Section 2.53(d) provides that patient
identifying information disclosed under this section may be disclosed only back to
the program from which it was obtained and used only to carry out an audit or
evaluation purpose or to investigate or prosecute criminal or other activities, as
authorized by an appropriate court order.
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E.

The terms used in this Addendum, but not otherwise defined, shall have the
same meanings as those terms have in the HIPAA regulations. Any reference to
statutory or regulatory language shall be to such language as in effect or as
amended.

Definitions

Breach shall have the meaning given to such term under HIPAA, the HITECH
Act, the HIPAA regulations, and the Fina! Omnibus Rule.

Business Associate shall have the meaning given to such term under HIPAA, the
HITECH Act, the HIPAA regulations, and the final Omnibus Rule.

Covered Entity shall have the meaning given to such term under HIPAA, the
HITECH Act, the HIPAA regulations, and Final Omnibus Rule.

Electronic Health Record shall have the meaning given to such term in the
HITECH Act, including, but not limited to, 42 U.S.C Section 17921 and
implementing regulations.

Electronic Protected Health Information (ePHI) means individually identifiable
health information transmitted by electronic media or maintained in electronic
media, including but not limited to electronic media as set forth under 45 CFR
section 160.103.

Individually Identifiable Health Information means health information, including
demographic information collected from an individual, that is created or received
by a health care provider, health plan, employer or health care clearinghouse,
and relates to the past, present or future physical or mental health or condition of
an individual, the provision of health care to an individual, or the past, present, or
future payment for the provision of health care to an individual, that identifies the
individual or where there is a reasonable basis to believe the information can be
used to identify the individual, as set forth under 45 CFR section 160.103.

Privacy Rule shall mean the HIPAA Regulation that is found at 45 CFR Parts 160
and 164.

Personal Information shall have the meaning given to such term in California Civil
Code section 1798.29.

Protected Health Information means individually identifiable health information
that is transmitted by electronic media, maintained in electronic media, or is
transmitted or maintained in any other form or medium, as set forth under 45
CFR section 160.103.
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J.

Required by law, as set forth under 45 CFR section 164.103, means a mandate
contained in law that compels an entity to make a use or disclosure of PHI that is
enforceable in a court of law. This includes, but is not limited to, court orders and
court-ordered warrants, subpoenas or summons issued by a court, grand jury, a
governmental or tribal inspector general, or an administrative body authorized to
require the production of information, and a civil or an authorized investigative
demand. It also includes Medicare conditions of participation with respect to
health care providers participating in the program, and statutes or regulations
that require the production of information, including statutes or regulations that
require such information if payment is sought under a government program
providing public benefits.

Secretary means the Secretary of the U.S. Department of Health and Human
Services ("HHS") or the Secretary's designee.

Security Incident means the attempted or successful unauthorized access, use,
disclosure, modification, or destruction of PHI or PI, or confidential data that is
essential to the ongoing operation of the Business Associate’s organization and
intended for internal use; or interference with system operations in an information
system.

Security Ruie shall mean the HIPAA regulation that is found at 45 CFR Parts 160
and 164.

Unsecured PHI shall have the meaning given to such term under the HITECH
Act, 42 U.S.C. section 17932(h), any guidance issued pursuant to such Act, and
the HIPAA regulations.

Terms of Agreement
Permitted Uses and Disclosures of PHI by Business Associate

Permitted Uses and Disclosures. Except as otherwise indicated in this
Addendum, Business Associate may use or disclose PHI only to perform
functions, activities or services specified in this Agreement, for, or on behalf of
DHCS, provided that such use or disclosure would not violate the HIPAA
regulations, if done by DHCS. Any such use or disclosure must, to the extent
practicable, be limited to the limited data set, as defined in 45 CFR section
164.514(e)(2), or, if needed, to the minimum necessary to accomplish the
intended purpose of such use or disclosure, in compliance with the HITECH Act
and any guidance issued pursuant to such Act, the HIPAA regulations, the Final
Omnibus Ruie and 42 CFR Part 2.

1. Specific Use and Disclosure Provisions. Except as otherwise indicated in this
Addendum, Business Associate may:
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a. Use and disclose for management and administration. Use and disclose
PHI for the proper management and administration of the Business
Associate provided that such disclosures are required by-law, or the
Business Associate obtains reasonable assurances from the person to
whom the information is disclosed that it will remain confidential and will
be used or further disclosed only as required by law or for the purpose
for which it was disclosed to the person, and the person notifies the
Business Associate of any instances of which it is aware that the
confidentiality of the information has been breached.

b. Provision of Data Aggregation Services. Use PHI to provide data
aggregation services to DHCS. Data aggregation means the combining
of PHI created or received by the Business Associate on behalf of DHCS
with PHI received by the Business Associate in its capacity as the
Business Associate of another covered entity, to permit data analyses
that relate to the health care operations of DHCS.

B. Prohibited Uses and Disclosures

1.

Business Associate shall not disclose PHI about an individual to a health plan
for payment or health care operations purposes if the PHI pertains solely to a
health care item or service for which the health care provider involved has
been paid out of pocket in full and the individual requests such restriction, in
accordance with 42 U.S.C. section 17935(a) and 45 CFR section 164.522(a).

Business Associate shall not directly or indirectly receive remuneration in
exchange for PHI, except with the prior written consent of DHCS and as
permitted by 42 U.S.C. section 17935(d)(2).

C. Responsibilities of Business Associate

Business Associate agrees:

1.

Nondisclosure. Not to use or disclose Protected Health Information (PHI)
other than as permitted or required by this Agreement or as required by law.

Safeguards. To implement administrative, physical, and technical safeguards
that reasonably and appropriately protect the confidentiality, integrity, and
availability of the PH], including electronic PHI, that it creates, receives,
maintains, uses or transmits on behalf of DHCS, in compliance with 45 CFR
sections 164.308, 164.310 and 164.312, and to prevent use or disclosure of
PHI other than as provided for by this Agreement. Business Associate shall
implement reasonable and appropriate policies and procedures to comply
with the standards, implementation specifications and other requirements of
45 CFR section 164, subpart C, in compliance with 45 CFR section 164.316.
Business Associate shall develop and maintain a written information privacy
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and security program that includes administrative, technical and physical
safeguards appropriate to the size and complexity of the Business
Associate’s operations and the nature and scope of its activities, and which
incorporates the requirements of section 3, Security, below. Business
Associate will provide DHCS with its current and updated policies.

3. Security. To take any and all steps necessary to ensure the continuous
security of all computerized data systems containing PHI and/or Pl, and to
protect paper documents containing PHI and/or Pl. These steps shall include,
-at a minimum:

a. Complying with all of the data system security precautioﬁs listed in
Attachment A, the Business Associate Data Security Requirements;

b. Achieving and maintaining.compliance with the HIPAA Security Rule
(45 CFR Parts 160 and 164), as necessary in conducting operations
on behalf of DHCS under this Agreement;

c. Providing a level and scope of security that is at least comparable to
the level and scope of security established by the Office of
Management and Budget in OMB Circular No. A-130, Appendix Il| -
Security of Federal Automated Information Systems, which sets forth
guidelines for automated information systems in Federal agencies; and

d. In case of a conflict between any of the security standards contained in
any of these enumerated sources of security standards, the most
stringent shall apply. The most stringent means that safeguard which
provides the highest level of protection to PHI from unauthorized
disclosure. Further, Business Associate must comply with changes to
these standards that occur after the effective date of this Agreement.

Business Associate shall designate a Security Officer to oversee its data
security program who shall be responsible for carrying out the
requirements of this section and for communicating on security matters
with DHCS.

D. Mitigation of Harmful Effects. To mitigate, to the extent practicable, any harmful
effect that is known to Business Associate of a use or disclosure of PHI by
Business Associate or its subcontractors in violation of the requirements of this
Addendum.

E. Business Associate’s Agents and Subcontractors.

1. To enter into written agreements with any agents, including subcontractors

and vendors, to whom Business Associate provides PHI or Pl received from
or created or received by Business Associate on behalf of DHCS, that impose
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the same restrictions and conditions on such agents, subcontractors and
vendors that apply to Business Associate with respect to such PHI and Pl
under this Addendum, and that comply with all applicable provisions of
HIPAA, the HITECH Act the HIPAA regulations, and the Final Omnibus Rule,
including the requirement that any agents, subcontractors or vendors
implement reasonable and appropriate administrative, physical, and technical
safeguards to protect such PHI and PI. Business associates are directly liable
under the HIPAA Rules and subject to civil and, in some cases, criminal
penalties for making uses and disclosures of protected health information that
are not authorized by its contract or required by law. A business associate
also is directly liable and subject fo civil penalties for failing to safeguard
electronic protected health information in accordance with the HIPAA Security
Rule. A *business associate” also is a subcontractor that creates, receives,
maintains, or transmits protected health information on behalf of another
business associate. Business Associate shall incorporate, when applicable,
the relevant provisions of this Addendum into each subcontract or subaward
to such agents, subcontractors and vendors, including the requirement that
any security incidents or breaches of unsecured PHI or Pl be reported to
Business Associate.

2. In accordance with 45 CFR section 164.504(e)(1 )ii), upon Business
Associate’s knowledge of a material breach or violation by its subcontractor of
the agreement between Business Associate and the subcontractor, Business
Associate shalil:

a.  Provide an opportunity for the subcontractor to cure the breach or
end the violation and terminate the agreement if the subcontractor
does not cure the breach or end the violation within the time specified
by DHCS; or

b.  Immediately terminate the agreement if the subcontractor has
breached a material term of the agreement and cure is not possible.

F.  Availability of Information to DHCS and individuals. To provide access and
information:

1. To provide access as DHCS may require, and in the time and manner
designated by DHCS (upon reasonable notice and during Business
Associate’s normal business hours) to PHI in a Designated Record Set, to
DHCS (or, as directed by DHCS), to an Individual, in accordance with 45 CFR
section 164.524. Designated Record Set means the group of records
maintained for DHCS that includes medical, dental and billing records about
individuals; enroliment, payment, claims adjudication, and case or medical
management systems maintained for DHCS health plans; or those records
used to make decisions about individuals on behalf of DHCS,. Business
Associate shall use the forms and processes developed by DHCS for this
purpose and shall respond to requests for access to records transmitted by
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DHCS within fifteen (15) calendar days of receipt of the request by producing
the records or verifying that there are none.

2. |f Business Associate maintains an Electronic Health Record with PHI,
and an individual requests a copy of such information in an electronic
format, Business Associate shall provide such information in an electronic
format to enable DHCS to fulfill its obligations under the HITECH Act,
including but not limited to, 42 U.S.C. section 17935(e).

3. If Business Associate receives data from DHCS that was provided to
DHCS by the Social Security Administration, upon request by DHCS,
Business Associate shall provide DHCS with a list of all employees,
contractors and agents who have access to the Social Security data,
including employees, contractors and agents of its subcontractors and
agents.

G. Amendment of PHI. To make any amendment(s) to PHI that DHCS directs or
agrees to pursuant to 45 CFR section 164.526, in the time and manner
designated by DHCS.

H. Internal Practices. To make Business Associate’s internal practices, books and
records relating to the use and disclosure of PHI received from DHCS, or created
or received by Business Associate on behalf of DHCS, available to DHCS or to
the Secretary of the U.S. Department of Health and Human Services in a time
and manner designated by DHCS or by the Secretary, for purposes of
determining DHCS’ compliance with the HIPAA regulations. If any information
needed for this purpose is in the exclusive possession of any other entity or
person and the other entity or person fails or refuses to furnish the information to
Business Associate, Business Associate shall so certify to DHCS and shall set
forth the efforts it made to obtain the information.

I. Documentation of Disclosures. To document and make available to DHCS or (at
the direction of DHCS) to an Individual such disclosures of PHI, and information
related to such disclosures, necessary to respond to a proper request by the
subject Individual for an accounting of disclosures of PHI, in accordance with the
HITECH Act and its implementing regulations, including but not limited to 45 CFR
section 164.528 and 42 U.S.C. section 17935(c). If Business Associate
maintains electronic health records for DHCS as of January 1, 2009, Business
Associate must provide an accounting of disclosures, including those disclosures
for treatment, payment or health care operations, effective with disclosures on or
after January 1, 2014. If Business Associate acquires electronic health records
for DHCS after January 1, 2009, Business Associate must provide an accounting
of disclosures, including those disclosures for treatment, payment or health care
operations, effective with disclosures on or after the date the electronic health
record is acquired, or on or after January 1, 2011, whichever date is later. The
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electronic accounting of disclosures shall be for disclosures during the three
years prior to the request for an accounting.

J. Breaches and Security Incidents. During the term of this Agreement, Business
Associate agrees to implement reasonable systems for the discovery and prompt
reporting of any breach or security incident, and to take the following steps:

1.

2.

Notice to DHCS. (1) To notify DHCS immediately upon the discovery of a
suspected security incident that involves data provided to DHCS by the
Social Security Administration. This notification will be by telephone call
pius email or fax upon the discovery of the breach. (2) To notify DHCS
within 24 hours by email or fax of the discovery of unsecured PHI or P! in
electronic media or in any other media if the PHI or Pl was, or is reasonably
believed to have been, accessed or acquired by an unauthorized person,
any suspected security incident, intrusion or unauthorized access, use or
disclosure of PHI or Pl in vioiation of this Agreement and this Addendum, or
potential loss of confidential data affecting this Agreement. A breach shall
be treated as discovered by Business Associate as of the first day on which
the breach is known, or by exercising reasonable diligence would have been
known, to any person (other than the person committing the breach) who is
an employee, officer or other agent of Business Associate.

Notice shall be provided to the DHCS Program Contract Manager, the
DHCS Privacy Officer and the DHCS Information Security Officer. If the
incident occurs after business hours or on a weekend or holiday and
involves data provided to DHCS by the Social Security Administration,
notice shall be provided by calling the DHCS EITS Service Desk. Notice
shall be made using the “DHCS Privacy Incident Report” form, including all
information known at the time. Business Associate shall use the most
current version of this form, which is posted on the DHCS Privacy Office
website (www.dhcs.ca.gov, then select “Privacy” in the left column and then
“Business Use” near the middle of the page) or use this link:
htip://www.dhcs.ca.gov/formsandpubs/laws/priv/iPages/DHCSBusinessAsso
ciatesOnly.aspx

Upon discovery of a breach or suspected security incident, intrusion or
unauthorized access, use or disclosure of PHI or Pl, Business Associate
shall take:

a. Prompt corrective action to mitigate any risks or damages involved with
the breach and to protect the operating environment; and

b. Any action pertaining to such unauthorized disclosure required by
applicable Federal and State laws and regulations.

Investigation and Investigation Report. To immediately investigate such
security incident, breach, or unauthorized access, use or disclosure of PHI
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or PI. If the initial report did not include all of the requested information
marked with an asterisk, then within 72 hours of the discovery, Business
Associate shall submit an updated “DHCS Privacy Incident Report”
containing the information marked with an asterisk and all other applicable
information listed on the form, to the extent known at that time, to the
DHCS Program Contract Manager, the DHCS Privacy Officer, and the
DHCS Information Security Officer:

3. Complete Report. To provide a complete report of the investigation to the
DHCS Program Contract Manager, the DHCS Privacy Officer, and the
DHCS Information Security Officer within ten (10) working days of the
discovery of the breach or unauthorized use or disclosure. If all of the
required information was not included in either the initial report, or the
Investigation Report, then a separate Complete Report must be submitted.
The report shall be submitted on the “DHCS Privacy Incident Report” form
and shall include an assessment of all known factors relevant to a
determination of whether a breach occurred under applicable provisions of
HIPAA, the HITECH Act, the HIPAA regulations and/or state law. The
report shall also include a full, detailed corrective action plan, including
information on measures that were taken to halt and/or contain the
improper use or disclosure. If DHCS requests information in addition to
that listed on the "DHCS Privacy Incident Report” form, Business Associate
shall make reasonable efforts to provide DHCS with such information. If
necessary, a Supplemental Report may be used to submit revised or
additional information after the completed report is submitted, by submitting
the revised or additional information on an updated “DHCS Privacy Incident
Report” form. DHCS will review and approve or disapprove the
determination of whether a breach occurred, is reportable to the
appropriate entities, if individual notifications are required, and the
corrective action plan.

4. Notification of Individuals. If the cause of a breach of PHI or Pl is
attributable to Business Associate or its subcontractors, agents or
vendors, Business Associate shall notify individuals of the breach or
unauthorized use or disclosure when notification is required under state or
federal law and shall pay any costs of such notifications, as well as any
costs associated with the breach. The notifications shall comply with the
requirements set forth in 42 U.S.C. section 17932 and its implementing
regulations, including, but not limited to, the requirement that the
notifications be made without unreasonable delay and in no event later
than 60 calendar days. The DHCS Program Contract Manager, the DHCS
Privacy Officer, and the DHCS Information Security Officer shall approve
the time, manner and content of any such notifications and their review
and approval must be obtained before the notifications are made.
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5.

Responsibility for Reporting of Breaches. If the cause of a breach of PHI
or Pl is attributable to Business Associate or its agents, subcontractors or
vendors, Business Associate is responsible for all required reporting of the
breach as specified in 42 U.S.C. section 17932 and its implementing
regulations, including notification to media outliets and to the Secretary. |f
a breach of unsecured PHI involves more than 500 residents of the State
of California or its jurisdiction, Business Associate shall notify the
Secretary of the breach Immediately upon discovery of the breach. If
Business Associate has reason to believe that duplicate reporting of the
same breach or incident may occur because its subcontractors, agents or
vendors may report the breach or incident to DHCS in addition to
Business Associate, Business Associate shall notify DHCS, and DHCS
and Business Associate may take appropriate action to prevent duplicate
reporting. The breach reporting requirements of this paragraph are in
addition to the reporting requirements set forth in subsection 1, above.

DHCS Contact Information. To direct communications to the above
referenced DHCS staff, the Contractor shall initiate contact as indicated
herein. DHCS reserves the right to make changes to the contact
information below by giving written notice to the Contractor. Said changes
shall not require an amendment to this Addendum or the Agreement to
which it is incorporated.

DHCS Contract DHCS Privacy Officer DHCS Information Security
Contact Officer

Chief, Coordinated | Privacy Officer Information Security Officer
Care Program c/o: Office of HIPAA DHCS Information Security
Section Compliance Office

Department of Health Care P.O. Box 997413, MS 6400
Services Sacramento, CA 95899-7413
P.O. Box 997413, MS 4722
Sacramento, CA 95899-7413 | Email: iso@dhcs.ca.gov
Fax: (916) 440-5537

Email:

privacyofficer@dhcs.ca.qov Telephone: EITS Service
Desk

Telephone: (916) 445-4646 (916) 440-7000 or

(800) 579-0874

Fax: (916) 440-7680

K. Termination of Agreement. In accordance with Section 13404(b) of the HITECH
Act and to the extent required by the HIPAA regulations, if Business Associate
knows of a material breach or violation by DHCS of this Addendum, it shall take
the following steps:
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Iv.

1. Provide an opportunity for DHCS to cure the breach or end the violation and
terminate the Agreement if DHCS does not cure the breach or end the
violation within the time specified by Business Associate; or

2. Immediately terminate the Agreement if DHCS has breached a material
term of the Addendum and cure is not possible.

L. Due Diligence. Business Associate shall exercise due diligence and shall take

reasonable steps to ensure that it remains in compliance with this Addendum and
is in compliance with applicable provisions of HIPAA, the HITECH Act and the
HIPAA regulations, and that its agents, subcontractors and vendors are in
compliance with their obligations as required by this Addendum.

. Sanctions and/or Penalties. Business Associate understands that a failure to

comply with the provisions of HIPAA, the HITECH Act and the HIPAA regulations
that are applicable to Business Associate may result in the imposition of
sanctions and/or penalties on Business Associate under HIPAA, the HITECH Act
and the HIPAA regulations.

Obligations of DHCS
DHCS agrees to:

Notice of Privacy Practices. Provide Business Associate with the Notice of
Privacy Practices that DHCS produces in accordance with 45 CFR section
164.520, as well as any changes to such notice. Visit the DHCS Privacy Office
to view the most current Notice of Privacy Practices at:
http://www.dhcs.ca.gov/formsandpubs/laws/priv/Pages/default.aspx or the DHCS
website at www.dhcs.ca.gov (select “Privacy in the left column and “Notice of
Privacy Practices” on the right side of the page).

Permission by Individuals for Use and Disclosure of PHI. Provide the Business
Associate with any changes in, or revocation of, permission by an Individual to
use or disclose PHI, if such changes affect the Business Associate’s permitted or
required uses and disclosures.

Notification of Restrictions. Notify the Business Associate of any restriction to the
use or disclosure of PHI that DHCS has agreed to in accordance with 45 CFR
section 164.522, to the extent that such restriction may affect the Business
Associate’s use or disclosure of PHI.

Requests Conflicting with HIPAA Rules. Not request the Business Associate to
use or disclose PHI in any manner that would not be permissible under the
HIPAA regulations if done by DHCS.

Audits, Inspection and Enforcement
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A. From time to time, DHCS may inspect the facilities, systems, books and records
of Business Associate to monitor compliance with this Agreement and this
Addendum. Business Associate shall promptly remedy any violation of any
provision of this Addendum and shall certify the same to the DHCS Privacy
Officer in writing. The fact that DHCS inspects, or fails to inspect, or has the right
to inspect, Business Associate’s facilities, systems and procedures does not
relieve Business Associate of its responsibility to comply with this Addendum, nor
does DHCS':

1. Failure to detect or

2.  Detection, but failure to notify Business Associate or require Business
Associate’s remediation of any unsatisfactory practices constitute
acceptance of such practice or a waiver of DHCS' enforcement rights under
this Agreement and this Addendum.

B. If Business Associate is the subject of an audit, compliance review, or complaint
investigation by the Secretary or the Office of Civil Rights, U.S. Department of
Health and Human Services, that is related to the performance of its obligations
pursuant to this HIPAA Business Associate Addendum, Business Associate shall
notify DHCS and provide DHCS with a copy of any PHI or PI that Business
Associate provides to the Secretary or the Office of Civil Rights concurrently with
providing such PHI or Pl to the Secretary. Business Associate is responsible for
any civil penalties assessed due to an audit or investigation of Business
Associate, in accordance with 42 U.S.C. section 17934(c).

VI. Termination

A. Term. The Term of this Addendum shall commence as of the effective date of
this Addendum and shall extend beyond the termination of the contract and shall
terminate when all the PHI provided by DHCS to Business Associate, or created
or received by Business Associate on behalf of DHCS, is destroyed or returned
to DHCS, in accordance with 45 CFR 164.504(e)(2)(ii)(I).

B. Termination for Cause. In accordance with 45 CFR section 164.504(e)(1)(ii),
upon DHCS'’ knowledge of a material breach or violation of this Addendum by
Business Associate, DHCS shall:

1. Provide an opportunity for Business Associate to cure the breach or end the
violation and terminate this Agreement if Business Associate does not cure
the breach or end the violation within the time specified by DHCS; or

2. Immediately terminate this Agreement if Business Associate has
breached a material term of this Addendum and cure is not possible.
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VL.
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C. Judicial or Administrative Proceedings. Business Associate will notify DHCS if it
is named as a defendant in a criminal proceeding for a violation of HIPAA.
DHCS may terminate this Agreement if Business Associate is found guilty of a
criminal violation of HIPAA. DHCS may terminate this Agreement if a finding or
stipulation that the Business Associate has violated any standard or requirement
of HIPAA, or other security or privacy laws is made in any administrative or civil
proceeding in which the Business Associate is a party or has been joined.

D. Effect of Termination. Upon termination or expiration of this Agreement for any
reason, Business Associate shall return or destroy all PHI received from DHCS
(or created or received by Business Associate on behalf of DHCS) that Business
Associate still maintains in any form, and shall retain no copies of such PHI. If
return or destruction is not feasible, Business Associate shall notify DHCS of the
conditions that make the return or destruction infeasible, and DHCS and
Business Associate shall determine the terms and conditions under which
Business Associate may retain the PHI. Business Associate shall continue to
extend the protections of this Addendum to such PHI, and shall limit further use
of such PHI to those purposes that make the return or destruction of such PHI
infeasible. This provision shall apply to PHI that is in the possession of
subcontractors or agents of Business Associate.

Miscellaneous Provisions

A. Disclaimer. DHGCS makes no warranty or representation that compliance by

Business Associate with this Addendum, HIPAA or the HIPAA regulations will be
adequate or satisfactory for Business Associate's own purposes or that any
information in Business Associate’s possession or control, or transmitted or
received by Business Associate, is or will be secure from unauthorized use or
disclosure. Business Associate is solely responsible for all decisions made by
Business Associate regarding the safeguarding of PHI.

B. Amendment. The parties acknowledge that federal and state laws relating to
electronic data security and privacy are rapidly evolving and that amendment of
this Addendum may be required to provide for procedures to ensure compliance
with such developments. The parties specifically agree to take such action as is
necessary to implement the standards and requirements of HIPAA, the HITECH
Act, the HIPAA regulations and other applicable laws relating to the security or
privacy of PHI. Upon DHCS’ request, Business Associate agrees to promptly
enter into negotiations with DHCS concerning an amendment to this Addendum
embodying written assurances consistent with the standards and requirements of
HIPAA, the HITECH Act, the HIPAA regulations or other applicable laws. DHCS

. may terminate this Agreement upon thirty (30) days written notice in the event:

1. Business Associate does not promptly enter into negotiations to amend this
Addendum when requested by DHCS pursuant to this Section; or
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2. Business Associate does not enter into an amendment providing
assurances regarding the safeguarding of PHI that DHCS in its sole
discretion, deems sufficient to satisfy the standards and requirements of
HIPAA and the HIPAA regulations.

C. Assistance in Litigation or Administrative Proceedings. Business Associate shall
make itself and any subcontractors, employees or agents assisting Business
Associate in the performance of its obligations under this Agreement, available to
DHCS at no cost to DHCS to testify as witnesses, or otherwise, in the event of
litigation or administrative proceedings being commenced against DHCS, its
directors, officers or empioyees based upon claimed violation of HIPAA, the
HIPAA regulations or other laws relating to security and privacy, which involves
inactions or actions by the Business Associate, except where Business Associate
or its subcontractor, employee or agent is a named adverse party.

D. No Third-Party Beneficiaries. Nothing express or implied in the terms and
conditions of this Addendum is intended to confer, nor shall anything herein
confer, upon any person other than DHCS or Business Associate and their
respective successors or assignees, any rights, remedies, obligations or liabilities
whatsoever.

E. Interpretation. The terms and conditions in this Addendum shall be interpreted
as broadly as necessary to implement and comply with HIPAA, the HITECH Act,
the HIPAA regulations and applicable state laws. The parties agree that any
ambiguity in the terms and conditions of this Addendum shall be resolved in favor
of a meaning that complies and is consistent with HIPAA, the HITECH Act and
the HIPAA regulations.

F. Regulatory References. A reference in the terms and conditions of this
Addendum to a section in the HIPAA regulations means the section as in effect
or as amended.

G. Survival. The respective rights and obligations of Business Associate under
Section VI.D of this Addendum shall survive the termination or expiration of this
Agreement.

H. No Waiver of Obligations. No change, waiver or discharge of any liability or
obligation hereunder on any one or more occasions shall be deemed a waiver of

performance of any continuing or other obligation, or shall prohibit enforcement
of any obligation, on any other occasion.
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HIPAA BAA
Attachment A
Business Associate Data Security Requirements

Personnel Controls

. Employee Training. All workforce members who assist in the performance of

functions or activities on behalf of DHCS, or access or disclose DHCS PH! or PI
must complete information privacy and security training, at least annually, at
Business Associate’s expense. Each workforce member who receives
information privacy and security training must sign a certification, indicating the
member’s name and the date on which the training was completed. These
certifications must be retained for a period of six (6) years following contract
termination.

. Employee Discipline. Appropriate sanctions must be applied against workforce

members who fail to comply with privacy policies and procedures or any
provisions of these requirements, including termination of employment where
appropriate.

. Confidentiality Statement. All persons that will be working with DHCS PHI or Pi

must sign a confidentiality statement that includes, at a minimum, General Use,
Security and Privacy Safeguards, Unacceptable Use, and Enforcement Policies.
The statement must be signed by the workforce member prior to access to
DHCS PHI or Pl. The statement must be renewed annually. The Contractor
shall retain each person’s written confidentiality statement for DHCS inspection
for a period of six (6) years following contract termination.

. Background Check. Before a member of the workforce may access DHCS PHI

or P, a thorough background check of that worker must be conducted, with
evaluation of the results to assure that there is no indication that the worker may
present a risk to the security or integrity of confidential data or a risk for theft or
misuse of confidential data. The Contractor shall retain each workforce
member's background check documentation for a period of three (3) years
following contract termination.

Technical Security Controls

. Workstation/Laptop encryption. All workstations and laptops that process and/or

store DHCS PHI or Pl must be encrypted using a FIPS 140-2 certified algorithm
which is 128bit or higher, such as Advanced Encryption Standard (AES). The
encryption solution must be full disk unless approved by the DHCS Information
Security Office.
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B. Server Security. Servers containing unencrypted DHCS PHI or Pl must have
sufficient administrative, physical, and technical controls in place to protect that
data, based upon a risk assessment/system security review.

C. Minimum Necessary. Only the minimum necessary amount of DHCS PHI or P|
required to perform necessary business functions may be copied, downloaded,
or exported.

D. Removable media devices. All electronic files that contain DHCS PHI or Pl data
must be encrypted when stored on any removable media or portable device (i.e.
USB thumb drives, floppies, CD/DVD, smartphones, backup tapes etc.).
Encryption must be a FIPS 140-2 certified algorithm which is 128bit or higher,
such as AES.

E. Antivirus software. All workstations, laptops and other systems that process
and/or store DHGS PHI or Pl must install and actively use comprehensive anti-
virus software solution with automatic updates scheduled at least daily.

F. Patch Management. All workstations, laptops and other systems that process
and/or store DHCS PHI or Pl must have critical security patches applied, with
system reboot if necessary. There must be a documented patch management
process which determines installation timeframe based on risk assessment and
vendor recommendations. At a maximum, all applicable patches must be
installed within 30 days of vendor release.

G. User IDs and Password Controls. All users must be issued a unique user name
for accessing DHCS PHI or Pl. Username must be promptly disabled, deleted,
or the password changed upon the transfer or termination of an employee with
knowledge of the password, at maximum within 24 hours. Passwords are not to
be shared. Passwords must be at least eight characters and must be a non-
dictionary word. Passwords must not be stored in readable format on the
computer. Passwords must be changed every 90 days, preferably every 60
days. Passwords must be changed if revealed or compromised. Passwords
must be composed of characters from at least three of the following four groups
from the standard keyboard:

* Upper case letters (A-Z)
+ Lower case letters (a-z)

* Arabic numerals (0-9)

* Non-alphanumeric characters (punctuation symbols)

H. Data Destruction. When no longer needed, all DHCS PHI or Pl must be cleared,
purged, or destroyed consistent with NIST Special Publication 800-88,
Guidelines for Media Sanitization such that the PHI or Pl cannot be retrieved.
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System Timeout. The system providing access to DHCS PHI or Pl must provide
an automatic timeout, requiring re-authentication of the user session after no
more than 20 minutes of inactivity.

Warning Banners. All systems providing access to DHCS PHI or Pl must display
a warmning banner stating that data is confidential, systems are logged, and
system use is for business purposes only by authorized users. User must be
directed to log off the system if they do not agree with these requirements.

System Logging. The system must maintain an automated audit trail which can
identify the user or system process which initiates a request for DHCS PHI or PI,
or which alters DHCS PHI or Pl. The audit trail must be date and time stamped,
must log both successful and failed accesses, must be read only, and must be
restricted to authorized users. If DHCS PHI or Pl is stored in a database,
database logging functionality must be enabled. Audit trail data must be archived
for at least 3 years after occurrence.

Access Controls. The system providing access to DHCS PHI or Pl must use role
based access controls for all user authentications, enforcing the principle of least
privilege.

. Transmission encryption. All data transmissions of DHCS PHI or Pl outside the

secure internal network must be encrypted using a FIPS 140-2 certified algorithm
which is 128bit or higher, such as AES. Encryption can be end to end at the
network level, or the data files containing PHI can be encrypted. This
requirement pertains to any type of PHI or Pl in motion such as website access,
file transfer, and E-Mail.

. Intrusion Detection. All systems involved in accessing, holding, transporting, and

protecting DHCS PHI or PI that are accessible via the Internet must be protected
by a comprehensive intrusion detection and prevention solution.

Audit Controls

System Security Review. Ali systems processing and/or storing DHCS PHI or P!
must have at least an annual system risk assessment/security review which
provides assurance that administrative, physical, and technical controls are
functioning effectively and providing adequate levels of protection. Reviews
should include vulnerability scanning tools.

Log Reviews. All systems processing and/or storing DHCS PHI or Pl must have
a routine procedure in place to review system logs for unauthorized access.

Change Control. All systems processing and/or storing DHCS PHI or Pl must

have a documented change control procedure that ensures separation of duties
and protects the confidentiality, integrity and availability of data.
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IV.  Business Continuity / Disaster Recovery Controls

A. Emergency Mode Operation Plan. Contractor must establish a documented plan
to enable continuation of critical business processes and protection of the
security of electronic DHCS PHI or Pl in the event of an emergency. Emergency
means any circumstance or situation that causes normal computer operations to
become unavailable for use in performing the work required under this
Agreement for more than 24 hours.

B. Data Backup Plan. Contractor must have established documented procedures to
backup DHCS PH! to maintain retrievable exact copies of DHCS PHI or PI. The
plan must include a regular schedule for making backups, storing backups
offsite, an inventory of backup media, and an estimate of the amount of time
needed to restore DHCS PHI or Pl should it be lost. At a minimum, the schedule
must be a weekly full backup and monthly offsite storage of DHCS data.

V. Paper Document Controls

A. Supervision of Data. DHCS PHI or Pl in paper form shall not be left unattended
at any time, unless it is locked in a file cabinet, file room, desk or office.
Unattended means that information is not being observed by an employee
authorized to access the information. DHCS PHI or Pl in paper form shall not be
left unattended at any time in vehicles or planes and shall not be checked in
baggage on commercial airplanes.

B. Escorting Visitors. Visitors to areas where DHCS PHI or Pl is contained shall be
escorted and DHCS PHI! or Pl shall be kept out of sight while visitors are in the
area.

C. Confidential Destruction. DHCS PHI or Pl must be disposed of through
confidential means, such as cross cut shredding and pulverizing.

D. Removal of Data. DHCS PHI or Pl must not be removed from the premises of
the Contractor except with express written permission of DHCS.

E. Faxing. Faxes containing DHCS PHI or PI shall not be left unattended and fax
machines shall be in secure areas. Faxes shall contain a confidentiality
statement notifying persons receiving faxes in error to destroy them. Fax
numbers shall be verified with the intended recipient before sending the fax.

F. Mailing. Mailings of DHCS PHI or Pt shall be sealed and secured from damage
or inappropriate viewing of PHI or Pl to the extent possible. Mailings which
include 500 or more individually identifiable records of DHCS PHI or Plin a
single package shall be sent using a tracked mailing method which includes
verification of delivery and receipt, unless the prior written permission of DHCS to
use another method is obtained.
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Section 1: WPC Lead Entity and Participating Entity Information

1.1 Whole Person Care Pllot Lead Entity and Contact Person (STC 117.b.i)

Organization Name

Monterey County Health Department (MCHD)

Type of Entity

County Health Department

Contact Person

Elsa Jimenez, MPH

Contact PersonTitle

Director of Health

Telephone

831-755-4526

Email Address

Jimenezem@co.monterey.ca.us

Mailing Address

1270 Natividad Road, Salinas CA93906

1.2 Participating Entities

Regquired Contact Name
r n
Organizations Organization Name and Title ContactName and Title
Identify and refer qualifying Alliance
Medi-Cal members, and provide related
health outcome data. WPC partners will
. . refer patients/clients to CCAH for
; Central California : R ERG
1. Medi-Cal Alliance for insurance eligibility determination and
managed care Healthe N Alan McKay, CEO coverage. CCAH will refer WPC-
health plan qualifying patients/clients to the WPC
(CCAH) , .
Pilot Program and the Program will
then enroll or waitlist the patient/client
according to acuity and Program
capacity.
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0;::::“ ::ns Organization Name Co:ﬁ:c;:\:‘aéma Contact Name and Title
Non-federal share funder. Executive
Sponsor/Lead Entity/ fiscal manager/Whole
Person CareProgram Director/care
coordination management. Identification &
referrals of Medi-Cal enrollees with a
combination of mental health (M)
diagnoses, multiple mental health unit
Elsa Jimenez, {MHU} admittance, co- morbidity involving
Director of top 5 reasons for hospital emergency
Health/ County department (ED) and inpatient
Monterey County | Public expenditures, frequent ED use, substance
Health Conservator use disorder (SUD), and/or multiple
Department: prescription use. Provider of in-kind nurse

Administration,
Clinic Services,
Public Guardian,
and Public Health
Bureaus

2. Health Services
Agency/Department

Julie Edgcomb,
Clinic Services
Bureau Chief

Dr. Ed Morenag,
Health
Officer/Public
Health Bureau
Chief

CHW/case managers.

Provider of health cutcome data.

Provider of physical location for service
delivery.

Provider of the Behavioral Health
Integration Team

MCHD Clinic Services {CS} and Public Health
(PH) Bureaus are direct service providers
and will bi-directionally share data through
the eMP! and Case Management solutions.
MCHD Director of Health will chair the
Executive Committee for the WPC. The CS
and PH will participate in monthly

‘Governance and Executive Committee

meetings, and in routine case management
meetings as appropriate.
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Required
Organizations

Organization Name

Contact Name
and Title

Contact Name and Title

3. Specialty Mental
Health Agency

Monterey County
Health
Department,
Behavioral Health
Bureau

Dr. Amie Miller,
Bureau Chief

Non-federal share funder. identification &
referrals of persons with a combination of
mental iliness, multiple MHU admittance,
SUD, clients who are homeless or at-risk.
User of Master Person Index. Provider of in-
kind mental health CHW/case managers.
Behavioral Health Bureau will operate the
Hot Spotting effort.

Provider of behavioral health outcome
data. Provider oflocation for service
delivery.

MCHD Behavioral Health Bureau (BHB) is a
direct service provider and will bi-
directionally share data through the eMPI
and Case Management solutions. The BHB
will participate in monthly Governance and
Executive Committee meetings, and in
routine case management meetings as
appropriate.

Non-federal share funder. Identification &
referrals of persons who are homeless or at-
risk; persons who are vulnerable without
social supports. Provider of in-kind social
worker CHW/case managers. Provider of
social supportsoutcome data. Provider of

Monterey County physical location for service delivery.
4. Public Agency Depgrment of EI_IiOt Robinson, Mww

Social Services Director Services is a direct service provider. As a

(Dss) referring partner, they may be allowed to
input data in a highly restrictive manner, or
may be allowed view-only access to highly
restrictive fields of patient-level data. DSS
will participate in monthly Governance
meetings, and in routine case management
meetings as appropriate.
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Required
Organizations

| Organization Name

Contact Name
and Title

Contact Name and Title

5. Safety-net
Hospital

Natividad Medical
Center (NMC})

Dr. Debi
Siljander,
Medical Director
of Clinical
Integration and
Integration

Dr. Chad Harris,
Chief Medical
Information Officer

Non-federal share funder. |dentification &
referrals of Medi- Cal enrollees with a
combination of MI diagnoses, multiple MHU
admittance, co-morbidity involving top 5
reasons for hospital ED and inpatient
expenditures, frequent ED use, SUD,
homeless or at-risk, and/or multiple Rx use.
Provider of health outcome data. User of
shared Master Person Index.

Provider of physical location for service
delivery. Partner in coordinating discharge
nurse case managers.

NMC is a direct service provider and will bi-
directionally share data through the eMPI
and Case Management solutions. NMCB will
participate in monthly Governance and
Executive Committee meetings, and in
routine case management meetings as
appropriate.

6. Coalition of
homeless services
providers

Coalition of
Homeless Services
Providers (CHSP)

Katherine Thoeni,
Executive Officer

HUD Continuum of CareCoordinator;
recipient of HUD funding. Administrative
lead for the 10-Year Plan to end
homelessness in Monterey and San Benito
Counties. Lead agency for HMIS, Housing
Inventory Count, and Point in Time Count.
Funded partner for staffing, operations,
software licensing and subscription,

| training, and [T hardware.

CHSP will participate in monthly Governance
meetings and co-chair the monthly
Executive Committee meetings. CHSP is not
a direct service provider, will not share data
or attend case management meetings.

Whole Person Care Agreement

06/12/2017

Page 30 of 143




Required
Organizations

Organization Name

ContactName
and Title

Contact Name and Title

7. Housing, mental
health, and
addiction services

Community
Homeless Solutions
(CHS)

Reyes Bonilla,
Executive Director

Provider of direct services for homeless,
mentally ill, and/or drug addicted persons.
Provider of social supports outcome data.
Provider of physical location and mobile
outreach for service delivery. Provider of in-
kind social worker CHW/case managers.
Funded partner for staffing and operational
expenses, local travel (mobile outreach).
CHS is a direct service provider and will
input patient-level data into a siloed system
that is a component of our Behavioral
Health data system. CHS will participate in
monthly Governance meetings and in
routine case management meetings as
appropriate.

8. Mobile outreach
and social supports

Interim, Inc.

Barbara L. Mitchell,
Executive Director

Operator of six-bed Respite Center for
acute/post-acute medically fragile WPC
enrollees; housing placement and support
services for up to 20 enrollees; provider of
targeted outreach, intercept, and referral.
Identification & referrals of persons with
mental illness and arehomeless or at-risk.
Contributor of technical assistance in
housing development. Provider of social
supports outcome data. Provider of physical
location for service delivery. Provider of in-
kind social worker CHW/case managers.
Interim is a direct service provider and will
input patient-level data into a siloed system
that is a compenent of our Behavioral
Health data system. Interim will participate
in monthly Governance meetings and in
routine case management meetings as
appropriate.
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Required Contact Name _
tion Nar ‘

Organizations QOrganization Name and Tile Contact Name and Title
These are referring agencies for homeless
or at-risk persons who meet the criteria of
the focus population; current providers of
case management services; providers of
physical locationsfor service delivery.
The Franciscan Workers utilize the
Vulnerability Assessment (Vi- SPDAT)
to inform its case management

9. Partner providing | Franciscan Jill Allen, Exec. . . B

. services for approximately 65 perscns.
shelter, food, and Workers of Director
. ) Funded partner for staffing,
an array of social Junipero Serra - -
) N . operational expenses, and training,

services for (Dorothy’s Place) Robin McCray, R

T . and the Homeless Peer Navigator

individuals who are Exec. Director p

) ; ) rogram.
homeless or at-risk, | Community

The Franciscan Workers are direct

poten_tif-ll_ly with co- | Human Services Carol service providers and will not share
morbidities, Greenwald, data. As a referring partner they may
without social Gathering for MSW, MPS, be allowed to input data in a highl
. e allowed to input data in a highly
supports, or SUD. iiomen BlFector restrictive manner, or may be allowed
view-only access to highly restrictive
fields of patient-level data. They may
be invited to attend case management
meetings as appropriate, and will be
invited to attend Governance
meetings.
Community Human Services and Gathering
for Women will be WPC referral sources.
Identification & referrals of persons in jail
who are pending release and who are
StephenT, homeless or at-risk, and who also have co-
Monterey County Bernal, Sheriff- morbidity orSUD.
10. Local law Sheriff’s Coroner The Probation Department is a referral
enforcement and Department and source that will input patient-level data into
prohation Probation Marcia Parsons, a siloed system that is a component of our
Department Chief Behavioral Health data system. They may be

Probation Officer invited to attend case management
meetings as appropriate. They will be
invited to attend Governance meetings.
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Required
Organizations

Organization Name

Contact Namé
and Title

Contact Name and Title

11. Housing
Authority

Housing Authority
of Monterey
County

Jean Goebel,
Executive Director

Provider of Housing Choice Vouchers
(vouchers are not included in the proposed
WQPC Pilot Budget). Technical assistance for
tax credit and other affordable housing
programs, referring agency for persons
hameless orat-risk.

The Housing Authority is a direct service
provider but will not share data. They will
not attend case management meetings but
will be invited to attend Governance
meetings.

12, Affordable
Housing Developer

MidPen Housing

Betsy Wilson,
Director of Housing

Partner in the development of permanent
supportive housing (developer and
manager). Provider of physical location for
service delivery. Operator of On-site
housing sustainability services for up to 40
WPC enrollees.

MidPen Housing is a direct service provider
but will not share data. As a referring

Development partner they may be allowed to input data
in a highly restrictive manner, or may be
allowed view-only access to highly
restrictive fields of patient-level data. They
will not attend case management meetings
but will be invited to attend Governance
meetings.

iz.us;:t;?rt::tﬁent SunStreet Centers Afma Foglia Opertonol gleit-bed Sobring Canter
: Director
Provider
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1.3 Letters of Participation and Support

Attached are letters of commitment from the following entities:

Behavioral Health Bureau, MCHD

Central California Alliance for Health

Coalition of Homeless Services Providers
Franciscan Workers of Junipero Serra (Dorothy’sPlace)
Gathering for Women

Housing Authority of Monterey County

Interim, Inc.

MidPen Housing

Monterey County Department of Social Services
Monterey County Prcbation Department
Natividad Medical Center

Public Health Bureau, MCHD

Salinas City Manager

Salinas Valley Memorial Healthcare System

Supervisor Parker, County of Monterey

Section 2: General Information and Target Population

2.1 Geographic Area, Community and Target Population Needs

Geographic area and need: The 2015 Monterey County Homeless Census counted 2,308 homeless people
in the county, with 71% being unsheltered and 9% in emergency shelter, 23% who said the cause of
homelessness was alcohol or drug use {and 59% if they were chronically homeless), 28% reported having
psychiatric or emotional conditions, 19% reported chronic health problems, and 77% had spent arightin jail
in the last 12 months. County Behavioral Health staff served 1,179 clients with substance abuse disorders
and 1,178 individuals over 18 years with serious or persistent mental health disorders in FY15.In Monterey

County in 2014, 5.7% or 4,000 residents were <200% of the FPL and reported having serious psychological

distress during the past year (CHIS, 2014).
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Planning with participating entities: Our WPC partnership has met weekly since 3/30/16. Core
participants include the MCHD Director, Clinic Services, Behavioral Health, and Public Health Bureau
Chiefs, analysts, and IT experts; Monterey County Social Services Director and analysts; and NMC's
Assistant Director, Operations Manager, MDs, and IT analysts. The group has collaborativelyidentified:
*  WPC focus population definition and geographicscope
* WPCgovernance structure and tasks for WPC Pilot Executive Committee - chaired by the MCHD
Director of Health, and the Workgroups (Data, Social & Clinical, Housing, Evaluation, and Finance
Workgroups
* Mapping how WPC governance will interface with the Leadership Council of the Coalitionof
Homeless Services Providers (HUD fund recipients), their Lead Me Home 10-year Plan tocreate a
comprehensive housing pipeline, and their Housing Management Information System (HMIS)
¢ Community partners that address social determinants of health
» Community partners who will act as WPC referring sources and WPC servicelocations
® Various health information solutions for data integration and reporting
® Sources for matching funds from county agencies and eligible community partners
® Use of Community Health Workers; certificate training for Community Health Workers

* Model for the NMC WPC population health management process

WPC Pilot, structure, target populations and addressing their needs: The County of Monterey has a
population health model {which is included in the application) that addresses our strategy for population
health management, including IT/Care Management needs. The WPC is a pilot in our high-risk population.
The initial WPC focus population {high utilizers) will be exclusively homeless and chronically homeless Medi-
Cal recipients or Medi-Cal eligible persons (including those released from Jail) and having two or more of the
following characteristics: diagnosed mental illness, two or more MHU admissions in the prior year, diagnosed
SUD, two or more chronic health diagnoses, two or more ED visits within the prior twelve months, one or

more hospital admissions within the prior twelve months, or two or more prescribed medications.
Medication categories include antidepressants, antipsychotics, mood stabilizers, diabetes medication, anti-

hypertensives, cholesterol lowering medications, inhaled corticosteroids and bronchodilators, seizure

medications and anticoagulants.
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The WPC Pilot structure will integrate the management and resources of existing safety net hospitaland
primary care/specialty clinics, public health nursing teams, Housing Authority, Department of Social Services,
Behavioral Health, and the Coalition of Homeless Services Providers (CHSP) with a proposed system of
community health workers who will provide high-utilization patients with case management, individual
health improvement plans, and warm handoffs to linked services. New elements to serve our target
population include on-site housing sustainability services for up to 40 WPC enrollees who are living in
permanent housing but still require supportive services to remain in place (Provider: MidPen Housing); six
bed Respite Center for acute/post-acute medically fragile WPC enrollees; housing placement and support
services for up to 20 WPC enrollees who are living in transitional housing for up to one year and need
appropriate coping and living skills required to move into permanent housing {Provider: Interim, Inc.
McHome), a hot spotting multi-disciplinary team providing intensive community-based clinical services to
super-users referred by emergency departments and hospitals; an eight-bed Sobering Center for stays up to
23 hours (Provider: Sun Street Centers); and Targeted outreach and pre-enrollment intercept and referral
(Provider: Interim, Inc. CSUMB). Oversight for the new community health worker system will be provided by
MCHD Director of Nursing and staff. Overarching will be a representing governance structure headed by the
WPC Pilot Executive Committee. The housing pool, which wili not be funded through the WPC, will be
managed by the CHSP Leadership Council. The WPC Pilot will strengthen the system of care in Monterey
County by creating two essential components: a case management system, anda Master Person Index that
can be accessed by all WPC partners. Monterey County’s system of care has been in the process of
developing a health information exchange for many years, and the WPC Pilot willbring that work to full

fruition.

Reducing avoidable utilization of other systems: With WPC comprehensive case management, EDs,
hospitals, and MHUs will experience reduced utilization by the focus population, and associated cost savings.
Primary and specialty clinics, urgent cares, SUD and mental health providers, health educators, and an array

of social services providers will see an increase in service requests from the focus population.

How current system problems will be addressed: Currently, high ED/hospital utilizers enter onedoor to a
medical, social, or housing provider, and then exit the same door. Services between high utilizer supporting
agencies/organizations are not linked. The new WPC system will link a high ED/hospital utilizer to enter any
of a multitude of doors that will lead to a CHW/case manager who will provide trauma-informed,

individualized service coordination, backed by a health/social determinants data sharing system, and
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governed by a structure of public/private medical, social, and housing entities anda 10-year plan to address

homelessness.

Graphic: How current system problems will be addressed
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WPC Status Quo and Linked Care Coordination System

Vision for building/strengthening collaborative community partners:

Monterey County leaders, under the auspices of the Coalition for Homeless Services Provider (CHSP),in a
multi-organizational, multi-governmental, and multi-sector relationship, have worked closely since 2010to
create wrap-around services for high utilizers, specifically those who are homeless. As a powerful governing
structure, CHSP with MCHD and the WPC Pilot will bring the hospital, primary and specialty care, and mental
health sectors into this coordinated system, thereby strengthening the homeless continuum of care with
health and prevention. The connection of coordinated health and social CHW/case managersto housing and
basic needs providers will bind and strengthen two systems into one that is far more effective for the focus
population. WPC Pilot will also bring a shared information technology platform for health outcome data

exchange that, when interfaced with the HMIS, wiil greatly increase the efficiency of our efforts.

Vision for sharing_ lessonslearned:
Past Centers for Disease Control and Prevention (CDC) grants convened awardees to share lessons learned
in a format similar to Communities of Practice. MCHD and our core WPC Pilot partners would be willing

participants in such a convening. MCHD annually presents program process and cutcomes at American
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Public Health Association and American Evaluation Association conferences and will share our WPCPilot
successes and challenges in thosevenues.

Vision for sustainable infrastructure {communications/delivery system) beyond the Pilot phase: Monterey
County’s WPC Pilot will benefit from MCHD'’s use of the Spectrum of Prevention and upstream practices for
more than a decade to develop long-term improvements and comprehensive, sustainable change, as
evidenced by our Health in All Policies achievements. Monterey County collaboratives use Collective Impact
for numerous health, education, and social community initiatives, and MCHD has an FSG- trained Collective
Impact expert on its executive leadership team. An internal team of evaluation professionals have been
working within MCHD for 12 years; their WPC process and outcome evaluations will greatly inform WPC
longevity planning and logistical improvements.

The investment in building the infrastructure to facilitate real time data sharing and exchange will be
sustained beyond the pilot to continue benefitting care coordination and managementof high cost utilizers
that enter the system, as the sharedcase management solution across multi-sector entities will improve care

coordination.

2.2 Communication Plan

The governance structure, with MCHD as the Lead Entity/Pilot Care Coordinator and the Coalition of
Homeless Services Providers as the coordinator of partnering social services/housing CHW/case managers,
will convene regularly scheduled monthly meetings of partner representatives to manage the Pilot's
operational integrity, problem-solving, communication/idea sharing, decision-making, participate in PDSA
and evaluation activities, and progress toward milestone achievements. The WPC PilotExecutive
Committee will meet with the same frequency to track the work of ad hoc workgroups. Other Executive
Committee responsibilities are to oversee contracts; operate the CHW/case management system, Master
Person Index, and shared data platform; develop policies/procedures; address compliance, monitor
evaluation results, and apply PDSA improvements to the WPC Pilot operations. Workgroups will consistof

finance, external communications, Data, Social & Clinical, Housing, and Evaluation.

Decision-making will be by the Executive Committee with input from the broader WPC Pilot Workgroups. A
successive governance plan will be incorporated in the WPC Pilot collaborative MOU that will be signed by
all partners. The WPC Pilot administrative functions will be headed by the MCHD Program Director with

expertise in collective Impact methods. The WPC Pilot partners will use the Microsoft Office Suite and the
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Google Docs suite of communication tools (Docs, Sheets, Slides, Forms, Drawings}; the FranklinCovey
formats for agenda/minutes, S-minute meeting planner and 5-minute presentation planner; Free
Conference Call and SKYPE for off-site case review participants; Survey Monkey for voting processes; and

SmartBoards in conferencerooms.

2.3 Target Population(s)

Our WPC Pilot focus population will be exclusively homeless and chronically homeless Medi-Cal recipients
or Medi-Cat eligible persons (including those released from jail} who have two or more of the following
characteristics: two or more MHU admissions in the prior year, two or more chronic health diagnoses, two
or more ED visits within the prior twelve months, one or more hospital admissions within the prior twelve
months, or two or more prescribed medications. Medication categories include antidepressants,
antipsychotics, mood stabilizers, diabetes medication, antihypertensives, cholesterol lowering
medications, inhaled corticosteroids and bronchodilators, seizure medications and anticoagulants. The
intent is to enroll and assign to case workers to 500 individuals for the duration of the WPC Pilot. After the

first year of full operation, we may broaden the focus population intake criteria.

The definition of “homeless” we are using for the WPC Pilot is the HUD McKinney-Vento Homeless
Assistance Act definition:
A single individual {or head of household) with a disabling condition who has either:
+ Experienced homelessness for longer than a year, during which time the individual may have
lived in a shelter, Safe Haven, or a place not meant for human habitation.
» Or experienced homelessness four or more times in the last threeyears.
The definition of “chronically homeless” we are using for the WPC Pilot is the 2016 HUDHEARTH
definition:
A homeless individual with a disability who lives either in a place not meant for human habitation, a
safe haven, or in an emergency shelter, or in an institutional care facility if the individual has been
living in the facility for fewer than 90 days and had been living in a place not meant for human
habitation, a safe haven, or in an emergency shelter immediately before entering the institutional
care facility. The individual or family has a head of household with a diagnosable:
« Substance use disorder, serious mental illness, developmental disability, post-traumatic

stress disorder, cognitive impairments resulting from a brain injury, or chronic physical
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iliness or disability.
The individual also must have been living as described above continuously for at least 12 months, or
on at least four separate occasions in the last 3 years, where the combined occasions total a length of
time of at least 12 months. Each period separating the occasions must include at least 7 nights of
living in a situation other than a place not meant for human habitation, in an emergency shelter, or

in a safe haven.

Individuals who are homeless usually have a co-occurring mental health and substance use disorder as
shown by the 2016 data assessment of homeless individuals displaced from encampments in Chinatown
area of Salinas, California. That study showed that 50% of the homeless population had medical needs,
14% had mental health needs, and 26% had substance use disorder needs (these percentages are not

exclusive).

For baseline data collection that wil! be due March 2017, we have already conducted preliminary work to
help identify our target population, which includes an independent review of Managed Medi-Cal claims
and health status, behavioral health claims and health status data, Clinic Services claims and health status
data, and HMIS data. Data sets will be queried to identify the high cost utilizers and then stratified for
homeless, mental health, SUD to identify top S00 individuals meeting WPC Pilot selection criteria. A
major challenge identified is ability to share data amongst all participating entities. As such, concurrently
with independent review and stratification of each of these disparate data sets, the Executive Team is in
discussions with legal counsel regarding provisions for a shared MOU to be signedby all participating
entities to facilitate data sharing and integration activities during the Pilot years. Once MOUs are
executed with all participating entities, data sharing activities will be implemented to facilitate the
identification of 500 high utilizers accessing multi systems who will be invited to participate inWPC Pilot
(we expect as much as 50% may be lost to service during the course of their first 12 months inthe

program).

Section 3: Services, Interventions, Care Coordination, and Data Sharing

The WPC services and strategies below describe commitments of the core WPC Pilot partners with
expectations to decrease avoidable ED and hospitalization by high user groups. We will intake about

500 individuals for the duration of the WPC Pilot who will use all services. Intake for comprehensive
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and coordinated case management forthe high utilizers, and greater high utilizers housing resources,
will occur on a rolling basis. Monterey believes that housing, in combination with onsite case management
services, will improve health outcomes of these members by facilitating access to appropriate care.

Services are intended to meet these needs.

Outreach and Ancillary Services:

* The Mobile Outreach Team will be operated by a provider of direct services to homeless,
mentally ill, and/or drug addicted persons, using professional Social Workers/Case Managers.

¢ Homeless Persons Peer Navigator (HPPN) Program, operated by the Franciscan Workers of
Junipero Serra, will employ paid homeless or previously homeless persons to reach potential WPC
enrollees living in the City of Salinas and Monterey Peninsula encampments, to facilitate their
enroliment in WPC. WPC candidates typically have difficulty trusting and communicating with
people perceived to be in authority. Therefore, the Navigators, due to their familiarity with the
WPC population, will specifically address chronically homeless persons who are well-adapted to
living outside of mainstream social norms. Our expectation is that the Peer Navigators will be
successful with populations that are unknown and inaccessible by other means (such as through
the Targeted Outreach effort described below).

e Targeted Outreach to potential and enrolled WPC persons in City of Salinas neighborhood that is
most frequented by the focus population. Targeted Outreach staff will refer potential WPC enrollees
to coordinated case managers for enroliment. For WPC enrollees, Targeted Outreach staff will
provide instructional sessions that include stress management, grief and loss, life skills, nutrition,
health and healing, job seeking skills, and conflict resolution, among others. The Team consists of
CSUMB Master of Social Work candidates who will orient their trainings on pathways to housing and
employment. In contrast, the Mobile Outreach Team, operated by a provider of direct services using
professional Social Workers/ Case Managers, will concentrate their efforts beyond and outside of the
geographic areas in which Peer Navigators and Targeted Outreach teams are working.

* The Behavioral Health {BH) Team will work with clients being released from jail or an Institution of
Mental Health Disease (IMD) to enroll in the WPC program. The BH Team’s primary responsibility will
be to establish a relationship and ultimately building the level of trust necessary in obtaining consent
from to participate in the WPC Pilot. Clients will be enrolled in the WPC pilot program upon release
and will be dis-enrolled as needed if they return to an institution from the community following

enroliment. It is expected that the BH Team will work with these individuals up to 90 days after
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release. An incentive payment per enrollment/re-enrollment is proposed upon completion of the

initial assessment.

Case Management Services:

CHW/case managers for high utilizers {providing physical and mental health, social services, and
housing fields).

A “Hot Spotting” multi-disciplinary case management strategy to address super-utilizers with the
maost intensive and comprehensive case management. Hot Spotting clients will be referred from
emergency departments and hospitals, and will be served at the highest levels physical and

mental health services for an average of 3 months.

Temporary Medical Recovery Housing:

Medical Respite Center, located on the Monterey Peninsula, consisting of six beds for acute/post-
acute medically fragile WPC enrollees.
Sobering Center, located in the City of Salinas, consisting of up to 8 beds for stays of up to 23

hours.

Housing Support Services:

Permanent supportive and transitional housing{physical/mental health and substance use fields)
On-site Housing Placement Support and Sustainability services for up to 40 WPC enrollees who are
living in permanent housing, but still require supportive services to remain in place. These 40 WPC
enrollees will be living in a professionally-operated facility for persons with mental illness, located in
the City of Salinas.

Housing Placement and Support services for up to 20 WPC enrollees who are living in transitional
housing for up to one year and need appropriate coping and living skills required to move into
permanent housing. These 20 WPC enrollees will be living in a professionally-operated facility for
persons with mental iliness, located on the Monterey County coast. In contrast, Community Based
Case Management Services {a multi-discipline team of MCHD case managers), will provide WPC-

enrollees with referrals to possible housing solutions that may be temporary or transitional solutions

in the greater Salinas, North County, South County, or Monterey Peninsula.
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Housing-related services: The Coalition of Homeless Services Providers {CHSP) is a funded partner in the
WPC Pilot, serving the designated HUD Homeless Continuum of Care Coordinator. Individuals meeting the
target population and enrolled in the WPC Pilot will be referred to the CHSP providers’ staff for
assessment and linkage to most appropriate housing service for individual. The WPC Pilot Program
Director will work closely with the identified CHSP service provider to assure individuals’ needs for
housing services are met. Pilot projects funds willused for coordinating housing services to meet the
needs of the pilot participants. These coordinated housing support services, funded through CARS and
community-based case management budget items, willinclude assessment of housing needs, matching
with most appropriate housing service provider, tenant education and coaching, onsite intense case
management services for tenants, and landlord trainingand coaching to assure success of housing

placement.

Sobering Center: When an immediate need is identified, an eight-bed Sobering Center and a respite center will
be available for individuals. The county will utilize an eight bed Sobering Center. This center will allow the
County to reduce incarcerations, minimize hospitalizations and assist active, chronic and serial inebriates by

providing a path to recovery in a safe and welcoming environment.

Housing Pool: While the establishment of a housing pool with the Coalition of Homeless Services
Providers as the fiscal agent will be explored, no WPC funds will be used to create or maintain it. Partners
will include MCHD, DSS, CHS, several nonprofit organizations, and property owners. The goal of the
Monterey County Housing Pool Program (HPP), a supportive housing rental subsidy program, will be to
“scattered site” supportive housing units that provide stable housing options for vulnerable individuals

and families, with an emphasis on those transitioning from homelessness or institutional settings.

Components of the HPP are already underway and led by CHSP. CHSP is the lead for the Coordinated Entry
System which uses an evidence-based assessment tool (VI-SPDAT) to “rank” the vulnerability of homeless
individuals and families and place them on a Master List. Programs that receive HUD/VA/ESG funding will
replace standard waiting lists and streamline program enroliment to those that are most vulnerable. CHSP
also has a Housing Pipeline Committee which works with landlords to accept households with economic

classification of 0-30% of the American Median Income {AMI} and works to track housing development

Whole Person Care Agreement 06/12/2017 Page 43 of 143



projects and look for opportunities to increase housing unit availabllity for vulnerable individuals. For
example, CHSP partners are or will employ Housing specialists who work with landlords to accept clients into
housing. Another method to be explored as part of the Coalition’s work is where the Committee works with
landlords to create a potential list for a housing pool and notify WPC partners of available unit(s) on a
monthly basis. If a WPC client is on the Master List and identified as being up for potential housing, WPC
partners will work with CHSP or a designated partner to negotiate lease terms for that client. The case
managers in the WPC program will work with identified prospective tenant WPC clients and coordinate all
move-in components (lease, security deposit, rent payment, move-in}. The WPC client will be followed up
with on-going housing retention and case management services through WPC and landlords will be
supported with a single point-of-contact with CHSP or the designated partner for all tenant issues as well as
having high occupancy rates and on-time rental payments. CHSP or the designated partner will be part of the

WPC team working through the case manager with the WPC client.

Specific Interventions and Strategies: MCHD’s Public Health Bureau CHW/case managers will conduct a
comprehensive assessment to be adapted from existing tools used in public health and behavioral health
of individuals referred from local hospitals and public safety entities once participation agreements are in
place. MCHD CHW/case managers will serve as the lead care coordinators, providing referrals to other
partner CHW/case managers for specialty services. MCHD CHW/case managers will also provide
‘transportation, facilitate linkage and referrals, and serve as patient navigators. All supporting CHW/case
managers will have access to the case management solution gaining access to real time information on

participantstatus.

Bidirectional integration of CHW/case managers with specialties in physical health, mental health,
substance use disorder, social services, housing, housing supports, and life skills will ensure the WPC Pilot
program high utilizer enrollees receive a wide variety of needed services that keep the healthy, out of EDs

and hospitals, and housed in more stableenvironments.

Th'rough the Coalition of Homeless Service Providers, participants will undergo a screening and housing
assessment process to determine participants’ preferences and help surface any potential barriers to
successful tenancy. Assessment findings will be used to build an individualized housing supportplan. Data

will be tracked in the HMIS. In addition, these screening tools will facilitate prioritization of limited
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supportive and permanent housing resources. Based on assessment findings and housing supportplan,
participants will be linked to most appropriate housing service provider for facilitation with completion of
applications and/or search process for securing financing and housing. Housing service providers will
Ssupport tenant to successfully maintain tenancy once housing is secured by providing education and
training to tenant and landlord on responsibilities, rights, and role of tenant and landiord. The assigned
housing coordinator will provide coaching to the tenant on how to maintain good working relationships
with landiords, assist in resolving any disputes that arise between landlord and tenant, and be as handson
as needed to maintain tenancy. The housing coordinator will maintain an active relationship with the

participants’ CHW/case manager.

The CHW/case manager will help participants schedule a follow up medical and mental health and SUD
appointment as soon as possible but no later than 30 days from date of release from jail or discharge from
hospital. If a participant does not have an established primary care physician or medical home, the case
manager will help facilitate establishment of one at one of the seven MCHD Clinic Services clinic sites.
Linkage to primary care and mental health services is critical in assuring participants are seen regularly by
their provider and are able to get prescriptions and other necessary clinical procedures completed to
improvehealth outcomes. Transportation to and from appointments other than those involving Medi-Cal

reimbursement will be arranged (bus, taxi) as needed to assure success.

In addition to facilitating case coordination activities, the core team will provide training and educationto
participants on self-management techniques, nutrition and physical activity, how to advocate and take
active role in the management of their conditions, health Iiteracy, and chronic/communicable/wellness

health topics as needed for participant to improve health cutcome.

Care Coordination: The MCHD Pubic Health Bureau is Director of Nursing with serve as the WPC Pilot
Program Director, and will supervise the lead case managementand community health worker team serving
program participants on cross system care coordination efforts. Referrals for care coordination services will
come from various service providers with initial focus on prioritizing referrals from local hospitals and public

safety entities,

CHW/case managers will coordinate with Natividad Medical Center and Salinas Valley Memorial

Healthcare System staff during discharge planning activities for those individuals identified to be homeless
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and meeting one or more of the criteria. CHW/case managers will meet with individualto evaluate
interest in participating in the Program. By becoming involved at the time of discharge planning, a more
appropriate transition planis in place prior to participant being discharged from hospital. Elementsto be
included as part of discharge planning include completion by CHW/case managers, a comprehensive
healthcare, behavioral health, housing, and LTSS assessment; coordination with Coalition for Homeless
Services Providers for completion of housing assessment with vulnerability scoring matrix, prioritization of
referral for short and/or permanent supportive housing services for participants with highest vulnerability
scores; scheduling follow up appointment with primary care provider or linkage to a primary care provider if
one is not secured; referral to behavioral health service provider; and referral to services providers for
other social needs identified in comprehensive assessment. In addition, case management staff will work
closely with Sheriff-Coroner’s Office staff to provide similar array of assessment, linkage, and referral
services to those individuals identified as homeless and meeting one or more of the criteria within 30-45
days of their release date. No services will be provided to the individual while he/she is incarcerated. Case
management staff will provide criteria to the Sheriff-Coroner’s staff for referral purposes upon the

prisoner release.

The Public Health CHW/case managers will serve as lead care coordinators (core team) for individuals
enrolled in the pilot project. They will conduct initial comprehensive assessment using tool adapted from
those used in the behavioral health system and public health system that captures medical, social, and
behavioral needs. The core team will provide referrals to service providers, coordinate with service
providers to assure referral is met, arrange for transportation by bus or taxi needed to appointments that
are not covered by Medi-Cal, and re-assess individual as needed to assure all needs are identified and a
service plan isin place. The core team will continue to work closely with clients to assure consistent
stability in their health, behavior, and housing outcomes to prevent relapse. If clientis on probation, core
team will work with public safety staff to assure client’s needs are being met in an effort to reduce

recidivism.

Hot Spotting Team:
1. MCHD Behavioral health will provide a multi-disciplinary team providing intensive community based
clinical services to super-utilizers. A “Hot Spotting” team, consisting of a public health nurse, public
guardian deputy, behavioral health aid, psychiatric social worker; and social worker, will provide

comprehensive case management for highest utilizers of Emergency Departments and Hospitals,
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thereby diverting these WPC enrollees from over-utilizing these and other publicly-funded agencies.
The Interdisciplinary team will formulate care plan, assess the home situation, address safety or
environmental concerns, and troubleshoot medication/adherence issues. The care plan is
implemented through clinic, home, or telephonic encounters with Nurse Practitioner or Social
Worker. The Interdisciplinary Team meets weekly with the care management team to go over cases
and assess when clients can transition to a lower level of care. It is estimated each client in this

setting will be served for up 90 days from initial contact.

The hot spotting team members will specifically perform the following functions:

a. RN: When patients are hospitalized, the RN visits inpatients and helps with their care
coordination post-discharge, following the Coleman care transitions model. Home visits are
done post discharge to coordinate care.

b. Case Managers and or Behavioral Health Aids: The care management {CM) team does an
initial assessment in the home including home safety evaluation. The team meets with the
interdisciplinary consult team to create a care plan.

i. CM team visits newly enrolled patients each week and attends their medical
appointments
ii. A face-to-face home visit occurs after any emergency department visit or
hospitalization
iii. Case Managers teach their patients how to navigate the system and provide the
following resources:
iv. Provides assistance in accessing available transportation
v. Provides warm handoffs where appropriate
vi. May also help a patient obtain Social Security disability and needed support

¢. The psychiatric social worker will help develop a diagnostic formulation with these very
complex clients where the treatment needs are unclear. Additionally, they will use
motivational interviewing, an evidence based practice, to help clients who do not want to
engage in care see the benefits of treatment. The psychiatric social worker will work with the
team and the client to look at barriers to medication compliance. The psychiatric social
worker will develop a diagnostic formulation that will facilitate linkage to a lower level of

care after the hot spotting team has stabilized the client.
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d. The public guardian deputy will be an integral member of the hot spotting team. The deputy
will be responsible for assessing and making determination as to whether public
guardianship/conservatorship criteria is met for each WPC enrollee to assure appropriate

level of care is provided for individual to assure his/her health and safety

Interim, Inc. will provide discrete but coordinated services which include Housing Placement Services,

Respite Center care coordination, and pre-enrollment outreach for interception and referral.

Additionally, these partners have committed to program governance, data sharing, program

evaluation, and other activities to achieve the Pilot’s intended cutcomes.

Monterey County Health Department will provide financial management
and accountability, convene the WPC Pilot Executive Committee, provide
overall WPC Pilot project management oversee nursing case worker and
CHW/case manager workforce; lead PDSA monitor outcomes and

Lead Entity reporting activities, manage the Pilot’s operational integrity, problem-
solving, communication/idea sharing, decision-making, participate in
PDSA and evaluation activities, and progresstoward milestone
achievements. Provisions by MCHD Public Health Bureau will be

delivered through non-federally funded sources.

Natividad Medical Center, our county’s safety-net hospital, will provide the
WPC program with non-federal matching funds {(NMC and SVMHS), patient
referrals, nurse CHW/case managers, data contribution to the Master Person

Index, and a physical location for providing case management supports to the

Referrals from . .. . .
focus population. Provisions by NMC will be delivered through non-federally
Hospitals
funded sources.
Community Health Innovations (Community Hospital of the Monterey
Peninsula), and Salinas Valley Memorial Healthcare System will provide
patient referrals.
Central California Alliance for Health will provide claims data and health
Health Plan

outcome data to monitor progress of Pilot participants.
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Case
Management,
including a “Hot
Spotting” Team

MCHD Behavioral Health Bureau will provide non-federally funded case
management support services to individuals with severe mental Iliness;
provide non-federal matching funds; track and monitor mental health and
SUD outcomes; provide physical location for service provision. The Bureau
will provide a multi-disciplinary “hot spotting” strategy to address super-

utilizers with the most intensive and comprehensive case management.

Case

Management

MCHD Public Health Bureau commits to provide its Director of Public
Health Nursing as the WPC Pilot Program Director, and a team of
registered nurses, licensed vocational nurses, and Community Heaith
Worker/Patient Navigators as the core of the physical health care
coordination. Provisions by MCHD Public Health Bureau will be delivered
through non-federally funded sources. MCHD is assighing a Business
Technology Analyst Ill to oversee data integration and quality control, and

a Public Health Epidemiologist to provide data analysis and reporting.

Case

Management

Community Human Services (CHS) is a funded partner that will provide
staffing and mobile outreach efforts to reconnect chronically homeless
individuals who meet other WPC care criteria with the care coordination

system.

Social Services

Monterey County Department of Social Services {DSS) will provide the
WPC program with non-federal matching funds, social workers, and a
physical location for providing case management supports to the focus

population,

Social Services

Coalition of Homeless Service Providers, as the designated HUD
Homeless Continuum of Care coordinator, will serve as lead agency for the

CARS, HMIS, HIC, and PIT.
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Monterey County Housing Authority will provide technical assistance to

Housing,
the WPC Pilot Governing Group and focus population referrals to the WPC
including .
Pilot.
Housing . . .
Interim Inc. will provide housing placement and support services for up to
Placement
20 enrollees annually
Sun Street Centers will provide an eight-bed Sobering Center for stays up to 23
hours. This center will allow the County to reduce incarcerations, minimize
Sobering Center . . .
hospitalizations and assist active, chronic and serial inebriates by providing a
path to recovery in a safe and welcoming environment.
Interim Inc. will provide a six-bed Respite Center for acute and post-acute
medically fragile WPC enrollees. This will provide acute and post-acute
medical care for individuals, primarily those who are homeless or those with
Respite Center

unstable living situations, who are too ill or frail to recover from a physical
iliness or injury in their usual living environment but are not ill enough to bein

a hospital.

On-site Housing
Sustainability

Services

MidPen: On-site housing sustainability services for up to 40 WPC enrollees
who are living in permanent housing but still require supportive services to
remain in place. Within a housing development for residents who are “high
utilizers” with severe mental illness. MidPen will provide proactive and
consistent on-site support services and crisis intervention for up to 40 WPC
enrollees to contribute to the housing stability and reduction in the over use
of county services. Specifically, services include crisis intervention, case
management, workforce development, computer learning, financial
education, health and weliness education for WPC enrollees with histories of
homelessness, mental illness, substance use, co-occurring disorders, and
chronic health conditions. MidPen Housing has extensive experience in
housing a variety of populations, including High Utilizer populations, in San

Mateo ;nd Santa Clara Counties.
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Interim, Inc. will provide Targeted Qutreach, pre-enroliment intercept, and
referral for homeless populations located within the neighborhood of

concentrated homeless services providers. The team will provide counseling

Outreach and _
to WPC-enrollees with a focus on pathways to housing and employment.
Interception . . . .
Activities will include instructional sessions for stress management, grief and
loss, life skills, nutrition, health and healing, job seeking skills, and conflict
resolution, among others.
®* Monterey County Sheriff/Probation Depts.
Additional rey County / P
Referring ® Franciscan Workers (Dorothy’s Place)
Organlzations ® Community Homeless Solutions

®  Gathering for Women

Pilot Governance

MCHD will act as the Lead Entity for the WPC Pilot care coordination
effort. MCHD and CHSP will form an overarching Executive Committee
that will be chaired by the MCHD Director of Health and comprised by
representatives of the partneringagencies.

The Executive Committee will be supported by designated staff and

standing Work Groups.
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The graphic below illustrates the WPC patient flow from identification through stratification, WPC services,
and MCHD WPC pilot performance monitoring. In Program Year 2 our patient identification will be
implemented through a manual operation based on data extraction from disparate systems. We expect our
eMPI and Case Management solutions to be in place and fully operational in approximately PY 2-3. At that

time, the Illustrated Data/Risk Stratification Tool and Data Warehouse elements {boxed in green) will work as

depicted below.
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3.1 Data Sharing

MCHD has formed a Data Workgroup represented by key participant agencies and stakeholders. The Data Work
group are developing an IT plan that aligns with and addresses the overall Monterey Countypopulation health and
Longitudinal care strategy including that of the PRIME initiative. This IT plan is comprised of data aggregation,
registry, analytics and care management solutions. The workgroup understands the challenges of agency
collaboration, data aggregation, and the proprietary systems and data sources that may be effective and functional
individually but collectively siloed systems. Inaddition, each of the systems has individual data privacy requirements.
The workgroup has identified the following objectives to be addressed as part of this project and has developed the

following implementation plan.

I. Formal Agency Participation Agreement needed: Memorandum of Understanding (MOU) thatwill include the
roles/responsibilities of each agency that will participate. Master Data Sharing Agreement that will be a subset
of the MOU or a stand-alone with agencies added during the development of the pilot program. Understanding
the challenges that exist with data governance, data sharing, and the legal boundaries that exist, MCHD has
taken the initiative to engage County Counsel and outside Counsel that serve as subject matter experts in
meeting HIPAA requirements and the boundaries surrounding the sharing of Substance Abuse information. This
due diligence in ensuring thatllegal counsel is involved to better prepare the County to address the program
requirements, and conduct the technical assessment of potential care coordination solutions, while factoring in
the critical component in successfully implementing a unified solution that enables interaperability amongst
multiple agencies. Funds for legal services provided by outside counsel (subject matter experts) for data sharing

agreements in support of our Master Data Sharing Agreement are included in MCHD’s WPC Pilot application.

Il. Proprietary Program/Service Assessment: Technology requirements to be developed will include an assessment of
participating agencies’ existing resources for service providers, contacts, information, and referral options that
will define the workflow in an automated soluticn. This will evolve into the WPC Pilot’s Program Director for the
care coordination solution.

a. Technical Assessment of Source Data: The participating agencies have proprietary systems developed and
in use for their agencies service provision. Although independently they are robust systems, they are
siloed. To ensure the success of this pilot program, a unified Case Management Solution that is data
source agnostic will enable this pilot program to begin tracking the program participants and develop clear

multi-disciplinary workflows. Accountability, reporting, and the measurement of outcomes require a
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unified solution utilized by all of the participating agencies.

b. MCHD takes a project implementation approach with lessons learned after working through the
development of current data interfaces connecting proprietary systems that share only discreet data
elements andtables necessary to meet the programmatic requirements and better monitor data across
multiple platforms. These individual use cases has enabled MCHD to consider the logistics, the legal
parameters proprietary to each dataset, and the subsegquent value of monitoring the outcomes.
Integrated services across multiple disciplines to maintain continuity of care has been the impetus for

previous individual data sharing projects.

¢. The experiences in implementing the existing interfaces and projects in progress enables collaboration
within multi-disciplinary teams both programmatically and technically. This has enabled MCHD to
recognize the challenges of data sharing and data governance that may often impede program
deployment and impact the provision of effective case management across disparate systems. This pilot
project will enable MCHD to be agile in determining the solutions needed with a technical approach to
build a scalable solution that will support the provision of case management across the participating

agencies.

Itl.  Protected Health Information in a multi-disciplinary/multi-agency pilot program will require data security and data
privacy protocols incorporated into the workflow, application access with role based access defined, and participant
consent for data sharing necessary only for the provision of services. MCHD has included County Counsel and outside
counsel throughout the course of the development of this proposal and is in the process of developing Health
Information Technology (HIT) Policies that support the recent HIT security assessment conducted by a consultant.
The MOU that will ensue will define clear agency participation and defined role-based data access controls that will

include: Organization, Employee, Role, Access Level, and Functions with a recurring audit plan that meets the

requirement of the County of Monterey Data Security Policy.
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Section 4: Performance Measures, Data Collection, Quality Improvement and
Ongoing Monitoring

4.1. Performance Measures

The performance measures for each our WPC Pilot participating partners, grouped by entity type, are
presented in the tables below. The entity types include Administration, hospitals, medical clinics, mental
health service providers, and housing and housing support services providers. We have identified
quantitative targets for each program year.
For the Pilot program itself, our process measures are

s establishing care coordination

& conducting effective case management

¢ creating referral policies and pracedures across all partner entities

e continuing use of PDSA and application of lessonslearned
The Pilot’s quantifiable outcome measuresare:

e increases in the numbers of WPC high utilizers who receive at least 12 months of

coordinated case management

e The increasing number of beneficiaries with a comprehensive careplan
The quantifiable standard health outcome metrics across all five program yearsare:

® increases in the percentages of WPC Pilot high utilizers who have follow up medical,
mentalhealth, and SUD appointment no later than 30 days from date of release from jail
or discharge from hospital
e reductions in WPC Pilot high utilizers hospital readmissions within one year of WPC
Pilot enroliment
® reduction in ED use by WPC Pilot high utilizers
Other quantitative outcome measures are listed for hospital providers (ED and in-patient metrics),
medical and mental health providers, and housing and housing supportive services providers. Each ofthe
MCHD WPC Pilot interventions and our focus population are represented in these performance
measures. Our overarching vision is for all partner agencies to accurately participate in reporting their
performance data, have knowledge of the performance outcomes achieved by other partner entities, and
have understanding of how the Pilot is achieving its overall objectives of developing a fully-functioning

coordinated case management system, reductions in ED and hospitalizations by high utilizers, and more
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stable housing solutions for the Pilot's focus population.

MCHD analysts will provide all partner entities with data reporting forms, and MCHD analysts will house
and analyze data using Excel spreadsheets for the Executive Team’s interpretation. Performance measure
results, by individual partner, aggregated by function, and aggregated for the Pilot overall, will be posted
to a Google Docs platform that will be accessible by all partner entities. If results are lessthan
satisfactory, a PDSA process will be exercised to discover what barriers, bottlenecks, resource challenges,

or other impediments can be facilitated.

On a quarterly basis, MCHD analysts will provide the Pilot’s Executive Team with tables, charts, and
graphs for easily understood visualizations of progress toward the Pilot’s goals. Quarterly reports,
consisting of the above plus narrative regarding the Executive Committee's interpretation and nextsteps
to be taken, will also be submitted to DHCS at required intervals. Annual reports will be drawn from
these materials. Annual reports will be shared with all community stakeholders, posted on publically

accessible places, and shared with public health and evaluation communities of practice.
1.1.a Universal Metrics

¥ Health Outcomes Measures

v"Administrative Measures
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4.2 Data Analysis, Reporting and Quality Improvement

Ongoing data collection, reporting, and analysis of the WPC Pilot’s interventions, strategies, participant

health outcomes, and return on investment will be accomplished using existing and new datasources.

Initial partnership work has included identification of current universal and potential variant metrics that

are maintained in each partner’s data system (data systems are displayed in the tablebelow)

Using Future User
. Identity of Case
PC Pilot P D
WPC Pilot Partner Current Database(s) Matching Management
Tool? Tool
Monterey County Health
Department, Nurse Case EPIC In process Yes
Management and Clinic Services
Monterey County Health
Department Behavioral Health Avatar In process Yes
Bureau
Mopterey Founty Department of Automa.ted Welfare System, Future goal Yes
Social Services Consortium IV
Natividad Medical Center Meditech Yes Yes
Coalition of Homeless Services Homeless Management
. . Future goal Yes
Provider Information System
Interi_m, Inc. Avatar In process Yes
Franciscan Workers of Junipero HMIS Future goal Yes
Serra
Monterey County Sheriff's TrakNet, Automated Fingerprint
o Future goal Yes
Department Identification System
Monterey Gounty,Proustion Smart Probation Future goal Yes
Department

Initially, Epidemiologists will develop an analytic approach, including the program questions and fields to

track from the various data sets from the participating partners. Algorithms will be developed using the

partner's datasets and used to query them to track individuals in each system that match the Pilot criteria

and are enrolled in the Pilot. Within the first year, the participating health care partners will have anldentity

Matching Tool (Master Person Index) to track individuals enrolled in the Pilot and have developed an RFP

for a Case Management System and contracted with a company to use their unified casemanagement

solution for the WPC Pilot.
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Data sharing agreements will be developed over the first year to enable partners to share patient data. The
solution will be how the patient-centered coordinated care plan is developed and onboarding/foliow-up,
referrai management, and social determinants outcomes are monitored by the WPC PilotProgram
Director, CHW/case managers, Social Workers, and other service providers. The solution will provide
population level reports as well as individual case tracking. The reports will be used as part of the data
analysis to determine the effectiveness of the Pilot’s interventions and strategies, along with the data
collected as part of quality improvement and change management (outlined below). In addition, while
initially patient outcomes will be monitored from individual databases, the goal will be to use the Identity
Matching Tool to create a data warehouse for tracking Pilot outcomes. Several of the MCHD partners
identified for the WPC Pilot have work diligently for the last several years to bring siloed data systems
together for analysis of root causes, determining factors, and bigger picture solutions. Forexample,
MCHD'’s Behavioral Health Bureau and the DSS Children’s Welfare System have been engaged since 2010
to share data between their respective data systems for the purpose of developing an informed view of
Meonterey County’s foster youth population. The result has been a Memorandum of Understanding to
share data for dependent children, a matching algorithm, and a monthly manual matching process for
almost 500 children and youth in foster care. These collaborators are also now participating in the national
Stewards of Change program and discussions on integration have begun to use their Human Services2.0
Handbook. This process will be the framework for producing the integrated population level data forthe
WPC Pilot data analysis and reporting approach. Algorithms wili be developed by MCHD epidemiologists
using SAS analytics and resulting analyses used by the Executive and Case Management Teams forquality

improvement and change management.

MCHD uses Plan-Do-Study-Act (PDSA) as itsquality Anayy tases Tree

improvement {Ql) process since 2011, per MCHD’s 1 T T i
Performance Management and Quality Improvement i) B Bl ]

Plan developed in support of national PublicHealth ‘

Accreditation. This plan uses the Turning Point T ’ B

Performance Management System Framework. More

than 130 MCHD directors, managers, and lead staff have — — 4 i

formal PDSA and QI training in a “Train the Trainers”

model and have worked on at least one QI team. e AE e
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Managers have exercised PDSA as an iterative process,with involvement of MCHD's internal evaluators who
analyze collected process and outcome data. MCHD has had Public Health Foundation under contract for the
past 3 years, providing instruction and refresher courses in using program performance measurement and
corrective action tools, such as the Diagnostic Force Field Analysis, the Analytic Cause Tree (above), and Error
Proofing technique (below). Other tools and forms provided by DHCS for Pilot improvement and reporting will

be employed.
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In its change management process, the WPC Pilot Executive Team will use the Toolkit developed by Harvard’s
Technology and Entrepreneurship Center’s Leadership for a Networked World, the Human Services Value
Curve. This model provides a roadmap for improving human services outcomes, value, and legitimacy through
a lens of four different business models. It comes with 20 different assessment tools to help develop a
transformative approach to collaborative, creative and innovative service delivery. In addition, the team will
develop a risk communications plan for all interested parties (internal and external partners}, a risk
management plan, a timeline for the stages of the Pilot, a status reporting tool, regular checkpoints for
conversations with key individuals in the Pilot, and a staged implementation/deployment plan for the Pilot. The
MCHD WPC Pilot has already had several months of critical discussions and planning sessions and achieved
significant buy-in to the Pilot plan {see |letters of support). These planning and implementation meetings will
continue after the Pilot launches as part of the change management process. The iterative quality
improvement process will also provide periodic reports that will be used to do midcourse corrections or any
necessary modifications to the Pilot implementation process. The Pilot team will use the data collection tools
outlined above to track metrics, and will combine these metrics with survey and assessment tools developed

for the project by the evaluation team to identify andimplement needed adjustments to the program.
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4.3 Participant Entity Monitoring

The MCHD WPC Pilot Program Director, a subset of CHW/case managers, representatives of the Executive
Committee, and evaluators with PDSA and QI training experience will constitute an Evaluation Workgroup to
conduct and oversee ongoing monitoring, analysis, and corrective activities related to the Pilot's universal and
variant metrics. Process measures will be used in the Pilot’s first year, andoutcome measures will be initiated
once the Master Person Index is fully functional. Process measures will include fidelity to the Executive
Committees functionality, Pilot's timeline, Year 1 contracted deliverables {Master Person Index, Case
Management System), implementation of the Pilot communication plan, and partnership referral readiness. in
Pifot Year 1, the Evaluation Workgroup will meet bimonthly, and designated members will participate in annual

State Learning Collaborative in-person activities held during years 2-5.

A critical element to the Pilot’s success will be implementation of the case management tool and
subsequent oversight of the care coordination, case management, and referralinfrastructure.

This will include referral communications, policies and procedures between the CHW/case managersand
personal navigators. Qur WPC Pilot Program Director, who is MCHD’s Director of Nursing, will be responsible
for other existing case management initiatives serving individuals with chronic physical health conditions

including diabetes and obesity, first time at risk mothers, and newborns.

We envision a weekly case review format convened by the WPC Pilot Program Director. The Evaluation
Workgroup will have available to them all the management tools described above in 2.2 Communication Plan.
The Evaluation Workgroup updates will be a standing item on the Executive Committee’s monthly agenda, and
written summary reports will be issued quarterly. Summary reports will contain, among other items, process
and outcome performance, case counts and case manager-to-client ratios, results of PDSA activities using the

State-developed template, and draft reports prepared for DHCS.

Corrective actions will be formally issued to vendors, contractors, or partners when root causes to barriers and
process efficiencies have been identified. The MCHD WPC Pilot may terminate agreements or contracts should

persistent poor performancecontinue.
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Section 5: Financing
5.1 Financing Structure

The Executive Team will oversee the intake and payment of funds as guided by the Financeworkgroup. The
Program Director will serve as the Contract Analyst and assure administrative proceduresare followed. MCHD
will develop MOUs or Agreements with non-federal funding partners and subcontracting agencies with clear
scope of work deliverables and payment provisions. Subcontracted agencies will submit quarterly invoices
based on MOU or Agreement Payment Provisions which may be bundled, fee for services, or incentive-based

as outlined in the attached budget worksheets and narratives.

Existing MCHD Administration fiscal staff will establish purchase orders and process payments as approved by

the Program Director in accordance with County Auditor-Controller policies and procedures. Additionally, fiscal
staff will develop an excel worksheet tracking tool identifying non-federal funders and funded partners, annual
amounts, receipt and disbursement of funds by fiscal year. The Program Director will work closely with Finance

Workgroup as related to payment provisions in executed MOUs and Agreements.

The Finance Workgroup will have representatives from each of the non-federal funding partners including
MCHD Clinic Services, Behavioral Health and Public Health Bureaus; Monterey County Department of Social
Services; Monterey County’s Natividad Medical Center; Salinas Valley Memorial Healthcare System; and other
key participating entities. The Finance workgroup will initially meet monthly initiatly and later, quarterly, once
MOUs are in place to monitor progress in meeting deliverables and budgeted services, funding contributed for
IGT and flow of funds to participating entities once payments are made by DHCS. For Years 2 — 5, mid-year and
annual progress reports will be due to DHCS within 60 days of end of reporting period. DHCS will issue a
request to MCHD for IGT funds within 30 days of determination of interim payment. MCHD will submit IGT
within 7 days of receipt of DHCS payment request. DHCSwill make payment to MCHD within 14 days of

transfer of IGT. The Program Director and Finance Workgroup will assure compliance with DHCStimelines.

In order to assure funds committed are readily availabie and sufficient for WPC Pilot services, MCHD will
establish specific accounting identifiers {(program codes) in the County’s financial system to track funds
received and disbursement of funds for the WPC Pilot project. As noted above, the Program Directorand

Finance Workgroup will be responsible for assuring committed funds are received by non-federal share
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partners and that funded partners are performing according to their MOU and Agreement scope of work and
payment provisions. The non-federal share partners will transfer funds for the WPC Pilotin equal hiannual
disbursements by end of January and end of July for each of the five Pilot years as will be noted in respective

MOU,

By investing in an infrastructure to support comprehensive care coordination and data sharing and exchange,
we will create a foundation to support value based payment approaches in the future, Investing in strategies
that focus on high risk high utilizers will reduce expenditures via reduced ED and inpatient stays, improved
heaith outcomes, and savings and opportunities for reinvesting in prevention services. These strategies will

better prepare the healthcare partners for imminent healthcare payment reform.

MCHD’s WPC Pilot funding structure includes partner funding for collecting and reporting
performance metrics. These numerical outcome and process reports will be facilitated through
data collectionmethods and tools developed by MCHD’s in-house evaluation analysts. Data will
be reported by all WPC Pilot partners on a quarterly basis, and results will be rolled up from
individual partner to partnership function, and then the Pilot overall. Pay for reporting is in three
equal amounts for reporting depression/suicide risk assessment, ED visits, and avoidable
hospitalizations, as we consider these three elements to be of equal value to reaching WPC Pilot

goals. The pay-for-reporting amounts are consistent across program years 2-5.

5.1.1. IT Infrastructure Financing

The premise for the IT infrastructure is to determine the solutions essential for this project that would alleviate
the need for source data systems to change but develop a program and data architecture that will enable
existing systems to interface. In order to support a multi-agency and muiti-disciplinary team pilot as proposed
in this application, the data infrastructure in this proposal requires a case management solution that does not

currently exist.

The case management system (CMS) will enable the program coordinators to access information across

multiple data systems for individuals that are enrolled in the pilot program. The CMS will enable participating
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5.2

agencies and program coordinators to query, input data, and track the services provides and resources available
without needing to change the proprietary source systems of the participating agencies. The CMS and eMPI will
enable the County to enroll individuals in the pilot program with the need to gain control of data across siloed

systems to support major expansion of service delivery.

The recommended solution and the associated estimate will be defined as the county proceeds with the RFP
required to engage a vendor and solution necessary to support this pilot program. The opportunity provided by
this project enables the MCHD to implement a full solution with the estimated costs with the understanding
that the challenges of aggregating data from source systems, develop a workflow that is symbiotic between
agencies that have not traditionally participated in a data solution that enables service delivery across multiple
service disciplines is indeed innovative. The approval of this recommended data infrastructure that does not
exist will enable the MCHD to develop, refine, and ensure this pilot is sustainable beyond the program term.
Although the estimated number of participants may appear to be conservative, a pilot program involving
multiple agencies requires a phased approach with a focus on the development of the workflow across multiple
independent data systems, the legality of sharing information of shared clients that are in grave need of
seamless service delivery system, the program governance, and agency participation to include the
roles/responsibilities first. This logistical approach will enable the County to then focus on increasing the

number of clients served in the program.

Funding Diagram

Below is a diagram of the WPC Pilot Program funding stream illustrating how funds flow from federal and non-
federal sources into a holding position where, as directed by the WPC Pilot Program Director, they are
disbursed in payments to vendors, consultants, and partnering direct services providers. Please note that no

funds are sourced from or paid to CCAH, our managed care plan.
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Fiscal Oversight by WPC Pilot Executive Team with input from WPC Pilot Finance Waorkgroup
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5.3 Non-Federal Share

Non-Federal shares to the WPC Pilot are committed from these partner entities:

Partners committing non-federal funds Amounts
Monterey County Health Department 51,422,863

Monterey County Dept. of Social Services $465,600

Monterey County Natividad Medical Center $795,000

5.4 Non-Duplication of Payments and Allowable Use of Federal FinancialParticipation

The WPC pilot funding will support development of infrastructure necessary to improve care
coordination for high risk, high utilizing Medi-Cal beneficiaries in an effort to reduce costs from
avoidable ED visits and inpatient stays and improve health outcomes for this population. The funding
will support establishment of care coordination teams, supportive housing supports, other critical
coordinated wrap around services and most importantly, establishment of technology solutions to
facilitate data sharing and data exchange amongst partnering agencies. These non Medi-Cal
reimbursable services will add value to Medi-Cal covered services provided to Medi-Cal beneficiaries
enrolled in the Pilot, and will greatly contributing to improved health outcomes. Pilot participants who
have been identified to be Medi-Cal beneficiaries will be highlighted in electronic data systems,

thereby assuring that federal financial participation is only for Medi-Cal beneficiaries.

Further, the vast majority of the activities and interactions of the care coordination teams will not duplicate
Medi-Cal’s targeted case management (TCM) benefit. Specifically, intensive case management of individuals’
high ED and hospitalization use complicated with mental illness, addiction, co-morbidities and lack of a
primary care home departs significantly from the encounter-based structure of TCM, In the vast majority of
cases the encounters between individuals qualifying for intensive case management as described above,
would not be eligible for reimbursement under TCM, as TCM workers either would not meet the
education/experience requirements for TCM case workers/team members would be in a supervisory role
and would have few, if any, direct contact with clients. Moreover, the scope of care support and
coordination activities available through WPC is intended to be more robust than available through Medi-Cal

TCM. WPC teams will engage In activities such as peer supports, trust-building, motivational supports,
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disease specific education, and general reinforcement of health concepts, which are distinct from and
outside the TCM benefit. WPC will also provide direct social and other services that would not be recognized

as TCM, such as [food and nutrition supports, benefits advocacy or tenancy supports.

For these reasons, we have concluded that the vast majority of WPC Pilot activities will not duplicate services
available through Medi-Cal TCM. As assurance, our WPC case managers will receive training and periodic
reminders on the differences between TCM and WPC criteria, and be instructed that TCM wili always be

considered first, with WPC as the payer of last resort.
In response to concerns of duplication of payment, we have applied a TCM budget adjustment to several of
the programs to reduce our request for WPC funds. Each TCM budget adjustment can be found in the

corresponding service description.

5.5 Funding Request

Piease see following pages for the Budget Summary and Budget Narrative.
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Budget Summary

WPC Budget Template: Summary and Top Sheet
Monterey County Health Department
Federal Funds

WPC Applicant Name:

Annual Budget Amount
Requested

(Not to exceed SO ]

3,712,283 3,712,283

PY 1 Budget Allocation (Note PY 1 Allocation is

predetermined)

PY 1 Total Budget
Approved Application
(75%)
Submission of Baseline
Data (25%)
PY 1 Total Check

5,366,926

4,025,195

1,341,732
OK

PY 2 Budget Allocation

PY 2 Total Budget
Administrative
Infrostructure
Delivery infrastructure
Incentive Paymenis
FFS Services
PMPM Bundle
Pay For Reporting
Pay for Outcomes
PY 2 Total Check

6,395,646
1,171,785

1,058,833
1,256,000
507,512
991,491
1,010,025
400,000
oK

PY 3 Budget Allocation

PY 3 Total Budget
Administrative
Infrastructure
Delivery Infrastructure
Incentive Payments
FFS Services
PMPM Bundle
Pay For Reporting
Pay for Qutcomes
PY 3 Total Check

Whole Person Care Agreement

7,424,566
386,194

805,160
1,312,000
1,525,923
2,137,979
857,310
400,000

OK

06/12/2017

Total Funds

7,424,566
In PYs 3-5
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PY 4 Budget Allocation

PY 4 Total Budget 7,424,566
Administrative

infrastructure BLEE
Delivery Infrastructure 896,336
incentive Payments 1,312,000
FFS Services 1,525,923
PMPM Bundle 2,137,979
Pay For Reporting 766,134
Pay for Outcomes 400,000

PY 4 Total Check (0] 4

PY 5 Total Budget 7,424,566
Administrative

Infrastructure gRe 4SS
Delivery Infrastructure 896,336
Incentive Payments 1,312,000
FFS Services 1,525,923
PMPM Bundie 2,137,979
Pay For Reporting 766,134
Pay for Outcomes 400,000

PY 5 Total Check OK
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WPC Budget Narrative

WPC Applicant Name: Monterey County Health Department

Program Year 1 Budget Amount

Approved Application (75%) 4,025,194

Submission of Baseline Data
(25%)
| PY 1 Total Budget 5,366,926

1,341,732
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Staff Annual Unit
Cost/Unit

Project Manager (0.50 FTE) - Responsible for oversight and 170,000 0.25
implementation of pilot project; contract oversight;

supervises case managers; and receives direction from Pilot

Executive Team. First 6 months included as administrative

costs due to ramping up of staffing. Last 6 months included

in PMPM bundle.

Assistant Project Manager (1.00 FTE) — To provide 136,000 0.50
additional Pilot oversight and day-to-day staff and

activities management based on expansion and

quality needs. Responsible for providing policy direction in

pilot project; contract oversight; and receives direction

from Pilot Executive Team. Funding is for six months in PY

2, therefore, only requesting 0.50, it will be 1.00 in PY 3.

Project Assistant (1.0 FTE} - reports to Project Manager; 116,000 0.50
day to day coordination of WPC Pilot services; staffs

governance structure and workgroup. First 6 months

included as administrative costs due to ramping up of

staffing. Last 6 months included in PMPM bundle.

Complex Care Managers - PHNs (4.0 FTE) - Public Health 150,000 2.00
Nurses responsible for comprehensive assessment,

development of service plan, and case coordination for

most complex patients; receives referrals from partner

agencies; makes referrals to housing service providers;

provide health education and health literacy; teaches

patients self-management techniques and tools. First 6

months included as administrative costs due to ramping up

of staffing. Last 6 months included in PMPM bundle.

Community Health Workers (4.0 FTE) - non clinical support 69,000 2,00
staff responsible for providing transportation to non Medi-

Cal covered services; serve as patient navigator; assist case

manager in coordination activities. First 6 months included

as administrative costs due to ramping up of staffing. Last 6

months included in PMPM bundle.

Whole Person Care Agreement 06/1212017

Total

42,500

68,000

58,000

300,000

138,000
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Business Technology/Data Analysts (2.0 FTE) - responsible
for working with County and Department Information
Technology Managers on IT solutions to be implemented;
help identify IT solutions; perform complex data analytics;
prepare customized programming as needed. One FTE:
First 6 months included as administrative costs due to
ramping up of staffing. Last 6 months included in

Infrastructure costs. One FTE: 12 months in Administrative

costs.

Public Health Epidemiologist Il (1.0 FTE} - responsible for
data analysis; reporting of evaluation metrics

Sub-total

Services/Supplies/Indirect Costs

Data Processing and Telecommunications Support
Hardware and Software for staff

Local Travel/Training

Legal Services for data sharing agreements and software
agreements

Travel costs for learning collaborative, 5 staff at $500 per
trip two times a year

. Training Curricula for Community Health Workers;
purchase/development of curriculum; provision of
certificated training program (included 100% in CHW line
time in budget summary worksheet, PY2 Cell B12}

Purchase of Vehicle for conducting business and

transportation of clients for non Medi-Cal Covered Services

General office supplies, printing, educational materials
Sub-total
Indirect Costs (5% of total Administrative Costs)

TOTAL ADMINISTRATIVE INFRASTRUCTURE

Whole Person Care Agreement

06/12/2017

145,000

125,000

2,500
1,500
10,000

100,000

500

30,000

30,000

5,000

1,116,000

1,50

0.50

6.75
6.75
0.50

1.00

10.00

1.00

2.00

0.50

0.05

217,500

62,500

886,500

16,875
10,125
5,000

100,000

5,000

30,000

60,000

2,500
229,500
55,785
1,171,785
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Information Technolagy Solutions and Staff

Case Management Software - shared repository of case

management data; ability to pull data from proprietary

external data systems. Costs include: software license,
implementation, hardware costs, training, professional

services, vendor hosted and supported ($121,000 for

solution). Business Technology/Data Analyst (1.0 FTE)-

responsible for working with County and Department 193,500
Information Technology Managers on IT solutions to be
implemented; help identify IT solutions; perform complex
data analytics; prepare customized programming as needed
($86,143}. First 6 months included as Administrative costs
due to ramping up of staffing. Last 6 months included in
Infrastructure costs,

Coordinated Assessment and Referral System (CARS)/
Homeless Management System (HMIS} - primary support
for housing assessment data for homeless and care
coordination services; establish network of agencies;
purchase software and support implementation; staff to
Lead Me Home Committee; conducts homeless census.
Costs include: staffing costs, operational expenses,
software license and subscription; training; hardware costs

515,000

Sobering Center Facility Modification Expenses. (Sobering
Center Services are listed under FFS). It includes costs for
the medification of the facilities, and acquisition of the
computers and phone system for the operation of the
facility. These costs are requested on PY 2 onhly as one-time
costs.

117,833

Computers 2,000
Phone System 5,000
Furniture and Fixtures 2,000
Building/Facility modifications to ensure location is

appropriate for WPC enroliees including but not limited to
building modifications to make the facility ADA-campliant
including ramps, doors, safety bars, and restroom facilities

100,833
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Annual
Cost/Unit

Unit

-

Total

193,500

515,000

117,833

10,000
5,000
2,000

100,833
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Community based Case Management Services - receive

referrals from Core Case managers; conduct Vulnerability

Assessment for homeless, connect homeless to

Coordinated Assessment and Referral System, conduct case
management services related to housing, refers clients to

Coalition of Service Providers for placement. Costs include: 200,000
staffing costs, operational expenses, training. PY2 s our
startup year; therefore 50% of this item is included in
Infrastructure and the remaining 50% is included in PMPM.
It is anticipated there will be salary savings due to startup
period; therefore PY 2 is lower than PYs 3-5.

Mobile Outreach Team - staffing mobile outreach efforts to
reconnect chronically homeless individuals into care
coordination system. Costs include; staffing costs; local
travel; and operational costs. PY2 is our startup year;
therefore 50% of this item is included in Infrastructure and
the remaining 50% Is included in PMPM. It is anticipated
there will be savings due to startup period; therefore PY 2 is
lower than PYs 3-5. Additionally, will take some time to
enroll members thus not needing mobile outreach team
until later in PY 2.

TOTAL DELIVERY INFRASTRUCTURE

32,500

1

200,000

32,500

1,058,833
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_PY2incentive Payments

= - L PP : - ol s 2lamg.

Primary Care Clinic - payment for scheduling follow up
appointment within 30 days of discharge from inpatient stay or
release from Jail; linkage to primary care medical home helps
improve health outcomes, provides necessary resources and
supports for ongoing medical treatment. Clinic will meet
measure for 20 patients for secand 6 months of year. Payment
trigger: Monterey County Health Clinics will receive $20,000
per WPC enrollee scheduled for and successful participation in
follow-up appointment within 30 days post discharge or
release. Biannual payments will be made.

Hospital Incentive - payment for reduction in inpatient
readmission rates within 30 days; referral to coordinated care
services will improve health outcomes and reduce avoidable
inpatient stays. Hospital will meet measure for 20 patients for
second 6 months of year, Payment trigger: Natividad Medlical
Center will be eligible for $20,000 per WPC enrallee
successfully linked to care coordination without a readmission
within 30 days. Biannual payments will be made.

Behavioral Health Clinic - payment for reduction in mental
health unit readmission rates within 30 days; follaw up care
improves health outcomes, provides necessary resources, and
supports for engoing mental health treatment and therapy.
Behavioral Health will meet measure for 20 patients for second
& manths of year. Payment trigger: Monterey County
Behavioral Health Clinics will receive $20,000 per WPC enrollee
scheduled for and successful participation in follow-up
appeintment within 30 days post discharge or release. Biannual
payments will be made.

20,000 20 400,000

20,000 20 400,000

20,000 20 400,000
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Enrollment/re-enroliment of Individual Transitioning from
IMD/Jail - payments for service integration of individuals by the
County’s Behavioral Health team (BH Team). The BH Team will
be comprised of Social Workers and appropriate support (or
contracted to community service providers} staff which will be
funded directly by the County. As enrolling individuals in the
Whole Person Care program will be challenging, the BH Team
will work with clients being released from jail or an Institution
of Mental Health Disease (IMD}) to enroll in the WPC program.
The BH Team’s primary responsibility will be to establish a
relationship and ultimately building the level of trust necessary
in obtaining consent from to participate in the WPC Pilot.
Clients will be enrolled in the WPC pilot program upon release 2,000 28
and will be dis-enrolled as needed if they return to an
institution from the community following enroliment. When
individuals are re-released from the institution, they will be re-
enrolled in the program. It is expected that the BH Team will
work with these individuals up to 90 days after release. It is
estimated a total of 56 people will be served per year, except in
PY 2 where 28 people are estimated.

Payment trigger: An incentive payment of $2,000 per
enrollment/re-enroliment is proposed upon completion of the
initial assessment to incentivize BH Team to work with this
population, limited to one payment per enrollee per 12-month
period.

TOTAL INCENTIVE PAYMENTS

Whole Person Care Agreement 068/12/2017

56,000

1,256,000
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Mabile Outreach Team staffing moblle outreach
efforts to reconnect chronically homeless individuals
into care coordination system. Costs include:
staffing costs; local travel; and operational costs.
PY2 is our startup year; therefore 50% of this item is
included in Infrastructure and the remaining 50% is
included in PMPM. It is anticipated there will be
savings due to startup period; therefore PY 2 is
lower than PYs 3-5. Additionally, will take some time
to enroll members thus not needing mobile
outreach team until later in PY 2. Service will be
reimbursed per encounter (attempt to locate and
reconnect pilot participants to care coordination
system as requested by Core Case Management
Team). Reimbursements will be made quarterly.
Staff

Project Manager 85,000
Outreach Workers 59,000
Services/Supplies/indirects
Data Processing and Telecommunications Support

i 2,500
and hardware and software
Local Travel/Training, vehicle maintenance 1,500
General office supplies, educational materials 3s1
Indirect Costs (5% of total Mobile Team ) 27,850

Total Mobile Outreach Team
# Encounters

Fee For Service (Per encounter or time spent
outreaching to pilot members when lost to service)

Housing placement services and supports for up to
20 WPC enroliees annually. These services are for
WPC enrollees who are living in transitional housing
for up to one year and need appropriate coping and
" living skills required to move into permanent
housing. During this time, enrollees will receive peer
supports, counseling, skill development training, and
other non-Medi-Cal assistance with daily living skills
intended to preparing enrollees for discharge to
transitional or permanent housing. Payment trigger:
WPC enrollee per encounter each coaching session.
Staff Cost

Whole Person Care Agreement 06/12/2017

0.05
0.40

0.55

1.00
1.00
0.05

Fee /
Encounter

532.78

Unit

4,250
23,600

1,375

1,500
381
1,393
32,500

Total

32,500
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Program Counselor: provide housing and life skills
assessments for WPC-enrollees; appropriate
referrals to possible temporary or transitional
solutions housing solutions

Program Supervisor: program oversight and
accountability; program counselor oversight and 69,600 0.05
guidance,

Counselor and Supervisor Benefits (stipend for basic
health care - supervisor benefit is pro-rated)
Services and Supplies

Participant Education Materials 4,000 0.5
Rental of facility 9,134 0.5

52,000 0.5

20,636 0.5

Fee /
# Encounters Encounter
600 $77.275

. Targeted outreach in the neighborhoods of highest
potentially-WPC enrollees. The team will provide
pre-enroliment intercept and outreach to engage
and build trusting relationships that will iead to WPC
enrollment. The budget for FFS for outreach and
referral recognizes the higher level of training and
multiple touches needed as our target population is
amongst those who are hardest to reach.

. Engagement activities may include informational
sessions regarding stress management, grief and
loss, life skills, nutrition, health and healing, job
seeking skills, and conflict resolution, among others.
In contrast, the Mobile Outreach Team, operated by
a provider of direct services using professional Social
Workers/ Case Managers, will concentrate their
efforts beyond and outside of the geographic areas
in which Peer Navigators and Targeted Outreach

‘teams are working.

Contract with CSUMB to provide oversight and
training to MSW students conducting Targeted
Outreach and Education. MSW students refer
potentlal WPC enrollees to WPC case managers for
WPC eligibility assessment. For WPC enrollees, MSW
students provide instructional sessions that include
stress management, grief and loss, life skills,
nutrition, health and healing, job seeking skills, and
conflict resolution, among others. Contract includes:

. Faculty Coordinator salary 53040 05

26,000

3,480

10,318

2,000
4,567

Total
46,365

26520
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Faculty Coordinator health and retirement benefits

@ 50% of salary

Field Program Supervisor: ensures reporting of

activities as performed, monitors contract

deliverables, and ensures services are provided
within the terms of the contract. Cost is for 79 hours
of supervision at $38 per hour for PY2, and 158

hours at $38 in PY3-5.

Field Program Supervisor health and retirement

benefits @ 50% of salary

Participant educational session instructional
materials

HMIS software fee

26520

17319

8660

2948
2500

MSW student insurance costs for on-site service

delivery
CSUMB Program Audit Costs
CSUMB indirect costs @ 20%

Total Targeted Cutreach

9210

1819
24403

# Encounters

246

Sobering Center: Provision of sobering center with 8

bed capacity. PY2 requesting only 1/2 a year

funding. Total costs show 1/2 the costs below FTE x

annual cost = total cost/2
Program Manager
Certified Counselor
Intake Coordinator
Residential Coordinator
Reg Counselor

Medical Assistant
Program Coordinator
Payroll Taxes

. Benefits

Sobering Center Facility Operating Expenses
Administrative Expenses
Building Rent

Insurance

Electrical

Repair & Maintenance
Audit & Accounting
Contract Services
Janitorial Services

Staff Travel and Training

Whole Person Care Agreement

52,000
43,680
43,680
37,440
37,440
52,000
37,440
33,930
86,710

10,000
36,000
13,000
5,000
3,600
5,150
5,000
6,000
5,000

06/12/2017

0.5

0.5

0.5

0.5
0.5
0.5

0.5
0.5

Fee /
Encounter
288.22

0.25
1.0
1.0
3.0
2.0
1.0
1.0
10
1.0

0.5
05
0.5
0.5
0.5
0.5
0.5
0.5
0.5

13260

8660

4330

1474
1250
2141

910
12202

70,745

6,500
21,840
21,840
56,160
37,440
26,000
18,720
16,965
43,355

5,000
8,000
6,500
2,500
1,800
2,575
2,500
3,000
2,500
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Garbage and Water 2,500 0.5 1,250
Household Supplies 2,700 05 1,350
Taxes and Fees 6,000 0.5 3,000
Legal Expenses 3,000 0.5 1,500
Telephone 3,000 0.5 1,500
Equipment Rental 3,000 0.5 1,500
Staff Screening 2,700 0.5 1,350
Office Supplies 2,600 0.5 1,300
Alarm 2,500 0.5 1,250
Printing and Publications 1,600 05 800
Drug/TB Testing 1,300 0.5 650
Cable/Internet 1,900 0.5 950
Membership Dues 800 0.5 400
Payroll processing 12,600 0.5 6,300
Fee /
# Encounters Encounter Total Cost
1,460 216.65 316,303
Homeless Persons Peer Navigator Program:
homeless or previously homeless persons will
provide WPC-enrolled, post-released prisoners and
other potential WPC-enrolled homeless persons
who live in encampments and who have difficulty
trusting and communicating with persons perceived
to be in authority. Tasks include initiation and
follow up (up to a year per person) using four part-
time peer navigators, Peer Navigation training, peer
navigator oversight, and interfacing with WPC PHN
case managers. Each of the four peer navigators will
have 10 encounters per week. Peer Navigators will
follow up with the people they are tracking using
cell phones that are provided to the WPC-enrollee.
Our expectation is that the Peer Navigators will be
successful with populations that are unknown and
inaccessible by the Mobile Qutreach Team.
Additionally, the Mobile Outreach Team will be
operated by a provider of direct services to
homeless, mentally ill, and/or drug addicted persons
using professional Social Workers/ Case Managers.
Staff cost unit
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Peer Navigator: employed paid homeless or
previously homeless persons to reach potential WPC
enrollees living in the City of Salinas and Monterey

Peninsula encampments, to facilitate their Sy 1,040 52,240
enroliment in WPC. = 4 navigators x 1,040
encounters x $20 per navigator
Peer Supervisor: Supervision of the Peer Navigators
{(hours w?rk?d, performance, coa.chmg, . 23.00 140 3,220
tommunications, payroll) = 4 navigators x 1 hours of
supervision per week x 52 weeks
Peer Supervisor Benefits (stipend for pro-rated basic 2,280 0.5 1,140
health care)
Services and Supplies
Payroll service, Navigator reporting forms 5,000 0.5 2,500
Rental of facility 5,000 0.5 2,500
Fee/
# Encounters Encounter Total
1040 40.00 41,600
Totals FFS 507,512
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"PY2PMPM Bundles T AR e Oni T - Torte e
Community based Case Management Services Housmg
Supports- receive referrals from Care Case managers;
conduct Vulnerability Assessment for homeless, connect
homeless to Coordinated Assessment and Referral
System, conduct case management services related to
housing, refers clients to Coalition of Service Providers for 200,000
placement. Costs include: staffing costs, operational
expenses, training. PY2 is our startup year; therefore 50%
of this item is included in Infrastructure and the
remaining 50% is included in PMPM. It is anticipated
there will be salary savings due to startup period;
therefare PY 2 is lower than PYs 3.-5.

1 200,000

Complex Care Management Team

Program focus is on patient centered coordination;
transitional care interventions between services/systems;
patient engagement; patient education on health topics,
literacy, and self-management strategies; patient
navigation services; and assurance referrals are made
and kept. Total annual costs are split between
Administrative and PMPM (6 months each).

Staff

Project Manager 170,000 0.25 42,500
Project Assistant 116,000 0.50 58,000

Case Managers 150,000 2.00 300,000
Community Health Workers 69,000 2.00 138,000
Services/Supplies/Indirects

Data Processing and Telecommunications Support and 4,000 475 19,000
hardware and software

Local Travel/Training 10,000 0.50 5,000
General office supplies, educational materials 5,000 0.50 2,500
Indirect Costs (5% of total Complex Care Mgmt. Team } 565,000 0.05 28,250

Member PMPM
Months Amount
Total Complex Care Management Team 600 989 593,251

Hot Spotting Team: Will serve 80 WPC-enrollees who are

the highest utilizers with intensive, multidisciplinary,

comprehensive services per month for a total of 480

PMPM units. Hot Spotting clients will be referred from

ED and hospitals and will be served for 3 months, Cost

per unit is $413. PY2 costs are for 1/2 a year only.

Public Health Nurse 181,000 0.25 44,740
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Public Guardian Deputy
Behavioral Health Aide
Psychiatric Social Worker i
Social Worker {II

Services and Supplies

Total Hot Spotting Team

Total PMPM

Whole Person Care Agreement

06/12/2017

130,000 0.25 32,500
88,000 0.5 44,000
158,000 0.25 39,500
110,000 0.25 27,500

15,000 0.5 7,500
Member PMPM
Months Amount
480 413 198,240

______________ ~ $991,491
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" PY 2 Pay for Reporting

Anpua Unit Total

CostfUnit

Reporting Number of ED Visits - active monitoring of
avoidable ED visits will help target care coordination
services to appropriate clients to link to primary care
medical home thus increasing appropriate use of ED. 70,000 1 70,000
Payment trigger: Weekly reporting of ED visits by
participating hospital. 50% of payment to be made every 6
months. _ — _
Reporting Number inpatient Utilization - active monitoring
of avoidable inpatient days will help target care
coordination services to appropriate clients to link to
primary care medical home thus increasing appropriate use
of hospital inpatient services.
Payment trigger: Weekly reporting of inpatient days by
participating hospital. 50% of payment to be made every 6
months.
Reporting Follow up after hospitalization for mental ilIness -
active monitoring of mental health unit days and linking
patients to outpatient mental health services will increase
avoidable mental health unit days. 70,000 1 70,000
Payment trigger: Weekly reporting of follow up after
hospitalization for mental illness. 50% of payment to be
made every 6 months.
Reporting Number of participants who are informed of SUD
services - Initiation and engagement and completion of
assessment of clients needing substance use disorder
treatment services will increase likelihood of road to 70,000 1 70,000
recovery.
Payment trigger: Weekly reporting of SUD assessments
completed. 50% of payment to be made every 6 months.
Reporting Number of participants enrolled inte WPC and

. number with comprehensive care plan within 30 days of

- enrollment.
Payment trigger: Monthly reporting of enrollees and
development of comprehensive care plan. 50% of payment
to be made every 6 months.
Reporting progress made towards meeting administrative
procedures (policies and procedures, compilation and
analysis of data, progress towards data sharing, etc.)
Payment trigger: Bi-annual and annual reporting of 120,025 1 120,025
progress towards and accomplishments of meeting
administrative metrics. 50% of payment to be made every 6
months.

70,000 1 70,000

70,000 1 70,000
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Reporting Health Outcome Metric: WPC participant will
have comprehensive diabete3s care: HbAlc poor control >
9.0%. Payment trigger: Measure will be met for 50% or less
of patients enrolled in WPC pilot. 50% of payment will be
made every 6 months.

Reporting Percentage of Avoidable Hospitalizations - active

monitoring of avoidable hospitalization visits will help target

care coordination services to appropriate clients to link to
primary care medical home.

Payment trigger: Weekly reporting of inpatient stays by
participating hospital. 50% of payment to be made every§
months.

Health Outcome Metric-Hospital. Medication list provided
at discharge.

Payment trigger: Measure will be met for 50% or more of
patients enrolled in WPC pilot. 50% of payment will be
made every 6 months.

Health Outcorne Metric-Hospital. Timely documentation
transition to clinics/PCP. Payment trigger: Measure will be
met for 5% or more of patients enrolied in WPC pilot. 50%
of payment will be made every 6 months.

Health Outcome Metric-Hospital. Depression remission at
12 months.

Payment trigger: Measure will be met for baseline minus 1%

or more of patients enrolled in WPC pilot. 50% of payment
will be made every 6 months.

Health Outcome Metric-Hospital. MHU re-hospitalization
within 30 days.

Payment trigger: Measure will be met for baseline minus 1%

or more of patients enrolled in WPC pilot. 50% of payment
will be made every 6 months.

Health Outcome Metric: Patients with controlled
hypertension.

Payment trigger: Measure will be met for 50% or more of
patients enrolled in WPC pilot. 50% of payment will be
made every 6 months.

Housing Metric - Reporting on progress towards developing
40 permanent supportive rental housing units for WPC
popuiation.

Payment trigger: Metrics will be met annually as outlined in
WPC proposal. 100% of payment will be annually.

TOTAL PAY FOR REPORTING

70,000

70,000

70,000

70,000

70,000

70,000

70,000

50,000

70,000

70,000

70,000

70,000

70,000

70,000

70,000

50,000

1,010,025

Whole Person Care Agreement 06122017
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_PY 2 Pay for Outcomes

" Annual

Pay for Qutcames Cost/Unit

Health outcomes: 80% or greater follow up mental health,

medical, and SUD appointment within 30 days post

. hospitalization improves compliance with discharge

planning. 75,000
Payment trigger: Measure will be met for 100% of patients
enrolled in WPC pilot. 50% of payment to be made every 6
meonths.

Health Outceme Metric: Suicide Risk Assessment and
Alcohol and Drug Misuse - SBIRT - compliance with using
screening tools improves ability for care team to identify
vulnerabilities and appropriately connect to care
coordination, therapy, social supports, and other necessary
services to prevent suicide and get into appropriate alcohol
and drug treatment services; 100% compliance will reduce
avoidable ED visits, Mental Health Unit stays, and improve
health outcomes.

Payment trigger: Tool will used with 60% of patients
enrolled in WPC pilot. 50% of payment to be made every 6
months.

Health Outcome Metric: WPC participants will receive
tobacco assessment and counseling.

Payment trigger: Measure will be met for 90% or more of 75,000
patients enrolled in WPC pilot. 50% of payment will be made

every 6 months.

Health Qutcome Metric: WPC participants will receive 12

months of coordinated case management.

Payment trigger: Measure will be met for 25-40% or more of 75,000
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.

Health Outcome Metric: WPC participants will have a
comprehensive care plan. Payment trigger: Measure will be
met for 50% or more of patients enrolled in WPC pilot. 50%
of payment will be made every 6 months.

TOTAL PAY FOR OUTCOMES

75,000

100,000

Whole Person Care Agreement 06/12/2017

75,000

75,000

75,000

75,000

100,000

400,000
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Staff Annual

Cost/Unit
Public Health Epidemiologist Il - responsible for data 125.000
. analysis; reporting of evaluation metrics !
Assistant Project Manager (1.00 FTE) - To provide additional
Pilot oversight and day-to-day staff and activities
management based on expansion and quality needs.
136,000

Responsible for providing policy direction in pilot project;
contract oversight; and receives direction from Pilot
Executive Team,

Business Technology/Data Analyst (1.0 FTE} - responsible for

working with County and Department Information

Technology Managers on IT solutions to be implemented; 160,000
. help identify IT solutions; perform complex data analytics;

prepare customized programming as needed

Sub-total

Services/Supplies/Indirect Costs

Data Processing and Telecommunications Support 2,500
Travel costs for learning collaborative, 5 staff at $500 per 500
trip two times a year

General office supplies, printing, educational materials 250
Indirect Costs (5% of total Admin Costs) 367,625

Sub-total

TOTAL ADMINISTRATIVE INFRASTRUCTURE

Whole Person Care Agreement 06/12/2017

Unit

0.50

1.00

1.50

10

1.50
0.05

Total

62,500

136,000

160,000

358,500

3,750
5,000

375
18,569
27,694

386,194
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Information Technology Solutions

Case Management Software - shared repository of case
management data; ability to pull data from proprietary
external data systems. Costs include: software license,
implementation, hardware costs, training, professional
services, vendor hosted and supported ($121,000 for
solution).

Business Technology/Data Analyst (1.0 FTE)- responsible
for working with County and Department Information
Technology Managers on IT solutions to be implemented;
help identify IT solutions; perform complex data analytics;
prepare customized programming as needed ($172,286).
Coordinated Assessment and Referral System (CARS)/
Homeless Management System {(HMIS) - primary support
for housing assessment data for homeless and care
coordination services; establish network of agencies;
purchase software and support implementation; staff to
Lead Me Home Committee; conducts homeless census.
Costs include: staffing costs, operational expenses,
software license and subscription; training; hardware
costs

TOTAL DELIVERY INFRASTRUCTURE

Whole Person Care Agreement 08/12/2017

Annual

Cost/Unit

293,286

511,874

Unit

1

1

Total

293,286

511,874

805,160
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Primary Care Clinic - payment for scheduling follow up
appointment within 30 days of discharge from inpatient stay
or release from jail; linkage to primary care medical home
helps improve health outcomes, provides necessary
resources and supports for ongoing medical treatment. Clinic
will meet measure for 20 patients for second 6 months of 20,000 20
year.

Payment trigger: Monterey County Health Clinics will receive

$20,000 per WPC enrollee scheduted for and successful

participation in follow-up appointment within 30 days post

discharge or release. Biannual payments will be made.

Hospital Incentive - payment for reduction in Inpatient

readmission rates within 30 days; referral to coordinated

care services will improve health outcomes and reduce

avoidable inpatient stays. Hospital will meet measure for 20

patients for second 6 months of year, 20,000 20
Payment trigger: Natividad Medical Center will be eligible for

$20,000 per WPC enrollee successfully linked to care

coordination without a readmission within 30 days. Biannual

payments will be made.

Behavioral Health Clinlc - payment for reduction in mental

heaith unit readmission rates within 30 days; follow up care

improves health outcomes, provides necessary resources,

and supports for ongoing mental health treatment and

therapy. Behavioral Health will meet measure for 20 patients

for second 6 months of year. 20,000 20
Payment trigger: Monterey County Behavioral Health Clinics

will receive $20,000 per WPC enrollee scheduled for and

successful participation in follow-up appointment within 30

days post discharge or release. Biannual payments will be

made.

Whole Person Care Agreement 06/12/2017

400,000

400,000

400,000
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Enroliment/re-enroliment of Individual Transitioning from
IMD/Jail - payments for service integration of individuals by
the County’s Behavioral Health team (BH Team). The BH
Team will be comprised of Social Workers and appropriate
support (or contracted to community service providers) staff
which will be funded directly by the County. As enrolling
individuals in the Whole Person Care program will be
challenging, the BH Team will work with clients being
released from jail or an Institution of Mental Health Disease
(IMD) to enroll in the WPC program. The BH Team's primary
responsibility will be to establish a relationship and
ultimately bullding the level of trust necessary in obtaining
consent from to participate in the WPC Pilot. Clients will be
enrolled in the WPC pilot program upon release and will be
dis-enrolled as needed if they return to an institution from
the community following enrollment. When individuals are
re-released from the institution, they will be re-enrolled in
the program. It is expected that the BH Team will work with
these individuals up to 90 days after release. It is estimated a
total of 56 people will be served per year, except in PY 2
where 28 people are estimated.

Payment trigger: An incentive payment of 52,000 per
enrollment/re-enrollment is proposed upon completion of
the initial assessment to incentivize BH Team to work with
this population, limited to one payment per enrollee per 12-
month period.

2,000 56

TOTAL INCENTIVE PAYMENTS

Whole Person Care Agreement 06/12/2017

112,000

1,312,000
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Mobile Outreach Team stafﬁng mabile outreach

efforts to reconnect chronically homeless individuals
into care coordination system. Costs include: staffing

costs; local travel; and operational costs. PY2 is our
startup year; therefore 50% of this item is included
in Infrastructure and the remaining 50% is included
in PMPM. It is anticipated there will be savings due

to startup period; therefore PY 2 is lower than PYs 3-

5. Additionally, will take some time to enroll
members thus not needing mobile outreach team
until later in PY 2. Service will be reimbursed per
encounter (attempt to locate and reconnect pilot
participants to care coordination system as
requested by Core Case Management Team).
Reimbursements will be made quarterly.

Staff

Project Manager

Qutreach Workers

Services/Supplies/Indirects

Data Processing and Telecommunications Support
and hardware and software

Local Travel/Training, vehicle maintenance
General office supplies, educational materials
Indirect Costs (5% of total Mobile Team )

Total Mobile Outreach Team

Fee For Service (Per encounter or time spent
outreaching to pilot members when lost to service)

Respite Center: Program providing is acute and
post-acute medical care for individuals, primarily
those who are homeless or those with unstable
living situations, who are too ill or frail to recover
from a physical illness or injury in their usual living
environment but are not ill enough to be in a
hospital.

Staff

. Executive Director

Medical Director

Case Managers

Services/Supplies/Indirect

General office supplies, educational materials,
printing, mailing, duplication

85,000
59,000

2,500

8,974
1,000
105,500

# Encounters

235

110,000
200,000
60,000

11,000

0.20
1.50

1.70

1.00
1.00
0.05

Fee /
Encounter

532.78

0.2
0.2
4.2

1.0

17,000
88,500

4,250

8,974
1,000
5,275
125,000

Total

125,000

22,000
40,000
252,000

11,000

Whole Person Care Agreement

06/1212017
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Fee /

# Encounters Ercauntar Total
1971 164.89 324,998
Housing placement services and supports for up to
20 WPC enrollees annually. These services are for
WPC enrollees who are living in transitional housing
for up to one year and need appropriate coping and
living skills required to move into permanent
housing. During this time, enrollees will receive peer
supports, counseling, skill development training, and
other non-Medi-Cal assistance with daily living skills
intended to preparing enrollees for discharge to
transitional or permanent housing. Payment trigger:
WPC enrollee per encounter each coaching session.
Staff : cost unit
Program Counselor: provide housing and life skills
assessments for -WPC-enroIIees; approp.n‘ate 52,000 05 26,000
referrals to possible temporary or transitional
solutions housing solutions
Program Supervisor: program oversight and
accountability; program counselor oversight and 69,600 0.05 3,480
guidance.
Counselor and Supervnsor Benfeﬁts {stipend for basic 20,636 5 10,318
health care - supervisor benefit is pro-rated)
Services and Supplies
Participant Education Materials 4,000 0.5 2,000
Rental of facility 9,134 05 4,567
Fee /
# Encounters  Encounter Total
1,200 77.275 92,730

Whole Person Care Agreement 06/12/2017
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Targeted outreach in the neighborhoods of highest
potentially-WPC enrollees. The team will provide
pre-enrollment intercept and outreach to engage
and build trusting relationships that will lead to WPC
enroliment. The budget for FFS for outreach and
referral recognizes the higher level of training and
multiple touches needed as our target population is
amongst those who are hardest to reach.
Engagement activities may Include informational
sessions regarding stress management, grief and
loss, life skills, nutrition, health and healing, job
seeking skills, and conflict resolution, among others.
In contrast, the Mobile Outreach Team, aperated by
a provider of direct services using professional Social
Workers/ Case Managers, will concentrate their
efforts beyond and outside of the geographic areas
in which Peer Navigators and Targeted Outreach
teams are warking.

Contract with CSUMB to provide oversight and
training to MSW students conducting Targeted
Outreach and Education. MSW students refer
potential WPC enrollees to WPC case managers for
WPC eligibility assessment. For WPC enrollees, MSW
students provide instructional sessions that include
stress management, grief and loss, life skills,
nutrition, health and healing, job seeking skills, and
conflict resolution, among others. Contract includes:
Faculty Coordinator salary 53040
Faculty Coordinator health and retirement benefits

@ 50% of salary 26220
Field Program Supervisor: ensures reporting of
activities as performed, monitors contract
deliverables, and ensures services are provided 17319
within the terms of the contract. Cost is for 79 hours
of supervision at $38 per hour for PY2, and 158
hours at $38 in PY3-5,
Field Program Supervisor health and retirement 8660
benefits @ 50% of salary
Participant educational session instructional _
- 2948

materials
HMIS software fee 2500
MSW student insurance costs for on-site service

; 9210
delivery
CSUMB Program Audit Costs 1819
CSUMB indirect costs @ 20% 24403
Whole Person Care Agreement 061212017
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=

26520
13260

8660

4330

1474
1250
2141

910
12202
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Total Targeted Outreach

On-Site Housing Sustainability Services {Mid Pen
Housing) o -

Proactive and consistent on-site support services
and crisis intervention to reduce utilization of more
expensive services. Through a contract with Mid
Pen Services. The program size is 88 residential units
with an estimated 40 units for the WPC population.
Services include coordination with resident's
primary care managers, advocacy, education
services, and community building activities. In
contrast, Community Based Case Management
Services (a multi-discipline team of MCHD case
managers), will provide WPC-enrollees with referrals
to possible housing solutions that may be temporary
or transitional solutions in the greater Salinas, North
County, South County, or Monterey Peninsula,

Case Managers (3 FTE at 254,000 * 43%)
Project Assistant (16,500 * 43%)
Supplies ($11,025 * 43%) _

Total Mid Pen Housing Services
Member months {12 months)

Sobering Center Services: Provided for up to 24
hours within an 8 bed capacity facility. See
Infrastructure Delivery for facility expenses.
Program Manager

Certified Counselor

Intake Coordinator

Residential Coordinator

Registered Counselor

Medical Assistant

Program Coordinator

Payroll Taxes

Benefits

Sobering Center Facility Operating Expenses
Administrative Expenses

Building Rent

Insurance

Electrical

Repair & Maintenance

# Encounters

508

109,220
7,100
4,740

40

52,000
43,680
43,680
37,440
37,440
52,000
37,440
33,930
86,726

10,000
36,000
13,000
5,000
3,600

Whole Person Care Agreement 06/12/2017

Fee/
Encounter
288.22

480

L)
5]

H R PR RNWR RO

05
0.5
05
0.5

146,417

109,120
7,100
4,740
120,960
252

13,000
43,680
43,680
112,320
74,880
52,000
37,440
33,930
86,726

5,000
8,000
6,500
2,500
1,800
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Contract Services 5,000
Janltorial Services 6,'000
Staff Travel and Training 5,000
Garbage and Water 2,500
Household Supplies 2,700
Taxes and Fees 6,000
Legal Expenses 3,000
Telephone 3,000
Equipment Rental 3,000
Staff Screening 2,700
Office Supplies 2,600
. Alarm 2,500
Printing and Publications 1,600
Drug/TB Testing 1,300
Cable/internet 1,900
Membership Dues 800
Payroll processing 12,600

Audit & Accounting 5,150

# Encounters

2920

Homeless Persons Peer Navigator Program:
homeiess or previously homeless persons will
provide WPC-enrolled, post-released prisoners and
other potential WPC-enrolled homeless persons
who live in encampments and who have difficulty
trusting and communicating with persons perceived
to be in authority. Tasks include initiation and
follow up (up to a year per person} using four part-
time peer navigators, Peer Navigation training, peer
navigator oversight, and interfacing with WPC PHN
case managers. Each of the four peer navigators will
have 10 encounters per week. Peer Navigators will
follow up with the people they are tracking using
cell phones that are provided to the WPC-enrollee.
Our expectation is that the Peer Navigators will be
successful with populations that are unknown and
inaccessible by the Mobile Outreach Team.
Additionally, the Mobile Qutreach Team will be
operated by a provider of direct services to
homeless, mentally ill, and/or drug addicted persons
using professional Social Workers/ Case Managers.
Staff Cost

Whole Person Care Agreement 0611212017

05
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5
0.5

Fee /

Encounter
216.65

Unit

2,575
2,500
3,000
2,500
1,250
1,350
3,000
1,500
1,500
1,500
1,350
1,300
1,250
800

650

950

400

6,300

Total
632,618
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Peer Navigator: employed paid homeless or
previously homeless persons to reach potential WPC
enrollees living in the City of Salinas and Monterey
Peninsula encampments, to facilitate their
enrollment in WPC. = 4 navigators x 1,040
encounters x $20 per navigater

Peer Supervisor: Supervision of the Peer Navigators
(hours worked, performance, coaching,
communications, payroll) = 4 navigators x 1 hours of
supervision per week x 52 weeks

. Peer Supervisor Benefits (stipend for pro-rated basic

health care)

Services and Supplies

Payroll service, Navigator reporting forms
Rental of facility

___Iotal FFS

31.00

23.00

2,280

5,000
5,000

# Encounters
2080

2,080

280

Fee/
Encounter
40.00

32,240

3,220

1,140

2,500
2,500

Total
83,200 i

1525923 |

Whole Person Care Agreement 06/12/2017
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Fr 3 FMPN Bundle iy
Complex Care Management Team
Program focus is on patient centered coordination;
transitional care interventions between
services/systems; patient engagement; patlent
education on health topics, literacy, and self-
management strategies; patient navigation services;
and assurance referrals are made and kept. Total
annual costs are split between Administrative and
PMPM (6 months each).

Staff
Project Manager 170,000
Project Assistant 116,000
Case Managers 150,000
Community Health Workers 69,000
Services/Supplies/Indirect
Data Processing and Telecommunications Support and
4,000
hardware and software
Local Travel/Training 10,000
General office supplies, educational materials 5,000
;ndlrect Costs (5% of total Complex Care Mgmt. Team 1,130,000
Member
Months
Total for Complex Care Management Team 659
Hot Spotting Team: Will serve 80 WPC-enrollees who
are the highest utilizers with intensive,
multidisciplinary, comprehensive services per month
for a total of 480 PMPM units. Hot Spotting clients will
be referred from ED and hospitals and will be served
for 3 months. Cost per unit is $413.
Public Health Nurse 181,000
' Public Guardian Deputy 130,000
Behavioral Health Aide 88,000
Psychiatric Social Worker Il 158,000
Social Worker Il 110,000
Services and Supplies 15,000
Total Hot Spotting Team
Member
Months
Whole Person Care Agreement 06/12/2017

0.50
1.00
4.00
4.00

9.50

1.00
1.00

0.05

PMPM
Amount
1,800

05
0.5

0.5
0.5

PMPM
Amount

85,000

116,000
600,000
276,000

38,000

10,000
5,000

56,500

1,186,500

90,500
65,000
88,000
79,000
55,000
15,000
591,527
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Total Hot Spotting Team

Community Based Case Management Services -
Housing Support - receive referrals from Care Case
managers; conduct Vulnerability Assessment for
homeless, connect homeless to Coordinated
Assessment and Referral System, conduct case
management services related to housing, refers clients
to Coalition of Homeless Service Providers for
placement. Costs include: staffing costs, operational
expenses, training.

Staff

Executive Director
Program Director
Clinical Supervisor

Case Managers

Advocates
| Services/Supplies/Indirect
General office supplies, educational materials,
printing, mailing, duplication
Data Processing and Telecommunications Support and
hardware and software
Facility costs, utilities
Local Travel
Indirect Costs (5% of total Community based Team)

| Total Community Based Case Management Services -
E Housing Support

| TOTAL PMPM

960

110,000
75,000
208,000

48,000
45,000

15,000

2,500

60,221
6,000
528,571

Member
Months

1,300

413

0.25
0.50
0.20

2.50
485

1.00

1.00
1.00
1.00
0.05

PMPM
Amount

308

396,479

27,500
37,500
41,600

120,000
218,250

15,000

2,500

60,221
6,000
26,429

555,000

$2,137,979

Whole Person Care Agreement 06/12/12017
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Annual

Cost/Unit

Columni

Reporting Number of ED Visits - active monitoring of
avoidable ED visits will help target care coordination services
to appropriate clients to link to primary care medical home
thus increasing appropriate use of ED. 60,000 1 60,000
Payment trigger: Weekly reporting of ED visits by
participating hospital. 50% of payment to be made every 6
months.
Reporting Number Inpatient Utilization - active monitoring
of avoidabie inpatient days will help target care eoordination
services to appropriate clients to link to primary care
medical home thus increasing appropriate use of hospital
inpatient services.
Payment trigger: Weekly reporting of inpatient days by
participating hospital. 50% of payment to be made every 6
months.,
Reporting Follow up after hospitalization for mental illness -
active monitoring of mental health unit days and linking
patients to outpatient mental health services will increase
avoidable mental health unit days. 60,000 1 60,000
Payment trigger: Weekly reporting of follow up after
hospitalization for mental illness. 50% of payment to be
made every 6 months.
Reporting Number of participants who are informed of SUD
services - initiation and engagement and completion of
assassment of clients needing substance use disorder
treatment services will increase likelihood of road to 60,000 1 60,000
recovery.
Payment trigger: Weekly reporting of SUD assessments
completed. 50% of payment to be made every 6 months,
Reporting Number of participants enrolled into WPC and
number with comprehensive care plan within 30 days of
enroliment.

. Payment trigger: Monthly reporting of enrollees and

, development of comprehensive care plan. 50% of payment
to be made every 6 months.
Reporting progress made towards meeting administrative
procedures {policies and procedures, compilation and
analysis of data, progress towards data sharing, etc.)
Payment trigger: Bi-annual and annual reporting of progress
towards and accomplishments of meeting administrative
metrics. 50% of payment to be made every 6 months.

60,000 1 60,000

60,000 1 60,000

117,310 1 117,310
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' Reporting Health Qutcome Metric: WPC participant will have
comprehensive diabete3s care: HbAlc poor control > 9.0%.
Payment trigger: Measure will be met for 50% or less of
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.

Reporting Percentage of Avoldable Hospitalizations - active
monitoring of avoidable hospitalization visits will help target
care coordination services to appropriate clients to link to
primary care medical home.

Payment trigger: Weekly reporting of inpatient stays by
participating hospital. 50% of payment to be made every 6
months.

Health Outcome Metric-Hospital. Medication list provided at
discharge.

Payment trigger: Measure will be met for 50% or more of
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.

Health Outcome Metric-Hospital. Timely documentation
transition to clinics/PCP. Payment trigger: Measure will be
met for 5% or more of patients enrolled in WPC pilot. 50% of
payment will be made every 6 months.

Health Outcome Metric-Hospital. Depression remission at 12
months.

Payment trigger: Measure will be met for baseline minus 1%
or more of patients enrolled in WPC pilot. 50% of payment
will be made every 6 months.

Health Outcome Metric-Hospital. MHU re-hospitalization
within 30 days.

Payment trigger: Measure will be met for baseline minus 1%
or more of patients enrolled in WPC pilot. 50% of payment
will be made every 6 months.

Health Outcome Metric: Patients with controlled
hypertension.

Payment trigger: Measure will be met for 50% or more of
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.

Housing Metric - Reporting on progress towards developing
40 permanent supportive rental housing units for WPC
population.

Payment trigger: Metrics will be met annually as outlined in
WPC proposal. 100% of payment will be annually.

TOTAL PAY FOR REPORTING

Whole Person Care Agreement 06/12/2017

60,000

60,000

60,000

50,000

50,000

50,000

60,000

50,000

60,000

60,000

60,000

50,000

50,000

50,000

60,000

50,000

857,310
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Annual Unit
Pay for Outcomes Cost/Unit
Health outcomes: 80% or greater follow up mental health,
medical, and SUD appointment within 30 days post
hospitalization improves compliance with discharge
planning. 75,000 1
Payment trigger: Measure will be met for 100% of patients
enrolled in WPC pilot. 50% of payment to be made every 6
months.
Health Qutcome Metric: Suicide Risk Assessment and
Alcohol and Drug Misuse - SBIRT - compliance with using
screening tools improves ability for care team to ide ntify
vulnerabilities and appropriately conpect to care
coordination, therapy, soclal supperts, and other necessary
services to prevent suicide and get into appropriate alcohol
and drug treatment services; 100% compliance will reduce
avoidable ED visits, Mental Health Unit stays, and improve
health outcomes.
Payment trigger: Tool will used with 60% of patients
enrolled in WPC pilot, 50% of payment to be made every 6
months.
Health Outcome Metric: WPC participants will receive
tobacco assessment and counseling.
Payment trigger: Measure will be met for 90% or more of 75,000 1
patients enrolled in WPC pilot. 50% of payment will be made
' every 6 months.
Health Outcome Metric: WPC participants will receive 12
months of coordinated case management.
Payment trigger: Measure will be met for 25-40% or more of 75,000 1
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.
Health Outcome Metric: WPC participants will have a
comprehensive care plan. Payment trigger: Measure will be
met for 50% or more of patients enrolled in WPC pilot. 50%
of payment will be made every 6 months.
TOTAL PAY FOR QUTCOMES

75,000 1

100,000 1

Whole Person Care Agreement 06/12/2017

Total

75,000

75,000

75,000

75,000

100,000

400,000
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Staff

Public Health Epidemiologist i - responsible for data
analysis; reporting of evaluation metrics

Assistant Project Manager (1,00 FTE} - To provide additional

Pilot oversight and day-to-day staff and activities
management based on expansion and quality needs.
Responsible for providing policy direction in pilot project;
contract oversight; and receives direction from Pilot
Executive Team.

_ Business Technology/Data Analyst {1.0 FTE) - responsible
for working with County and Department Information
Technology Managers on IT solutions to be implemented;
help identify IT solutions; perform complex data analytics;
prepare customized programming as needed

Sub-total
Services/Supplies/Indirect Costs
Data Processing and Telecornmunications Support

Travel costs for learning collaborative, 5 staff at $500 per
trip two times a year

General office supplies, printing, educational materials
Indirect Costs {5% of total Admin Costs)

Sub-total

TOTAL ADMINISTRATIVE INFRASTRUCTURE

Whole Person Care Agreement 06/12/2017

Annual
Cost/Unit

125,000

136,000

160,000

2,500
500

250
367,625

Unit

0.50

1.00

1.50

10

1.50
0.05

Total

62,500

136,000

160,000

358,500

3,750
5,000

375
18,570
27,695

386,195
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Information Technology Solutions

Case Management Software - shared repository of case
management data; ability to pull data from proprietary
external data systems. Costs include: software license,
implementation, hardware costs, training, professional
services, vendor hosted and supported ($121,000 for

solution).

Business Technology/Data Analyst (1.0 FTE)- responsible
for working with County and Department Information
Technology Managers on [T solutions to be im plemented;
help identify IT solutions; perform complex data
analytics; prepare customized programming as needed

($172,286).

Coordinated Assessment and Referral System (CARS)/
Homeless Management System (HMIS) - primary
support for housing assessment data for homeless and
care coordination services; establish network of agencies;
purchase software and support implementation; staff to
Lead Me Home Committee; conducts homeless census.
Costs include: staffing costs, operational expenses,

, software license and subscription; training; hardware

costs

TOTAL DELIVERY INFRASTRUCTURE

Whole Person Care Agreement

06/12/12017

Annual
Cost/Unit

293,286

603,050

Unit

1

1

Total

293,286

603,050

896,336
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_PYs4-Sincentive Payments
Primary Care Clinic - payment for scheduling follow up

appointment within 30 days of discharge from inpatient stay

or release from jail; linkage to primary care medical home

helps improve health outcomes, provides necessary

resources and supports for angoing medical treatment. Clinic

will meet measure for 20 patients for second 6 months of 20,000 20
year.

Payment trlgger Monterey County Health Clinics will receive

$20,000 per WPC enrollee scheduled for and successful

participation In follow-up appointment within 30 days post

discharge or release. Biannual payments will be made.

Hospital Incentive - payment for reduction in inpatient

readmission rates within 30 days; referral to coordinated

care services will improve health outcomes and reduce

avoidable inpatient stays. Hospital will meet measure for 20
. patients for second 6 months of year. 20,000 20
Payment trigger: Natividad Medical Center will be eligible for

$20,000 per WPC enrollee successfully linked to care

coordination without a readmission within 30 days. Biannual

payments will be made.

Behavioral Health Clinic - payment for reduction in mental

health unit readmission rates within 30 days; follow up care

improves health outcomes, provides necessary resources,

and supports for ongoing mental health treatment and

therapy. Behavioral Health will meet measure for 20 patients

for second 6 months of year. 20,000 20
Payment trigger: Monterey County Behavioral Health Clinics

will receive $20,000 per WPC enrollee scheduled for and

successful participation in follow-up appointment within 30

days post discharge or release. Biannual payments will be

made.

Whole Person Care Agreement 06/12/2017

400,000

400,000

400,000
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Enroliment/re-enroliment of Individual Transitioning from
IMD/Jall - payments for service integration of individuals by
the County’s Behavioral Health team (BH Team). The BH
Team will be comprised of Social Workers and appropriate
support (or contracted to community service providers) staff
which will be funded directly by the County. As enrolling
individuals in the Whole Person Care program will be
challenging, the BH Team will work with clients being
released from jail or an Institution of Mental Health Disease
(IMD) to enroll in the WPC program. The BH Team's primary
responsibility will be to establish a relationship and
ultimately building the level of trust necessary in obtaining
consent from to participate in the WPC Pilot. Clients will be
enrolled in the WPC pilot program upon reiease and will be
dis-enrolled as needed if they return to an institution from
the community following enrollment. When individuals are
re-released from the institution, they will be re-enrolled in
the program. It is expected that the BH Team will work with
these individuals up to 90 days after release. It is estimated a
total of 56 people will be served per year, except in PY 2
where 28 people are estimated.

Payment trigger: An incentive payment of $2,000 per
enroliment/re-enroliment is proposed upon completion of
the initial assessment to incentivize BH Team to work with
this population, limited to one payment per enrollee per 12-
month period.

2,000 56

TOTAL INCENTIVE PAYMENTS

112,000

1,312,000

Whole Person Care Agreement 06/M2/2017
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"PYs 4- PYs 4-5 FFS Services Aiovilion % 1h
Mobile Outreach Team - stafﬁng mobile outreach efforts
to reconnect chronically homeless individuals into care
coordination system. Costs Include; staffing costs; local
travel; and operational costs. PY2 is our startup year,
therefore 50% of this item is included in Infrastructure and
the remaining 50% is included in PMPM., It Is anticipated
there will be savings due to startup period; therefore PY 2
is lower than PYs 3-5. Additionally, will take some time to
enroll members thus not needing mobile outreach team
until later in PY 2. Service will be reimbursed per
encounter (attempt to locate and reconnect pilot
participants to care coordination system as requested by
Core Case Management Team). Reimbursements will be
made quarterly.

Staff
Project Manager 85,000
‘Outreach Workers 59,000

Services/Supplies/Indirects
Data Processing and Telecommunications Support and

hardware and software 2,500
Local Travel/Training, vehicle maintenance 8,974
General office supplies, educational materials 1,000
Indirect Costs (5% of total Mobile Team ) 105,500
Total Mobile Outreach Team
# Encounters

Fee For Service (Per encounter or time spent outreaching

- ‘ . 235
to pilot members when lost to service)
Respite Center: Program providing is acute and post-acute
medical care for individuals, primarily those who are
homeless or those with unstable living situations, who are.
too ill or frail to recover from a physical illness or injury in
their usual living environment but are not ill enough to be
In a hospital.
Staff
Executive Director 110,000
Medical Director 200,000
Case Managers 60,000
Services/Supplies/indirect
General office supplies, educational materials, printing, -

= . 11,000
mailing, duplication

# Encounters

Whole Person Care Agreement 06/12/2017
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0.20
1.50

1.70

1.00
1.00
0.05

Fee/
Encounter

532.78

0.2
0.2
4.2

1

Fee /
Entounter

17,000
88,500

4,250

8,974
1,000
5,275
125,000

Total

125,000

22,000
40,000
252,000

11,000

Total
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1971 164.89 324,998

Housing placement services and supports for up to 20
WPC enrollees annually. These services are for WPC
enrollees who are living in transitional housing for up to
one year and need appropriate coping and living skills
required to move into permanent housing. During this
time, enrollees will receive peer supports, counseling, skill
development training, and other non-Medi-Cal assistance
with daily living skills intended to preparing enrollees for
discharge to transitional or permanent housing. Payment
trigger: WPC enrollee per encounter each coaching
session.

Staff Cost Unit
Program Counselor: provide housing and life skilis
assessments for WPC-enrollees; appropriate referrals to

: ,000
possible temporary or transitional solutions housing 52,000 . 26,0
solutions
Program lSu!:aemsor: program oversight rfmd _ 69,600 0.05 3,480
accountability; program counselor oversight and guidance.
Counselor and Supe.rwsor Beneffts (stipend for basic 20,636 5 10,318
health care - supervisor benefit is pro-rated)
Services and Supplies
Participant Education Materials 4,000 0.5 2,000
Rental of facility 9,134 0.5 4,567
Fee/ #
Encounter Encounters Total
$77.275 1,200 92,730

Targeted outreach in the neighborhoods of highest
potentially-WPC enrollees. The team will provide pre-
enroliment intercept and outreach to engage and build
trusting relationships that will lead to WPC enrollment.
Engagement activities may include informational sessions
regarding stress management, grief and loss, life skills,
nutrition, health and healing, job seeking skills, and
conflict resolution, among others. The budget for FFS for
outreach and referral recognizes the higher level of
training and multiple touches needed as our target
population is amongst those who are hardest to reach. In
contrast, the Mobile Outreach Team, operated bya
provider of direct services using professional Social
Workers/ Case Managers, will concentrate their efforts
beyond and outside of the geographic areas in which Peer
Navigators and Targeted Outreach teams are working.
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Contract with CSUMB to provide aversight and training to
MSW students conducting Targeted Outreach and
Education. MSW students refer potential WPC enrollees to
WPC case managers for WPC eligibility assessment. For
WPC enrollees, MSW students provide instructional
sessions that include stress management, grief and loss,
life skills, nutrition, health and healing, job seeking skills,
and conflict resolution, among others. Contract includes:
Faculty Coordinator salary 53040
Faculty Coordinator health and retirement benefits @ 50%
of salary

Field Program Supervisor: ensures reporting of activities as
performed, monitors contract deliverables, and ensures
services are provided within the terms of the contract. 17319
Cost is for 79 hours of supervision at $38 per hour for PY2,
and 158 hours at $38 in PY3-5.

Field Program Supetrvisor health and retirement benefits

26520

@ 50% of salary Ll
Participant educational session instructional materials 2948
HMIS software fee 2500
MSW student insurance costs for on-site service delivery 9210
CSUMB Program Audit Costs 1819
CSUMB indirect costs @ 20% 24403

# Encounters

Total Targeted Outreach 508

On-Site Housing Sustainability Services (Mid Pen
Housing)

Proactive and consistent on-site support services and crisis
intervention to reduce utilization of more expensive
services. Through a contract with Mid Pen Services. The
program size is 88 residential units with an estimated 40
units for the WPC population. Services include
coordination with resident's primary care managers,
advocacy, education services, and community building
activities. In contrast, Community Based Case
Management Services (a multi-discipline team of MCHD
case managers), will provide WPC-enrollees with referrals
to possible housing solutions that may be temporary or
transitional solutions in the greater Salinas, North County,
South County, or Monterey Peninsula.

Case Managers (3 FTE at 254,000 * 43%) 109,220
Project Assistant (16,500 * 43%) 7,100
Supplies ($11,025 * 43%)} 4,740

Whole Person Care Agreement 06/1212017
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Fee /
Encounter
288.22

=

26520
13260

8660

4330

1474
1250
2141
910
12202

146,417

109,120
7,100
4,740
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# Fee /
Encounters Encounter
Total Mid Pen Housing Services 252 480 120,960

Sobering Center Services: Provided for up to 24 hours
within an 8 bed capacity facility. See Infrastructure
Delivery for facility expenses.

Program Manager 52,000 0.25 13,000
Certified Counselor 43,680 1 43,680
intake Coordinator 43,680 1 43,680
Residential Coordinator 37,440 3 112,320
Registered Counselor 37,440 2 74,880
Medical Assistant 52,000 1 52,000
Program Coardinator 37,440 1 37,440
Payroll Taxes 33,930 1 33,930
Benefits 86,726 1 86,726
Sobering Center Facility Operating Expenses
Administrative Expenses 10,000 0.5 5,000
Building Rent 36,000 0.5 8,000
Insurance 13,000 05 6,500
Electrical 5,000 0.5 2,500
Repair & Maintenance 3,600 0.5 1,800
Audit & Accounting 5,150 0.5 2,575
Contract Services 5,000 0.5 2,500
Janitorial Services 6,000 0.5 3,000
Staff Travel and Training 5,000 0.5 2,500
Garbage and Water 2,500 0.5 1,250
Household Supplies 2,700 0.5 1,350
Taxes and Fees 6,000 0.5 3,000
Legal Expenses 3,000 0.5 1,500
Telephone 3,000 0.5 1,500
Equipment Rental 3,000 0.5 1,500
Staff Screening 2,700 05 1,350
Office Supplies 2,600 0.5 1,300
Alarm 2,500 0.5 1,250
Printing and Publications 1,600 0.5 800
Drug/TB Testing 1,300 0.5 650
Cable/Internet 1,900 0.5 950
Membership Dues 800 0.5 400
Payroll processing 12,600 0.5 6,300
Fee /
# Encounters EnCounTar Total

Whole Person Care Agreement 06/12/2017 Page 119 of 143



Homeless Persons Peer Navigator Program: homeless or
previously homeless persons will provide WPC-enrolled,

post-released prisoners and other potential WPC-enrolled
homeless persons who live in encampments and who have

difficulty trusting and communicating with persons

| perceived to be in authority. Tasks include initiation and

| follow up (up to a year per person) using four part-time

f peer navigators, Peer Navigation training, peer navigator
oversight, and interfacing with WPC PHN case managers.

| Each of the four peer navigators will have 10 encounters
per week. Peer Navigators will follow up with the people
they are tracking using cell phones that are provided to
the WPC-enrollee. Our expectation is that the Peer
Navigators will be successful with populations that are
unknown and inaccessible by the Mobile Outreach Team.
Additionally, the Mobile Outreach Team will be operated

5 by a provider of direct services to homeless, mentally ill,
and/or drug addicted persons using professional Social
Workers/ Case Managers.
Staff
Peer Navigator: employed paid homeless or previously
homeless persons to reach potential WPC enrollees living
in the City of Salinas and Monterey Peninsula
encampments, to facilitate their enrollment in WPC.=4
navigators x 1,040 encounters x $20 per navigator

Peer Supervisor: Supervision of the Peer Navigators (hours
worked, performance, coaching, communications, payroli}

= 4 navigators x 1 hours of supervision per week x 52
weeks

Peer Supervisor Benefits (stipend for pro-rated basic
health care}

Services and Supplies

Payroll service, Navigator reporting forms

Rental of facility

Total FFS

Whole Person Care Agreement 06/12/2017

2920

Cost

31.00

23.00

2,280

5,000
5,000

# Encounters
2080

216.65

Unit

2,080

280

Fee /
Encounter
40.00

632,618

32,240

3,220

1,140

2,500
2,500

Total
83,200

1,525,922
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Complex Care Management Team

Program focus is on patient centered coordination;
transitional care interventions between
services/systems; patient engagement; patient
education on health topics, literacy, and self-
management strategies; patient navigation services;
and assurance referrals are made and kept. Total
annual costs are spiit between Administrative and
PMPM (6 months each).

Staff

Project Manager 170,000
Project Assistant 116,000
Case Managers 150,000
Community Health Workers 69,000

Services/Supplies/Indirect
Data Processing and Telecommunications Support and

hardware and software gLt
Local Travel/Training 10,000
General office supplies, educational materials 5,000

Indirect Costs (5% of total Complex Care Mgmt. Team } 1,130,000

Member
Months
Total Complex Care Management Team 1,680
Hot Spotting Team: Will serve 80 WPC-enrollees who
are the highest utilizers with intensive,
multidisciplinary, cdmprehensive services per month
for a total of 480 PMPM units. Hot Spotting clients will
be referred from ED and hospitals and will be served
for 3 months. Cost per unit is $413.
Public Health Nurse 181,000
Public Guardian Deputy 130,000
Behavioral Health Aide 88,000
Psychiatric Social Worker Il 158,000
Social Worker I 110,000
Services and Supplies 15,000
Member
Months
Total Hot Spotting Team 960
Whole Person Care Agreement 06/12/2017

0.50
1.00
4.00

4,00

9.50

1.00
1.00
0.05

PMPM
Amount
706

0.5
05

0.5
0.5

PMPM
Amount
413

85,000

116,000
600,000
276,000

38,000

10,000
5,000
56,500

1,186,500

90,500
65,000
88,000
79,000
55,000
15,000

396,479
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Community Based Case Management Services -
Housing Support - receive referrals from Care Case
managers; conduct Vulnerability Assessment for
homeless, connect homeless to Coordinated
Assessment and Referral System, conduct case
management services related to housing, refers clients
to Coalition of Homeless Service Providers for
placement. Costs inciude: staffing costs, operational
expenses, tralning.

t

Staff

t Executive Director 110,000
Program Director 75,000

| Clinical Supervisor 208,000
Case Managers 43,000

| Advocates 45,000

Services/Supplies/Indirect
| General office supplies, educational materials,

| printing, mailing, duplication 15,000
Data Processing and Telecommunications Support and
2,500
hardware and software
Facility costs, utilities 60,221
Local Travel 6,000

Indirect Costs (5% of total Community based Team) 528,571
Member
Months

Total for Case Management-Housing Support 1,800

TOTAL PMPM

Whole Person Care Agreement 06/12/2017

0.25
0.50
0.20
2.50
4.85

1.00

1.00

1.00
1.00
0.05

PMPM
Amount
308

27,500
37,500
41,600
120,000
218,250

15,000

2,500

60,221
6,000
26,429

555,000

$2,137,979
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Reporting Number of ED Visits - active monitoring of

avoidable ED visits will help target care coordination services

to appropriate clients to link to primary care medical home

thus increasing appropriate use of ED. 50,000 1 50,000
Payment trigger: Weekly reporting of ED visits by
participating hospital. 50% of payment to be made every 6
months.

Reporting Number Inpatient Utilization - active monitoring
of avoidable inpatient days will help target care coordination
services to appropriate clients to link to primary care
medical home thus increasing appropriate use of hospital
inpatient services.

Payment trigger: Weekly reporting of inpatient days by
participating hospital. 50% of payment to be made every 6
months.

Reporting Follow up after hospitalization for mental iliness -
active monitoring of mental health unit days and linking
patients to outpatient mental health services will increase
avoidable mental health unit days. 50,000 1 50,000
Payment trigger: Weekly reporting of follow up after

hospitalization for mental iliness. 50% of payment to be

made every 6 months.

Reporting Number of participants who are informed of SUD

services - initiation and engagement and completion of

assessment of clients needing substance use disorder

treatment services will increase likelihood of road to 50,0000 1 50,000
recovery.

Payment trigger: Weekly reporting of SUD assessments
completed. 50% of payment to be made every 6 months.
Reporting Number of participants enrolied into WPC and
number with comprehensive care plan within 30 days of
enroliment.

Payment trigger: Monthly reporting of enrollees and
development of comprehensive care plan. 50% of payment
to be made every 6 months.

Reporting progress made towards meeting administrative
procedures (policies and procedures, compilation and
analysls of data, progress towards data sharing, etc.}
Payment trigger: Bi-annual and annual reporting of progress
towards and accomplishments of meeting administrative
metrics. 50% of payment to be made every 6 months.

50,000 1 50,000

50,000 1 50,000

116,134 1 116,134
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Reporting Health Outcome Metric: WPC participant will have
comprehensive diabete3s care: HbAlc poor control > 9.0%.
Payment trigger: Measure will be met for 50% or less of
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.

Reporting Percentage of Avoidable Hospitalizations - active
monitoring of avoidable hospitalization visits will help target
care coordination services to appropriate clients to link to
primary care medical home.

Payment trigger: Weekly reporting of inpatient stays by
participating hospital. 50% of payment to be made every 6
months.

Health Outcome Metric-Hospital. Medication list provided at
discharge.

Payment trigger: Measure will be met for 50% or more of
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.

Health Qutcome Metric-Hospital. Timely documentation
transition to clinics/PCP. Payment trigger: Measure will be
met for 5% or more of patients enrolled In WPC pilot. 50% of
payment will be made every 6 months.

Health Outcome Metric-Hospital. Depression remission at 12
months.

Payment trigger: Measure will be met for baseline minus 1%
or more of patients enrolied in WPC pilot. 50% of payment
will be made every 6 months. o

Health Outcome Metric-Hospital. MHU re-hospitalization
within 30 days.

Payment trigger: Measure will be met for baseline minus 1%
or more of patients enrolled in WPC pilot. 50% of payment
will be made every 6 months,

Health Outcome Metric: Patients with controlled
hypertension.

Payment trigger: Measure will be met for 50% or more of
patients enrolled In WPC pilot. 50% of payment will be made
every 6 months. _

Housing Metric - Reporting on progress towards developing
40 permanent supportive rental housing units for WPC
population.

Payment trigger: Metrics will be met annually as outlined in
WPC proposal. 100% of payment will be annually.

TOTAL PAY FOR REPORTING

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

50,000

766,134
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Annual
Pay for Outcomes Cost/Unit
Health outcomes: B0% or greater foliow up mental health,
medical, and SUD appointment within 30 days post
hospitalization improves compliance with discharge
planning. 75,000 1
Payment trigger: Measure will be met for 100% of patients
enrolled in WPC pilot. 50% of payment to be made every 6
months.
Health Qutcome Metric: Suicide Risk Assessment and
Alcohol and Drug Misuse - SBIRT - compliance with using
screening tools improves ability for care team to identify
vulnerabilities and appropriately connect to care
coordination, therapy, social supports, and other necessary
services to prevent suicide and get into a ppropriate alcohol
and drug treatment services; 100% com pliance will reduce
avoidable ED wvisits, Mental Health Unit stays, and improve
health outcomes.
Payment trigger: Tool will used with 60% of patients
enrolled in WPC pilot. 50% of payment to be made every 6
months.
Health Outcome Metric: WPC participants will receive
tobacco assessment and counseling.
Payment trigger: Measure will be met for 90% or more of 75,000 1
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.
Health Outcome Metric: WPC participants will receive 12
months of coordinated case management.
Payment trigger: Measure will be met for 25-40% or more of 75,000 a
patients enrolled in WPC pilot. 50% of payment will be made
every 6 months.
Health Outcome Metric: WPC participants will have a
comprehensive care plan. Payment trigger: Measure will be
met for 50% or more of patients enrolled in WPC pilot. 50%
of payment will be made every 6 months.
TOTAL PAY FOR OUTCOMES

Unit

75,000 1

100,000 1

Whole Person Care Agreement 06/12/2017

75,000

75,000

75,000

75,000

100,000

400,000
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Letters of Support

Letters of support for the Monterey County Health Department Whole Person Care Pilot
Application may be obtained from:

Patricia Zerounian, MPP
Management Analyst III

Monterey County Health Department
1270 Natividad Road

Salinas, CA 93906

831/755-4583
zerounianp(@co.monterey.ca.us
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’/\ COALITION OF HOMELESS SERVICES PROVIDERS

0 3 St Marad, Tt G UE | S A LD L 4 [ﬁﬂ&%-;{lﬂ.‘: B et Coe e 4 A5 Mo g
; : i ity

MPMBFER AGENCIEN “Hne 18, X618

Fawenrsemty Beran by ves g‘man‘m Deﬁ-"? hlfﬂd-ﬂf

RIS PR PO Hea'h Care Delvery Systoms, Bapertment of Hentts Care Sarviteb

‘ _ E Q. Box 857413

ecine it Sacramvenic, CA 95899 7413

Flvie g Soabli it 400 & mt -H‘uqarqmg .%isnferay Conaride Hiegith Degarttisnt (MCRUJ Appliestion tor Winle Parson
ol W e e i Care IWPSJ p"'m‘

g, Rev st smior ol K T

iy ﬁ, e Dear Ms. Brooks

v ‘T Coaiifion of Howisless Servisas Providers 's saninering wit MCHG as a provider .
o — ot technicel assistance, We therefore offer this istier of aummiment 1o the Nonerey

P L EE RS County Whie Parsan Care Piiot program and to (e Callfor' s Department of Healt
T it e Vst Care Services: As 3uon, Tha Coakbion of Homaless Servites Providers will actively
gt e v enquge in the gaveinument and implementatn of specific coonbiatyd Whale Parson
) Care inftiatves. partnership goverrance. data sharing (as appropniatel, and specific
S iy acthviias %o suppot WPG evaluatmg and isaring. .

Notonge Bonimd e ¢ sneer

Durng he g annirg phase e Montorcy Ceiraty Whole Derson (‘aﬁ Piint program,

ASEQCIATE MEMBIRS The Coaltion of Horsess Sanviess Providers intends 16 eveeute a Memorandum of
—— " Undarstanting that wall spectealy detad vur 2ommabrent o the WPG aartnership In
Rk i - general, Thes Coaliton of Homeléss Servieas Prowiders sxpects s roie to be
vt Banl o
Mopmeis ¥ e ~Sorve as ‘ead agenty for the Hﬁmeleiss Coardiratid Assessmert and Refere!
i o Syster [CARS!
b il b B ~Berve a5 load agency for e Homeless Menageinent friormation System (HIAIS)
o ~Coardinate ackviles mated to the locad Huuamg tnventory Count (M40 anc Poiatin
COMMENITY ADVISORS Time Sours |PIT). Submit ali requined slatisics and data o the 1 S, Depenment of
"Housngard Urban Deelopment fH: 1D)
R R L ~Surve 2 Monterey Counvy diesigraied Homeless Camiratin: ot Carn Coordnator

LRUTF L M

Thark you for your censiderarsn of ths Mortetey wu*rty Wwhote Person Care Siot
A el Gl Erogram grand ﬂppﬂﬂﬂliﬂn

Blomntese ¢ Lottt P partiamat

N e S'mam‘?'

Mt 4 amny

e e b b .
: hatherine J Thaeni

s P d g By et i

Th b ia iy Moo Exacutvg Ofiser

LN "i-_—u-:u--.--r 3
Veiorgim Wi

Cwt wrive s TIE AT 00 St

i ;
wav s coptenllesiee gee
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izl Am i--.lt'la;itll for Whoke Person i Pt ives,

woliny's Place, o sannennt with MOHD 20 o pasner premtding
A sennees for ndiveslais wiva pre homdass ge 2l &, pta iy with o

.;;:r»:‘ ar Sunstanie e Pigardar [SUD Wi theesfe affe thi et

Pitv Loty Ve Person Crre Pilat posram and t the Caittevig et Srront of

BT R LR Wiy oY Jungaees Sarrg wid Atively drigage 10 Be develonnmnt

soditeinated Whids Mecet 42are ntiataes, PETINRISND fowervaricen, gala

fo b SR iy b Supprt WEL ¢yaliaving .:n.n' bparning

Fing phatd mf I Monzercy Counip Wl Pes s Care il PROEF, Frane acan Warkere o8
T Inzengds T earCuls a Moemgeanes of Srterstainding that will spebicaly ety Gur

L L AR pmlnerdag, s sereral Framosean Whis kers of Timpero seers s

a0 g toy o

pESTLbEE o)

ar fan g ﬁiduﬁmg o Gulrerapiity Aletamens firt. ﬁFi}#H ‘.&n; Datogs -"{.-;i'.’:p."l'l‘f-; stidl
whleiist Bl ranrglen s fenidpnty weth the L inated Axsersmiond and Rusherragl byszen
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7 5 eeistning pigeady for :iunw_!_ms- OF Gt-rish pEsson: adssieg Ut Cecharped fram: oo, heamngyy oo

LTt €0

U and wipationt expoeneitures regusns £ Lsd,

7 and Cast enanagenent enlity with & 3Q-year bistary of BB 1raten 1y The Lhranicslly
RS popsa e, A pomdlation i ntitied 3% 5 WPE vt pevmdation, and Thsmetrs & micro
Csdtectivg farer botweea healtiicae providers amd chranically barnoloss migh-users . S
# Provicer of basu e, suiential sonviees and fransitinng NGUSING Hhat aids ndiicuols wio Wl
PR hoe W el releass iroem mstturiony Rt a8 hoamtal, yul-an ute gere Faciity,
3 rait g Sty rehabiltation Facsliny, INIL, county g1l state prisop o gthe |,
eter of seruices amdy

sittonas ficang tes high-aser funwily jailed a1 nearcerates hyinies,
sevvices with 8C irobativn aind pargie officars. ' s
o Gly prefaied me s with menus that acreemadate soveisdin

deration patients, A Taslkaior of st surdtion e Beaithy ¢ oting wduos
homeless pernsg, ‘ '

a ey ol > I

Bl necs
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S et it Whiis Beren Care PRSI, e &

a  Eymmoer of b nerter nlgatly emargengy shaizer tn chronically homeless wornern ntluding those at
fiik of sexual Fnauit and wue*cm e su‘iet nE with inderate o renou e nimﬂ;s ann those
weti SHG.

o Proaider OF Tanione: shelter as an adiLnrt o oul pefient 1V drys treatment s health surpart for
pigh=users that suifer from alcnenl any Aabstancs vsye gisprder, '

»  ldentfier of persons with miadnrate ra striows mental tinese and homeliss oe at risk uf homelessness
v provlde' oF transibitn housing fer these identifed 20 a haaith SMPPOE! untl pmanent sUppaITYe
NDUsAR ©30 kg doiiired,

»  Prowader of 3 physical locatian foe serace deivery,

- Prowder of n-ond spelal workee cass managers

s -Provider ¢f non s?me:gencv trampanamn o primary care medical appumtnmm« tar highs Lisers that
fragunntiy um:zf' emergency aribulance seruces Ak hospital ¥O visits iristean of PO wisits.

o Provider of Shppnsts To assist homeless peopés i Incating and maintairng medically ROCessary
houstig; including fallow-on wnancy-hosed tase wanagement for one yeut atter phacemnant that
includes it st hm-;mp .md t?n.mr". stmmnm{“ spw.r ws, tenant and !dﬁiﬂﬁ"f‘ fiur .nmn, amd temnt
radikmg : : -

s Provider of bousing Aumm ity appmwd Casp m»ﬂ&gemvnt toqna{lfy mmnx. |'f homias t.hents for
Homietess Sodurenen Sot Aside Housing Choice vouchers. inciuding follow on tenancy bosed rase’
managamnent tor one year after placomant thae o Tecves imdivideiat wuut-mg Avd L gy a.uht-..mmg

“services of fonant and landiord ad ucatan, snd tonant coaching.

itk yw frp yro P oenEEraton oF the Montrsey Cnunty Whole ﬂman {,arn Piot plugians .uant a;}plu:at.m

s 'm?t :
_Jl o
i PR,
‘---,.i‘,_f‘ FiA
il Allperr

1 ger v Lirsntor
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‘\ Gathering for Women
L BOL dow e Montorey, A 939 '
% Bl | BT S | A ]
Latharmabartionen oi E

:'-'juii;ém, 2016

‘Sarah Brogks, Depyty Director

Health Care Delivery Systums, Department of Health Care Services.
PO Box997213 |
‘Sacramento, CA'95865-74]3

‘Regarding: Wontérey Courty Health Departinuent {MCTHD} Application Tor Whote Person Care
Qo |

Gathuring for Women —Monterey (GFW) is interested i partnering with MCHD as a provider of
focus group services and 25 3 non-federal funde;, We therefore offer this letter of tommitment
to the Monterey County Whale Person Care Plict program and-to the California Department of
-Health Care Services, As such, GFW will engage in the development and implementation of
specific coordinated Whole Person Care initiatives, partnership governance, data sharing (as
appropriate). and speeific activities to support WPC evaluating and learming, .

During the planning phasz the Monterey County Whole Person Care Pilot program, GFW .
intends to explore a Memorantium of Understanding that will specificaliy detail our -
tommitment to tha WHC partnership. In genaral, GFW expects its role to be as a referfing
_agéhcﬁof'hﬁn‘ieigés_ of aterisk persons havirg to-morbiditics invalving the top 5 reasons for
hospital £0 andl irpatient expenditures, frequent ED Lse, SUB, and/or inultiple Rx use, We will
also pravide & physical location for service delivery. oo

Thank you for your consideration of the Monterey Courty Whale Parsor Cate Pllot program

grant application,
Yni.irs truly,
:"-‘{ i : ..-" [ '_.I '
Garol Greenwaid
Presidinl/CEQ
Gathering for Women - Monterey
Monterey County Health Department Whole Person Care Pilot Application 81
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&

“The Housing

.. of commitment to the Monterey County Whole Persan Care Pilot program and to the
- talifornia Department of Health Care Seyvices. As such, the Housing Authority will

- Autharity Bxpects Its role to be;

HOUSING
AUTHORITY

iy O HORTEREY

June 21, 2016

%arah Brooks, Deputy Director .
Health Care Delivery Systems, Departingnt of Health Care Services
PO. Box 597413 T R '
Sacramento, CA95899-7413

Regaroing: Monterey Courty Health Department (CHD} Application for Whole Person
 Care (WRC)PROt - . s i g e

thority of the County ofMuuherevia partneang with MCHD as prmﬂv.fer
of focus group services and provider of technical assistance. We therefore offer this fetter

_netively engage in the develtpment end implementation of spectic enordinated Whole -

person Care initiativas, partnership governance, data sharing {as appropriate}, and
specm;:mw_l_tigstosuppqﬁ_wfcﬂaiuatmganﬁ_laa{nim' Gl R e

During the pianning phase the Monterey County Whole person Care Piiot program, the
Housing Authority intends to-executea Memorandum of Understanding that will

specifically detall our commitment to the WPC partnership. In general, the Housing

'« A provider of technical assistance since it Is an affordable housing pravider In the-
 Jurisdiction and a provider of homeiess housing serviges - - o
o Aprovider of rental assistance through the Housing Cholee Youcher program:
« Make referrals of homeless or at-risk persons. .

Thank yors for your conslderation of the Monterey County Whole Person Care ilot
pragram grant application. ) ;

Sincerely,.

Jean L. Goabel
Executive Director

Wisarebss Medeme et
4ir et oy sodoitanive . el wieros Pus ety ool Svweig! rerenl pe Sotuerd it in - !

war st Tl Frodtle tedr i Wauprirt § natig - e T i
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inferim

D Busru Mew S, LI Nbwides A M W PRI @ e ST UTSS - B T e ey

Jezne 214

iz Brooks, Dieputy Director

‘Health Case Deliviry Sytems, Department of Hoalth (i Servive
P How 04741

Butturmentn, (A USKua.7q11°

Rogurding: Monterey Counts flealth Depattvaznt { MCHDY Applicabon for Whole Parsen Care
SWPC e

Fatciiia Fne. s padnesits with MOHD to idemity aind refer to e WP Pt porsone with SMi
Wl bl e atnisk . Interim Ine. wil) additionally comribuic tochmcal ss@istance toward
e W boustag deveinpment. rovide socral zuppors cutcome date, provide a physical
hation for serviee delivers, amd provid € &€ titanagars o the voundinated system of care.,
W therefore offer Gus Jetter of ¢ ommImEnt b the Monteroy County Whole Person (are Pilot
proeram and wtie Cabdornia Dopertucnt of Heaith Care Servives. As such, faterm e will
actvely engage i the development and implemutitanon of apeatic coordinated Wholke Penson
SCare mitiatives. aithier ship govg s, dath shiring (4s wppropristel, and spucitic activitics to
Suppor: W e duatian 2l learudng. = ‘

Penng; the planming s Jor Munterey County Whole Ferson Care Pilos pioglam, Interim Inc
Aaterds 10 exerute 8 Memorsadme of Understasding that will »peifically detasi v commmitment
B the WHL pertcrsiup. I goasral, Iterun Ine. expeets it snle 1 he:

s Adfordabie by partner for peonle with Soricag Mool Hiness

 Provider of utreich to Romeles: persans with SMi-

®  Poor muppert< andraiing of Pty boalth wlliess muvtsaor wviders

e Pesidenisl reatinent

®  Ruppurted alucaston and emplowinent servicss

h! Sk you for your eopspderation uf the Monterey Cointy Whole Pervon Cuit Pilot propgnn
gramt apphication '

Simcercly,

'

I — ¥
Barburu | Mitehadl

Execirve Dhirectnr

A ryce; D fIl verrnngwiiinm g dregted ve rhe TR Tl T TR G O0f peanle pohe Weve meneal Al
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| MONTEREY COUNTY | L0 oo Sy st

i = (AL it g had
S CARTEET O SO0 STRETS o I3 23501

F 4 LA AdE e 831 Fan el
WE AL ND B EETHER e UR AT PRI v B Ettiatt Robinson, Director

Jume 20 20016

Buarah Brovks, Doty Dipcuter

Heafth Care Delivery Systems. Department of Health Cane Services
PO Box 09742

Sacramanty, CA YSROGT41Y

Repaidyy Mouterey County Health Departmens IVCHD) Applivetion fur Whole Person Care
(W Biba, '

The Montorey Ciiunty Dopartment of Sovial Sendees( MUDES) adminsters apprwdmately
seventy programs atd serves an eskmatod 1700000 residents of Monterey Courty. Department
services include ¢ variety ol public assisiance programs, ewphyment services and sorcial services
for chitdeen and their fambies, adults with disabilities, sentors, and mlitary véterans.
Additionally, MODES is ihe designateil apeney responstble for the Irvestigation of child,
dependent uchols and eldir abuse and néglect in Monterey Cotinity. '

MUDSS kas extensive knowledee about the MOHD W2 Filot facus populaton and is readyi10
collabrrate 1 addressing the needs vl county fesidents with high neads such us; thise who e
homeless or at risk for homelessness andior agve diagnosed mental ilinese. diagnosed sahstanve
abese disonder; tramsitionu] Toster core youth: Swo-ut aeon claonic huaith diagmwses; flree o
nore chergenicy departinent visits within sty months, extended hospal stay. fiveor mote .
medications preserbed; Lo o2 mure lioepital admissions wrtun & moaths: four or mure memal
Deaith adidssions per yeur, e,

VIC'DSS is parinicring with MUHTY in the Morgerey Uty Whole Porson Care 5 Year Pilotag 8-
provaiter of won-federal share funding, identification aad referrate af individualy who are
Sreless or at sk, and dividuals who are vainershle with or without social supports, MODSSE
ix alsn comtaiting 10 be & provider vf in-kind social worker case Toanagery gnd provider of social
sunport owtcomie data and provider ol'd physical baaton tor servive dalivery.

MO DISS therefore, offers this letter of cominitmet Lo 1k Montersy County Whele Person Care
Talot proprum and to the Calitramia Department of Healrh Cage Bervices.

As apartoer organizanon, MODSS wil acively engage in the devetopinent rad implementation
of spevific conndinated Whole Person Cage istitratives, incluling parinesship with the Mantorcy
County Health Depurtment {MCHDY Application tor Whole Person Care (WP Pi%at, program
puvernunee, Gy sharing (as spproprizhe). anvd speific waarvities Yo support WPU evalustion and

QULCOMES
Page 1 of 2 Ingdss. oo monterey.ca o5 o
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During the rlarring nhase pfthe Menterey Chunty Whule Perion Cuie Pdot program, MCDSS
“ubends to esecite 1 Mezosandumn of Understanding hat w il specificylly dotuil ard formalize

tlis commuitraent ¢1 the WPC partuesshap.

MCDSS expects its rols 1o be eritical it: achicving ¥ae poals of the MCHD WPC Pilot. This,
Pepartment belweves g this is an unprecedetited oppuartunity tn provide acocss, incrvased

sncdination, and tree ontlaboruton to pronide walth mnd wicial services to vilnerable

Medi-Cal bencfiziaries in andar L ST in'._i,'!pmpri.ar::.:mm Zency rowm and bospital inmatient
wze; s well as to mprove daip shuring as appropriate with wther agoacies in the partucrship,

1hank }mu for wour m:fim'atinn of the Mouterey County Whgije I"ez:sun Care Ming progiani

Brent spplication.

‘Sincesaidl . ] s
Sefls 4 1)

¢ i :
A i Y Al A
IETERL'S)

s S —

‘Eto C. Rubinson _ _
Dreator, Dupurtinent of Sovial Services .

Page dotz
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Jube £33, 2016

sarzh Brooks, Deguty Director

desalth Care DEEvery Systens, Departmend af Health Carw Sereieey
P&, Bay97413

Sariamento, CA 5895 7413

Regarding: Mavileray County Heaith Departme: iMAHE) Apsication for Whole Perspd Care
{WPL) Pitot ‘

Déar Ms. Brogls:

MidPen Housine Corporation is partnenng with fACHD 3= 3 &_mreicapt-:r and aige-ator of affordabls.
and prrmanant sapportve bousng. We therefore offur This Tetter of commitment tw the
Weatiterey Cotnty Whale Persun Ca £ Pikat grogram and to the Cabfurma pepartmant of Health
Care Services. Ar such, MigPan Houseng Corparation will activaly pAgaga in ine devalapment
asdl inatementiation of spegific von reinated Wheta Peraan Lare sitietives, partnershn _
poverndnce, deta sharng (8% appropriate], and spectiic activities W support WPC evzivating and
ieztring

nuering the planning phasa the Monterey County Wiinle Pevson {ara Piiot progr i, MudPen
Housing Corpotation intends 10 axecute & Memcrandun af Undartuding thiat will specfivally
detal our commitinen) to the WRC partierdip. i genedal; MidPen Heusloy Corporation
expectsitsroleto he: '

s warmes In develomnent of permanent suppurtive-housing fserving &% housing developer
aha propeny Manager| recewing cllent referrals far housiag. '

® Mermbir of \WPC Joverning enklty

Thank you for your ecnsiceration of the honterey Tty Whale Person Core Piiot progsam
grant appliratios:

Sncertly,

i ) Al Y
i ﬁ&m/f} j LB Vi

Eii' soth .'Jahas‘-_WlJﬁﬂn
Dirattor of Housinp Development

'.,..‘ i v 1‘ ‘ i al ll, 1 l 1

st i e £5hdian TEVT 1, Afls 38 200 i o imbaidmidene drpusng ohg

Bl ; Eu PTGt { ivimidgen htrsing g
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AN Natividad

LAk LLNTER

sune 4, 136

Sarah Brovks, Depsty Direttor

Hea'th Cara Delivery Systens, Departrent of Health Cars SErVEs
B0 Box9dras

Satvame o, Ch 95987413

Regarding: Momterey Covinky H{far::ih-wg_g_r_enpqm {1 H) Apnlication Yor Whoie Person !:;a_rL"JWi.PCj Pilot

Ratividad iledical Centor i portngring ssa seaigemled publle safely ret hospital with MCHD nn thg
Wiale Persun Lare Pilot. We theretors offer ths letter of cammitment to tae Montecay Coanty Whole
-Barsan Lo Pilnt progran: and o the Calitarnia Drpartmast of Health Care Sopyigrs. As sk, bistividad

Medical Center will actively Ertzage i the develssment and unplemertetivn of specife ooomimated -
Wnole Porson Care infliaiives, nartaershig gavern ance. duti shairing {os aoproplata), EaL specitie:

Bt t susport WL evaluating s isarmivy.

Dua iéig'-§Es= rﬂ-.m:ilir"lg phaw i?ugi‘ i étﬁ-;éy oty Whole Persgn Care vifot program, Mativedad Moadacal
Center intends te execute 3 Memaraadum of Undesstancing that will specitically detai our commitment

to the WPC partaarshup, in generat, katlvidad hactical Santer erpocis s Fof to e

. :Nu..rs-iedaga[_sha'ré-f_under‘ =
'} Provider of pnysical hacation for seric ¢delwcry , ‘
» igentitication & refer als of hngiCal enrollti-: with @ combinatinn of M dagases, multiphe

MHL sdmictarce, fo-morbiddy svaiving top 5 reasons for bospital £1 and inpatiant

mnmdiﬂan.*-‘.,'r‘f;ﬂqi.‘ur:f ED g, 5L, Bowrcless o at-pisk, Ardfor muitipie Ay vsn

Usnr oF a1 abauerd Woaster Pyticnd auioy
Peonleinr of keaith QLo dati _
Parive i coeiaaving s Barge turse fase MOTager

Thand you for youus carsideratior of the tonberey Connty Whols Beeson Care Pilat progzam grant

phication

Sinearelf~Zto)

2 n!‘"" S \ﬁ .

Th Ep__f:.'—fﬁeﬁl.:tf‘ll‘e Officer

R TR PETI Y ;d;_--. LT
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T'a

- <> \! _ =
&) DEF‘A. THERY BF HEAL"‘I H fiee Jineoez, stonm J.nﬂn_r G i
ALACGISTRATIN UL BEHRVIIRAL HERLTM umt:sm:wms.f

ENIROENCY UEDTAL SEPV/IEE  ENVIOVMENTAL HEALTIGANIAL STAVICES, | DL SLATR 7
G FUSLE AT IS TRATORPLALE: SUARDEN - o _ /

June 23, 2016

Sarah Brooks, Deputy Director.
Healih Care Detivery Syswms, Dcpartmmt of Health Caee Scwms
P.O. Box 597413 - A

Sacramcnm CA 958%74!.}

chmﬁmg. \r%cfnmy Cnum}' i-leaith Depmm {MC?!D} ﬁppiicamn fm- w Im}e Pcmm Cm (WPC} P!ll.‘}t

The Pablic Health Eumu of tlm Mnunmy roumy Herith nqnnment is 2 pmmesr in the MCHD npplinatmn fnr .
Whoate Person Care (WPC) Pilot, as 8 provider of referrals to the coordinated case mgnizgement system, - -
participant in the Health [aformation’ Exchange; eontribitor to the Patient Master Index, and provider of case
managers specializing in physical health services for thie focus popaiation. We ﬁ:mform nﬁ‘m thss !eﬂer of
commitment to thy WP(‘ Pnlot amd ﬂua Cahfumm Depuhnem uf!-!ealth an.. Semws W

The MCHD Public l-ie::lth Bureau wﬂl a::twely engug: n the dwehpmml nnd amplemmlatmn uF spectf' T _
coordinated Whole Persem Care dnitialives, pu:tnexainp gnmmm:s,, d:sa shmng. am;t speclﬂc gciivities 10 suppont.
\VPC uvaluatmn mlé h:amh:,, o : ; -

Dnﬂng th: plnmmg phase oftl!f Mamere:r Cmmly Whule Pmmn Care Pulat. lhe Punh;: Hu!th Bumnu wi H enter o
inic a Mmoranﬁtm of Undummding that will detall our eﬂmmll!nent to me WP& Pibat, 3 Bt _

Thank you for ywr considetation ofliue thterey f.‘aun(y Wlwle ?arml {:m'c Pﬂm program gmnt wl u:aﬂun

Sincersly, -

¥

S —
Eﬂ\;}ld L. Motene, M.D., M.PH.
Health Officer and Director of Public Healik

-jn-"J_

1270 Nothvdatl Fopd  Sabnos, TAD3005  EILATSSR0D  wwawnitvhd.ong
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“Chiy of Sdlinas
" OHFCE OF THE CITY MANAGES » 200 Liicoia Avenus » Sokinas, Crblornic 93901

SALITACS 317567201 » 321 7587368 Forl + wwecisdinas o o

PLCR (% “AND  KIUH IN YALT TR

Jume 30; 2016

Sarah Brovks, Deputy Director , _
Hea'th Lare Desivery Systems, Department of Health Care Servicns
PO Box 997413

Sacramento, CA 95899 7413

Ré]ard,it‘l;; Morteruy County Health Department {MCHD) Appltc_aﬂ_m for Whol. Pmon‘tam(WPC] Plkot,

The City of Sainas is supportive of MCHD's applcation to the 1115 Walver Whole Person (WPC) Pilot
proect, The City of Salinas experiences significant program noeds related to persons who may qualify for
the Whol: Secsan Care Piot program beleg propesed for Morterey County, As siich, the City of Saiinas
will actively anguge in the vevelopment and impiementation of specitic roordinated Whole Person Care
initiatives, parnership governance, dats sharing (as appioprizte), and specific activiiids to support WL
evaluating and learning .-

The Clty is the first responder to the needs of persans whom are ciigible for Whcle Person Care, and as
such, sevesal uf iis prograns. needs relate to'thts first point of torvact . On the Matrix, the City s part of
the "#4 Public Agency” bacause 1t is the firet place 2 resident will call when a person in need-of Whoie
Person Care it identified by a member of the public. In support of this wark, it Is City staff that interact
daily wits encourters of this special need population in publie spaces, public buiidings, City parks, alleys
and streets.” Thirty-seven percent of the County’s popuiation resides in Salinas, and thus it i the City's
Police Department that is the “enforcement” of “#9 Law Enforcement” on the Matrix. Safinas Policn
Department is naed of better trainlg that specfivally addrasses the: unigue culturally seusitive needs of
this population wher asked ta enforce a disorderly conduct, a camp that is. trespassing, or public
inebriation, public urnation and defecation of a mentally it individual that may quaiify for Whole Person
Care. Adding a new category to the KMatrix would be Salinas Fire, The Fire Department Paramadic teams
respond to 4 multitude of heaith cal's daily that ste specifically related to persons in need of Whote Parson
Care addressing Issuos like Methicilln-sevistint: Staphylocozcus ewrews and othar infectious disease,
herdine taxicity treaument and other forms of drug overdosss, victims of street violent crimes, diabatic
coma and beart sttuck, ‘ousing and caving for tiy population is §'=rest need for the Fire Department
because It will reduce [1s calf volume and rediice psts associated with the exptisure that persons In nead
of Whoie Person Care.are subjected to and overcome by, T ' '

The-whole Lity benefits by reducing the negative social impact that comes from watching the neediest
populstion the City camp ir unhealthy conditions without. sanitation services of any kind, The whole
seglon benefits by reducing the environmental jmpact {wastn, human waste; biomedical waste) washed
to the Montercy Bay Sanctuary every.timg i riint. There s no_ doubt tha Whole City.will benefit from
Whole Person care,. ) ‘
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The City will gladly execute a Memorandurm of Understanding during the planning phase of the Monterey
County Whole Persan Care Pilot program. This Memorandum of Understandmg will spaclﬁr}ai?v detail bur

commitment to the WPC partnership. In general, the City.of Salinas expects iis role to'bet h

First Respornder reports;

Camp Cleanup Reports, locations, engagement ot social service responses and Status;

Leadership inculturally sensitive enforcement,
Facilitator batwaen govertmant agentles;
Appiying as possible s own federal dollars to heip alleviate the issuss,

Continue as Co-chai gt ihe County-wide "Lead Mc Home Plan” and s implementation to

eliminate homeless

Thank you for your consideration of the Monterey County Whole Persan Care Piiot program grant

application.

Singercly” 2
.
&

!
P # 5
i
Ray Cfipus 2
City ¥Managef .~

Ciy of Satinas

cc: ‘Mayor and City Counci
Departiment Directors

Monterey County Health Department Whole Person Care Pilot Application

Whole Person Care Agreement 06/12/2017

90

Page 140 of 143



& |“"-'|"\" , 5, :".‘..r', U"Ei fear
R Cane Dieliveiy Sys i Dupartoiged o8 woatth g e Sue e
LHOX9HTALY. ‘

AT SMENLG, CA B8 13

Rdreing: Monteruy Lalnty rualth Beparioact [MCHD) App Laron for Whink iviiaon £ e WL ot

R Yelny Mg Tl (5T 1 3 flartrriny , i RAC l" it e Wi i‘ﬁa;:r;{-_r:;.- B
SOH @ o Petsrals of fos ut tmj Fan e 8 persons for p-""lIﬂBn'r"uF" et e thete fer I
Bar it et 40 tha AE »mm-y r'mrw Wikeate Poesep € vg Pl Brograr and te thu Callfore s
gl @t d ’:-1-.:,,“* farir _‘A. ey ,i_, gqaih " o : : T 3 3;_? d*‘é'j
HRR R A aF Sierhs ‘-5""!‘4:-‘-’.55& Ll WL SR PT SEL S MECRE & 1 i AR
:hr 11 {95 Appiupsiate), isfrastry e ol .Jmerit g sy»-: LA tvities to supnort Wit F‘\'ﬂlddﬁrlﬁ
a1t o FFFIET '—

D @ pelariiiing p' A te Mm'ér. yi. m'mwm-v Pea mn f.m- Pum prcgmnn- SYMI-
.-f.\q.'. 53 " AN K1 e
BRI e e YN pagenis s

* Tdemty addy
 Progikie e L i

sysbm

DAlIEE G o e W &

iy
Firer Fag

sdtg i sans dhpe

WoFtarahe Montelry Couwnty Whole feraant s Prior Uransan grint

r, Mh
il (M er

WA, B VWY ST i i . 3 pa | P ELs

Whole Person Care Agreement 06/12/2017 Page 141 of 143



MONTEREY COUNTY

THE BOARD.OF SUP ERVISORS
JAGIE SARKER < Shalr
RETE DRI - PR ST HIeT

WL AN - T ot G

June 0, X1 6

Sk Bronks, Duputy Dircier _ , _
Tealrs Tt Delivery Systems, Departonert it Hrabth Cape Services
PO Rox 997413

Socrarocnin. C4 958007417

(%L} Fiiot

D Rarah Henolks,

The Menteey Cnusty Board of Sapsresons { P} has wn acvive wherest in redeing

Ri Vinstupey Cownny deglth Bregripont 2] T aentization o Whele Bepsor CTue

hownlessiess and impsaeing health gutceones fioe vy cotinty’ 5 underserved snd vislnerable:

popeixions. Fhe Hoand is gupnartive of Morleey oty Health Depastoneat's MCHD W

applivation: t the 1113 Walver Whols Person Care (WPC) Tt junject. “tae Hoard supports the

invyeeent of fhe teany county agendies fhol we gollabsereting on the applicetion inciuding the

wirk snd planning areurd e goyelopment s implementition vf spesadic conrdmated Whole
Wemnn Cape iniliabves, partueastap povemanes, datd sharnd s eaploprate), and specific

setivities to soptort WP uvalitaticy u: uf heaznng

Thark yesu for your cemiidezution of the Momterey Cotity Whole Person Care Pilnt srogrsm

grant application,
Kincersly.

Tune Paviger, Char

hTH 1 Ryipes, Matinn DR ABE0T - G@l e SH1 - G

SR P et ins
TR LY () i e ST
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WPC Budget Template: Summary and Top Sheet
WPC Applicant Name: Monterey County Health Department
Federal Funds

i Total Funds
Annual Budget Amount Requested 2,683,463 2,683,463 5,366,926
Revised Annual Budget Amount Requested 3,712,283 3,712,283 7,424,566

PY 1 Budget Allocation (Note PY 1 Allocation is
predetermined)

PY 1 Total Budget 5,366,926
Approved Application (75%) 4,025,195
Submission of Baseline Data (25%) 1,341,732

PY 1 Total Check DK

PY 2 Budget Allocation

PY 2 Total Budget 6,355,646
Administrative Infrastructure 1,171,785
Delivery Infrastructure 1,058,833
Incentive Payments 1,256,000
FFS Services 507,512
PMPM Bundle 991,491
Pay For Reporting 1,010,025
Pay for Outomes 400,000

PY 2 Total Check Ok

PY¥ 3 Budget Allocation

PY 3 Totai Budget 7,424,566
Administrative Infrastructure 336,194
Delivery infrastructure 805,160
Incentive Payments 1,312,000
FFS Services 1,525,923
PMPM Bundle 2,137,979
Pay For Reporting 857,310
Pay for Outomes 400,000

PY 3 Total Check 0K

PY 4 Budget Allocation

PY 4 Total Budget 7,424,566
Administrative Infrastructure 386,195
Delivery infrastructure 896,336
Incentive Payments 1,312,000
FFS Services 1,525,522
PMPM Bundle 2,137,979
Pay For Reporting 766,134
Pay for Outomes 400,000

PY 4 Total Check OK

PY 5 Budget Allocation

PY 5 Total Budget 7,424,566
Administrative infrastructure 336,195
Delivery Infrastructure 1,031,286
Incentive Payments 1,312,000
FFS Services 1,525,922
PMPM Bundie 2,137,979
Pay For Reporting 766,134
Pay for Outomes 400,000

PY 5 Total Check oK
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