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Mission

To provide access to quality health care for Los Angeles County’s vulnerable and low income
communities and residents and to support the safety net required to achieve that purpose.

Vision

A healthy community in which all have access to the health care they need.

Values
We are committed to the promotion of accessible, high quality health care that:

Is accountable and responsive to the communities we serve and focuses on making a difference;

Fosters and honors strong relationships with our health care providers and the safety net;

Is driven by continuous improvement and innovation and aims for excellence and integrity;

Reflects a commitment to cultural diversity and the knowledge necessary to serve our members

with respect and competence;

o Empowers our members, by providing health care choices and education and by encouraging their
input as partners in improving their health;

e Demonstrates L.A. Care’s leadership by active engagement in community, statewide and national
collaborations and initiatives aimed at improving the lives of vulnerable low income individuals
and families; and

e Puts people first, recognizing the centrality of our members and the staff who serve them.
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EXECUTIVE SUMMARY

L.A. Care Health Plan continues its efforts to improve, attain and maintain excellent equitable quality and
safety of care and services to members. In 2024, the Quality Improvement Program was renamed the
Quality Improvement and Health Equity Program (QIHEP) to better align with the goal of improving health
equity across all domains of care and service. Unless otherwise noted, QI and QIHE Program are the same.
The Quality Improvement Program describes the infrastructure L.A. Care uses to coordinate quality
improvement activities with quantifiable goals. The 2023 Quality Improvement Work Plan was the vehicle
for reporting quarterly updates of quality activities and progress toward measureable goals. This 2023
Quality Improvement Annual Report and Evaluation summarizes and highlights the key accomplishments
in the area of quality improvement for the period of January 1, 2023 through December 31, 2023 except
where annotated otherwise. This Annual Report evaluates activities for L.A. Care’s lines of business: Medi-
Cal, PASC-SEIU Homecare Workers Health Care for In-Home Supportive Services Workers, L.A. Care
Covered™ (Marketplace), L.A. Care Covered Direct™, and Medicare Plus [Dual Eligible Special Needs
Plan (D-SNP)].

Under the leadership and strategic direction established by the L.A. Care Health Plan Board of Governors
(BoG) through the Compliance and Quality Committee (C&Q) and senior management, the 2023 Quality
Improvement Plan was implemented. This report provides a detailed discussion of quality improvement
activities and significant accomplishments during the past year, in the areas of but not limited to equitable
quality of clinical care, safety of clinical care, quality of service, member experience/satisfaction, and
access to care. The evaluation documents activities undertaken to achieve work plan goals and establishes
the groundwork for future quality improvement activities.

The development and execution of the Quality Improvement Program is a process which relies on input
from a number of committees, subcommittees, public and member advisory groups and task forces, as well
as dedicated organizational staff. The input and work of these committees and of L.A. Care staff are
directed at appropriate initiatives, activities, deliverables, and policies and procedures that support the
mission and direction established by the Board of Governors.

Staff throughout L.A. Care contribute to activities to support the execution of the Quality Improvement
Program. Most activities are coordinated and/or carried out by staff in two main service areas: Health
Services and Clinical Operations. The Quality Improvement (QI) Department takes the lead in compiling
this Annual Report, with support from staff in the following departments: Appeals & Grievances (A&G),
Customer Solutions Center (CSC), Provider Network Management (PNM), Pharmacy, Community
Outreach and Education (CO&E), Safety Net Initiatives (SNI), Health Education, Cultural and Linguistic
Services (HECLYS), Utilization Management (UM), Care Management (CM), Managed Long Term Services
and Supports (MLTSS), Behavioral Health (BH), Facility Site Review (FSR) (Medical Record Review),
and Credentialing (CR).

Activities in the 2023 Quality Improvement Program and the associated Work Plan activities focused on
refining the quality of structure and process of care delivery with emphasis on member centric activity and
consistency with regulatory and accreditation standards. All activities were undertaken in direct support
of organizational changes and the Mission, Vision, and Strategic Priorities of the Board. Some highlights
include:

6]1]2023 QI & Health Equity Program Annual Evaluation



Membership Changes:
Medi-Cal — increased by 138,894 members:

e Members 65 years or older increased from 11% to 12.3% of the population
Medicare Plus [Dual Eligible Special Needs Plan (D-SNP)] — increased compared to Cal MediConnect by
1,516 members:

o 80.6% are 65 years of age and older
L.A. Care Covered (LACC) — increased by 30,505 members:

o 91.4% are 21-64 years of age
L.A. Care Covered Direct (LACCD) — increased by 3 members

e 18.7% are under 21 years of age
PASC-SEIU - decreased by 510 members:

o 86.2% are 21-64 years of age

Accreditation:

National Committee for Quality Assurance (NCQA) Accreditation Status:
o NCQA uses a star rating system. L.A. Care can earn a rating of 0-5 stars (in 0.5-star increments)
for the HEDIS/CAHPS portion of Accreditation. L.A. Care received the below ratings for MY
2023.
- Medi-Cal 3.5 Star
- Medicare 3.0 Star
- LACC Accredited (no star rating). The Exchange (LACC) line of business is scored solely
on Health Plan Standards, because NCQA does not score Exchange Plans on HEDIS or
CAHPS.
o L.A. Care Health Plan is NCQA surveyed every 3 years and is “Accredited” for Medicaid
(MCLA), Medicare, (D-SNP), and Exchange (LACC) lines of business (LOB).
- Accredited status is the highest status achievable for Health Plan Accreditation
- L.A. Care achieved its 3-year Health Plan Accreditation in 2023.
- L.A. Care will be resurveyed in June of 2026.
o L.A. Care is NCQA surveyed for Multicultural Health Care Distinction (MHCD).
- L.A. Care achieved its 2 year MHCD distinction in 2021.
e In 2021 NCQA changed the name from Multicultural Health Care to Health Equity (HE).
- L.A. Care HE survey was in December of 2023. Under HE Accreditation, L.A. Care will
be surveyed every 3 years.
- L.A. Care will achieve its first HE Accreditation in 2024.

Member Experience:

CAHPS Performance:

e Medi-Cal Adult scores remained low in 2023. Most scores saw decreases from 2022 that were not
statistically significant; however, all scores remained at or below the 25" percentile for Quality
Compass with the exception of Customer Service at the 33" percentile.

o Medi-Cal Child most scores saw decreases from 2022. Four measures fell below their performance
in 2021 and all measures perform lower than the 2022 NCQA Quality Compass National Averages
with the exception of Customer Service and Rating of Specialist Seen Most Often.

e L.A. Care Covered, half of the ratings and composites increased while the other half decreased
from 2022 to 2023. Similar to Medicaid CAHPS results, ratings of doctors improved along with
indications of the doctor-patient relationship while measures related to accessing care decreased.
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There was no survey conducted for the Medicare line of business in 2023 due to the transition to
D-SNP.

Clinical Care:

Clinical Initiatives:

In 2023, 58 interventions were completed, ranging from text messages, social media, mailings,
automated calls, live agent calls, and for the first time, at-home test Kits.

Evaluated 14 interventions that took place in 2021 and 2022. Of the 14, 7 were shown to be
effective, including texting campaigns, a diabetes mailer and robocalls for breast and colorectal
cancer screenings. Several of the interventions evaluated were difficult to determine effectiveness,
such as blood pressure cuffs and webinars. Mailers remain difficult to evaluate as we cannot
determine whether or not the mailer was received/opened.

Met quarterly with 12 PPGs for a total of 44 meetings to discuss quality improvement in their
HEDIS and CAHPS scores.

Conducted 22 provider training webinars that were part of the “Wednesday Webinar” series. This
was the highest number of webinars in the last five years.

Total of 12 Patient Experience Training webinars and 11 trainings for 11 IPAs/clinics provided
by the SullivanLuallin Group. These trainings were offered to providers at no cost. Most of the
trainings took place via webinar and some were in-person. There were over 700 attendees in these
webinar trainings in 2023 and over 500 in the unique IPA/clinic trainings.

693,083 members received over one million text messages providing health information on
diabetes, child and adolescent well-care visits, controlling blood pressure, preventive visits, flu,
colorectal cancer screening, breast cancer screening and pre-natal and post-partum care.
Continued the “Back to Care” social media campaign in response to provider feedback that
members are not seeking preventive care following the end of the Public Health Emergency.
Updated the content to not focus as much on COVID-19 and instead encourage preventive primary
care.

Telephonic health reminders, encouraging parents to take their children for their well-care visit,
went out to over 200,000 households.

Presented at eight Community Advisory Committee meetings on topics ranging from adolescent
health interventions to preventive health guidelines. Partnered with the L.A. Care Health
Promoters and utilized member feedback sessions to gain community input on member
interventions.

Collaborated with various national, governmental and community-based organizations: The
American Cancer Society, the American Heart Association, the Immunization Coalition of Los
Angeles County, the Youth Advisory Board lead by the Department of Public Health California,
The Childhood Lead Poisoning Prevention Program (CLPPP) within Department of Public Health,
Los Angeles City Housing Department, and the Los Angeles HPV Vaccine Coalition.

HEDIS Performance:

DHCS MCAS & Auto Assignment:

For MY2022, L.A. Care met the Minimum Performance Level on 9 out of the 15 MCAS measures.
Measures that were below the MPL were Childhood Immunization Status (CIS), Well Child Visits
in the First 30 Months of Life (W30) for both the first 15 months and 15 to 30 months, Cervical
Cancer Screening (CCS), Lead Screening in Children (LSC), Follow-Up after Emergency
Department Visit for Mental Iliness (FUM), and Child and Adolescent Well-Care Visits (WCV).
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e DHCS Auto Assignment Percentage Allotment for 2024 (year 19):
- L.A. Care - 64%
- Health Net — 36%

Population Health Management (PHM):
e Continues to address members’ needs across the continuum of care and through transitions of care
focusing on:

- Using the findings from the annual population health assessment to identify gaps, and
enhance existing programs and interventions and develop new initiatives.

- Developing and tracking Population Health Management (PHM) goals through the PHM
Index.

- Meeting National Committee for Quality Assurance (NCQA) and California Advancing
and Innovating Medi-Cal (CalAIM) requirements

Care Management/Disease Management (DM):

e For the D-SNP line of business, 1 out of 3 goals for Model of Care care coordination was met;
Health Risk Assessment (Core 2.1) Initial compliance rate exceeded goal at 99.9%.

e Atotal of 8,247 cases were opened by the Care Management Department for FY 2022 with 393
to the Complex Case Management Program, 7,053 to the High Risk Case Management Program,
and 801 to the Low Risk Case Management Program. The program graduation rate increased
from 5.8% in FY 2022 to 9.2% in FY 2023.

o Field visits completed by Care Management’s Community Health Workers increased from 386 in
FY 2022 t0 2,120 in FY 2023.

e The Cardio Vascular Disease Management Program met 1 out of 2 goals; 76.2% of members who
graduated from the program achieved adequate blood pressure control of <140/90. Program
outreach increased from 151 members in FY 2022 to 587 members in FY 2023.

Appeals & Grievances:

Non-Behavioral Health
o For CY 2023 42 out of the 48 Total Goals for all the LOBs were met (88%)
o A&G overall volume decreased from CY 2022 to CY 2023 by 5%

Behavioral Health
e For CY 2023 48 out of the 48 Total Goals for all the LOBs were met (100%)
e A&G overall volume increase from CY 2022 to CY 2023 by 81%

Addressing Disparities:

Over fiscal year 2022-2023, L.A. Care met ten of its 16 Member Equity Council goals. Four are currently
in progress, but expected to be met in the next fiscal year. Two goals were not met including closing
disparity gaps on timeliness for prenatal care and COVID vaccination disparities.

Provider Satisfaction:
e 2022 Provider Satisfaction Survey (PSS) measured satisfaction rates for 3 different provider types:
0 Primary Care Physicians (PCPs)
0 Specialty Care Physicians (SCPs)
o Direct Network Physicians
e Provider satisfaction rates decreased overall for PCP & SCPs.
e This was the first year for Direct Network Physicians to be surveyed.
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Provider Continuing Education (PCE) Program:

e L.A. Care Health Plan continue to be an accredited CME Provider by the California Medical
Association (CMA) for MDs, DOs, PAs; accredited CE Provider by the California Board of
Registered Nursing (CA BRN) for NPs and RNs; and accredited CE Provider by the California
Association of Marriage and Family Therapists (CAMFT) for LCSWs, LMFTs, LPCCs, and LEPs.

e Planned, developed, coordinated and implemented 19 CME/CE activities for L.A. Care Providers,
other physicians, NPs, RNs, LCSWSs, L.A. Care staff and other healthcare professionals in FY
2022-2023 and offered a total of 47.50 CME/CE credits.

e Average webinar attendance of 120 L.A. Care Providers and other healthcare professionals in FY
2022-2023.

e Average of 46% of total audience were L.A. Care Providers with L.A. Care PCE Program Webinars
in FY 2022-2023.

e Average In-Person CME/CE event attendance of 120 L.A. Care Providers and other healthcare
professionals in FY 2022-2023.

e Average of 28% of total audience were L.A. Care Providers with LA. Care CME/CE In-Person
Events in FY 2022-2023.

Cultural and Linguistic Services:
Five out of seven FY22-23 C&L goals were met.
e 90% of member are satisfied (“VVery Happy or Somewhat Happy”) with interpreting and translation
services:
- Face-to-face interpreting Met (96.8%)
- Telephonic interpreting Met (95.5%)
- Translation Met (98.8%)
o Fulfill 90% of in-person interpreting requests for member medical appointments. Met (96.0%)
o Deliver 90% of translation requests before or on the requested due date.
- Standard Service Not Met (89.3%)
- Rapid Service - Met (98.4%)
o 90% of telephonic interpreting calls are connected in 30 seconds or less. Not Met (88.8%)

Health Education:
Three out of four FY21-22 HE goals were met, while one goal was partially met.

1. Increase authorization requests/referrals and enrollment in the Community Supports
Medically Tailored Meals (Meals As Medicine) program by 25%. Met. A total of 1,058 service
authorization requests were made during FY 22-23, accounting for a 122% increase over the
previous reporting period (n=476).

2. Contract with a new vendor for the My Health In Motion™ wellness platform by July 30,
2023. Met. Following a robust Request for Proposal (RFP), contract with a new vendor for the My
Health In Motion™ wellness platform was executed. The new platform is slated to launch
1/1/2024.

3. Successfully implement the Medi-Cal Doula benefit in collaboration with the Medi-Cal
Product Unit. Met. The new Medi-Cal Doula Benefit launched January 1, 2023. This required
benefit provides doula services for prenatal, postpartum, and members who have given birth within
12 months. Since the program inception, 32 MCLA members have received doula services out of
8,355 eligible members during the same timeframe.

4. Increase referrals and enrollments to the following chronic disease self-management and
prevention programs by 15%: diabetes, prediabetes, asthma, pediatric healthy weights and
adult weight management. Partially Met. A significant increase was noted in overall referrals
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but there was only a 7% increase in referrals for education on the targeted chronic conditions of
diabetes, prediabetes, asthma and obesity/overweight in children and adults, falling short of the
15% goal.

Population Needs Assessment (PNA):

The Population Needs Assessment (PNA) underwent a significant redesign by the Department of Health
Care Services (DHCS) in 2023. As such, a 2023 PNA was not required. On August 15, 2023, DHCS
released All Plan Letter (APL) 23-021 Population Needs Assessment and Population Health Management
Strategy. APL 23-021 outlines requirements for a redesigned PNA as part of the Population Health
Management (PHM) Program. DHCS’ vision is for the PNA process to evolve and encompass stronger
engagement with Local Health Departments and community stakeholders. Under the PHM Program, the
PNA will be a multi-year process and Plans will submit an annual PHM strategy, informed by the
redesigned PNA process, which replaces the PNA Action Plan. Moving forward, Population Health
Management (PHM) will assume primary responsibility for the PNA.

Patient Safety:

Potential Quality of Care Issues (PQI):

The PQI timely processing goal was met. In Fiscal Year (FY) 2022-2023, the PQR team processed 7,337
PQI referrals, including cases carried over from the previous years. 6,230 of the 7,337 (85%) cases were
processed within the required timeframe of six calendar months, or seven months with approved extension,
which meets the goal of 85%. While our overall compliance rate met the goal of 85%, it is important to
note that the team worked on closure of a large backlog of untimely referrals from grievances, which was
remediated in March 2023. As of April 2023 onward, PQI timely compliance rate has remained above
98%.

This year, the clinical reviewers took a much stricter approach then it has in previous years to ensure quality
of care issues are called out and actions are required from the involved providers. For this reporting period,
346 PQIs had quality of care findings and 339 (98%) of these findings were addressed with actions taken.
The team continued to work closely with the provider/provider group and vendors to review PQI data and
ensure quality improvement activities are implemented for patient safety.

Critical Incident (Cl) Reporting (CMC only):
e Goal Met: 100% of PPGs and Vendors reported their critical incidents

After the transition of CMC to Dual Special Needs Plan (D-SNP) in January 2023, Department of Health
Care Services (DHCS) released a new CI reporting requirement for long-term care facilities per AFL 21-
26 for D-SNP and Medi-Cal programs. With all the collaborative work with Managed Long-Term Support
Services (MLTSS) and Provider Network Management (PNM) teams, the compliance for quarterly
submission were timely in 2023.

Patient Hospital Safety:

e L.A. Care identified four hospitals that had lower than average performance on hospital acquired
infections.

e Seventeen hospitals were identified with a relatively high volume utilization but comparatively
high 30-day readmission rates that may indicate opportunities for improvement in discharge
planning and coordination with outpatient providers.

e Twenty-nine hospitals had Nulliparous, Term, Singleton, Vertex (NTSV) C-Section rates above
the desired 23.6%.
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o Overall hospital scores and ratings were reviewed aggregating scores from Hospital-CAHPS,
NTSV C-Section rate, and Hospital Acquired Infections and nineteen hospitals had an overall
rating that was below average.

e Thirteen hospitals had an overall rating of “Above Average”

e Seven hospitals had overall “Good” rating

Facility Site Review (FSR):
o Needle stick safety rate increased from 73% to 74%. The goal of 80.0% was not met.
e Spore testing of autoclaves rate increased from 80% to 86%. The goal of 85% was met.

Pharmaceutical Safety Program:
o Goal: At least 90% of the providers notified by mail of members who met the criteria for our
Retrospective Drug Use Evaluation (RDUR) program. Goal met: 100% of the providers have been
notified by mail.

Appointment Availability Compliance Measurement Year (MY) 2022:
The 2023 Accessibility Report evaluates the measurement year (MY) 2022 survey results for provider
compliance with appointment wait times and after hours accessibility standards.
e L.A. Care did not meet its goal for:
0 6 out of 9 PCP Appointment Availability Standards
0 7 out of 7 SCP Appointment Availability Standards
0 1 out of 2 After Hours Standards
e There was an increase in both the Primary Care Physician (PCP) and the Specialty Care Physician
(SCP) Response Rates:
0 65% of PCPs responded in 2022 compared to 51% in 2021
0 45% of SCPs responded in 2022 compared to 39% in 2021

L.A. Care Direct Network Appointment Availability Compliance Measurement Year (MY) 2023:
The 2023 Accessibility Report evaluates the measurement year (MY) 2022 survey results for provider
compliance with appointment wait times and after hours accessibility standards.
e L.A. Care did not meet its goal for:
0 4 out of 9 PCP Appointment Availability Standards
0 6 out of 7 SCP Appointment Availability Standards
0 1 out of 2 After Hours Standards
e There was an increase in both the Primary Care Physician (PCP) and the Specialty Care Physician
(SCP) Response Rates:
0 66% of PCPs responded in 2022 compared to 51% in 2021
0 45% of SCPs responded in 2022 compared to 37% in 2021

Incentive Programs:

MY 2022 Pay-Out (RY2023) Program Results:

Physician PAP paid out $22.1 million to almost 900 eligible physicians and clinics.

Direct Network P4P paid out $407k to 76 eligible physicians and clinics.

Medi-Cal VIIP+P4P paid out $17.4 million to over 50 eligible participating provider groups.
LACC VIIP+P4P paid out $2.5 million to 24 eligible participating provider groups.

CMC VIIP+P4P paid out $446.6k to 18 eligible participating provider groups.

Plan Partner Incentive paid out $6.6 million to the two participating plan partners.

1212023 QI & Health Equity Program Annual Evaluation



Member Incentive Programs (2023 Programs managed by Incentives team):

e The Childhood Immunization Status - Combination 10 incentive (MCLA & LACC members) —
$100 incentives for completing the vaccine series before turning two years old. 84 members have
been awarded so far.

0 73 MCLA members out of 658 who received the incentive offer (data through 11/30/23)

0 11 LACC members out of 11 who received the incentive offer (data through 11/30/23)
Committees:
The Quality Improvement (QI) committees regularly met to oversee the various functions of the QI
Program.

Barriers Identified:

e The COVID-19 pandemic and public health measures taken to mitigate disease spread continues to

negatively impact appointments and services delivered.

e Even after stay-at-home orders were lifted, many members remain hesitant to seek in-person care
Provider burnout, high staff turnover and heavy workloads compromised clinic ability to improve
HEDIS and CAHPS scores.

Mixed levels of engagement in quality improvement from IPAs and provider offices.

Continually changing regulatory, compliance and other requirements.

Complexity of data integration and the risk of data gaps impacting HEDIS measure scores.

Many services require an in-person visit and appointment availability continues to be limited

throughout the County.

o L.A. Care does not collect emails for provider offices in a formal manner; individual departments
collect contacts and maintain their own databases that are typically not shared across the
organization. Thus, it is challenging to notify providers of relevant information.

e Qutdated internal systems do not allow for adequate capture and management of member and
provider data.

e Underutilization of health information exchange platforms to inform providers of hospital and ED
admissions

o Lack of understanding of the HEDIS specifications and use of incorrect codes among providers.

e Member experience improvement efforts are scattered throughout the organization making
ownership of interventions and programs difficult to track.

e Social determinants of health, such as economic stability, access to healthy foods, and
transportation to appointments, impact the health of L.A. Care membership.

Based upon the evaluation of the 2022 activity, regulatory requirements and needs of populations served,
the committee/workgroup activities described in the 2023 work plan will continue.

Overall Effectiveness and Opportunities:

Overall, the 2023 Quality Improvement Program was effective in identifying opportunities for improvement
and enhancing processes and outcomes. To address some of the identified barriers, new staff was hired to
address care management needs and data needs. There are still some open positions that need to be hired
to address multiple new requirements, especially as it relates to CalAlM, the new D-SNP Medicare product,
and health equity requirements. New member incentives were added to encourage members to return to in-
person care and providers were incentivized for joining a data exchange platform. The evaluation and
success of text messaging led to more text campaign messages. Additionally, L.A. Care added colorectal
cancer screening and A1C at-home test kits that members could do in the comfort of their home.

The organization’s quality improvement work plan effectively monitored and reported on the numerous
quality-related efforts underway throughout the organization. Leadership and network physicians played
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an active role by participating in quality committee meetings, providing input on quality related
opportunities, helping to identify barriers, develop, and implement effective approaches to achieve
improvements. In 2023 the new QI Health Equity committee began to meet and included members that
help provide feedback and recommendations.

The 2024 QI and Health Equity Program will continue to focus on opportunities to improve equitable
clinical care, safety and service in the areas outlined in this report. Member satisfaction rates remain low
with most below the 25" percentile and enterprise efforts are underway to improve them. Timely access to
care studies continue to show the need for improvement including the need to improve provider data, which
again has a large-scale effort in place to improve. There are multiple clinical (and/or clinical data) areas
that still need improvement, such as, breast and cervical cancer screenings, well care visits for children and
adults, and follow up after and emergency room visit for mental health and substance use. These and other
QI activities are detailed in the 2024 QI and Health Equity Work Plan and will be tracked through the QI
committees, sub-committees, and the governance structure.
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Population Health and Services

A.1 POPULATION DEMOGRAPHICS

AUTHOR: MARLA LUBERT
REVIEWERS: HUMAIRA THEBA, MPH & FELIX AGUILAR, MD

MEMBERSHIP

The Quality Improvement Department documents a Population Assessment with a full spectrum of
segmentation, identification, and rankings for a complete set of population attributes. The content below
is an excerpt of that document. For more information, the complete Population Assessment may be
provided.

L.A. Care strives to make available easy-to-read, translated vital documents and health education material
in threshold languages and alternative formats (audio, Braille, large print, accessible electronic format).

THRESHOLD LANGUAGES FOR L.A. CARE’S PRODUCT LINES OF BUSINESS

Medi-Cal and L.A. Care PASC-SEIU
Dual Eligible Special Covered*
Needs Plan (D-SNP)

English English English
Spanish Spanish Spanish
Arabic Chinese Armenian
Armenian

Chinese

Farsi

Khmer (Cambodian)
Korean

Russian

Tagalog

Vietnamese
*Represents both L.A. Care Covered and L.A. Care Covered Direct

PRIORITY ISSUES

The top 15 diagnosis categories were identified using Clinical Classifications Software (CCS) Single Level
Diagnosis categories by Line of Business (LOB) and by Inpatient and Outpatient setting (using primary
diagnosis only) from July 1, 2022-June 30, 2023.

MEDI-CAL MEMBERSHIP

As of October 1, 2023, the L.A. Care Health Plan had 2,663,043 Medi-Cal members. Of those, 175,132
members are Senior and Persons with Disabilities (SPDs) (an increase from 169,248 at the end of 2022).
L.A. Care’s Medi-Cal membership profiles by age, gender, and race are shown below:
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Age Number of Members % of Membership
0-11 506,931 19.0%
12-20 439,206 16.5%
21-64 1,390,410 52.2%

65+ 326,496 12.3%

Total 2,663,043 100.0%
Gender Number of Members % of Membership
Female 1,417,603 53.2%

Male 1,245,440 46.8%

Race Number of Members % of Membership
Caucasian/White 1,862,338 69.9%
African American/Black 305,253 11.5%
Asian 177,638 6.7%

i 11 0,

- - 5
ﬁ;rtlie:écan Indian or Alaska 5,686 0.2%
Declined & Unknown 309,155 11.6%

L.A. Care’s internal systems are still transitioning from the previous race/ethnicity
stratification to the new OMB race/ethnicity stratifications, and rates may continue to vary
as systems and information update.

Approximately 35.5% of L.A. Care’s Medi-Cal members are under 21 years of age. The percentage of
members 65 and over increased from 11.0% in 2022 to 12.3% in 2023. Of the membership, approximately
53.2% are female and 46.8% are male.

92.5% of all L.A. Care Medi-Cal members speak either English or Spanish, as seen in the table below:

Medi-Cal: Member Professed Spoken Language
Language Number of Members | % of Membership
English 1,642,925 61.7%
Spanish 819,761 30.8%
Armenian 47,071 1.8%
Mandarin (Mandarin Chinese) 29,049 1.1%
Cantonese (Yue Chinese) 23,782 0.9%
Korean 25,418 0.9%
Russian 16,705 0.6%
Vietnamese 15,998 0.6%
Farsi (Persian) 10,081 0.4%
Tagalog 6,970 0.3%
Avrabic 5,385 0.2%
Khmer 4,800 0.2%
American Sign Language 724 0.0%
Fula (Fulah) 1 0.0%
Wolof* 2 0.0%
Yiddish 2 0.0%
Mende 1 0.0%
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Medi-Cal: Member Professed Spoken Language
Language Number of Members | % of Membership
Other, Including No Response 14,345 0.5%
Other, Chinese Languages 4 0.0%
Other, Non-English 15 0.0%
Other, Sign Language 4 0.0%
Total: 2,663,043 100.0%

*Wolof is spoken in Senegal, Gambia, and Mauritania

MEDI-CAL
Medi-Cal
The Top 15 Diagnosis Categories for Outpatient Visits
(July 1, 2022— June 30, 2023)

1 Diseases of the musculoskeletal system and connective tissue

2 Diseases of the respiratory system

3 Diseases of the genitourinary system

4 Mental, behavioral, and neurodevelopmental disorders

5 Injury, poisoning, and certain other consequences of external causes
6 Endocrine, nutritional, and metabolic diseases

7 Diseases of the circulatory system

8 Diseases of the eye and adnexa

9 Diseases of the digestive system

10 Diseases of the skin and subcutaneous tissue

11 Pregnancy, childbirth, and the puerperium

12 Diseases of the nervous system

13 Neoplasms

14 Diseases of the ear and mastoid process

15 Certain infectious and parasitic diseases

Medi-Cal
The Top 15 Diagnosis Categories for Inpatient Visits
(July 1, 2022 — June 30, 2023)

1 Pregnancy, childbirth, and the puerperium

2 Diseases of the circulatory system

3 Certain infectious and parasitic diseases

4 Diseases of the digestive system

5 Diseases of the respiratory system

6 Endocrine, nutritional, and metabolic diseases

7 Injury, poisoning, and certain other consequences of external causes
8 Certain conditions originating in the perinatal period

9 Diseases of the genitourinary system
10 Diseases of the nervous system
11 Neoplasms
12 Diseases of the musculoskeletal system and connective tissue
13 Mental, behavioral, and neurodevelopmental disorders
14 Diseases of the skin and subcutaneous tissue
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Medi-Cal
The Top 15 Diagnosis Categories for Inpatient Visits
(July 1, 2022 — June 30, 2023)
Diseases of the blood and blood-forming organs and certain disorders involving the immune
mechanism

15

The top three (3) outpatient diagnosis categories for Medi-Cal were Diseases of the musculoskeletal system
and connective tissue, Diseases of the respiratory system, and Diseases of the genitourinary system. The
top three (3) diagnosis categories for inpatient were Pregnancy, childbirth and the puerperium, Diseases of
the circulatory system, and Certain infectious and parasitic diseases.

The Top 15 Diagnosis Categories for Outpatient Visits
(July 1, 2022 — June 30, 2023)

Medi-Cal (SPD) Medi-Cal (Non-SPD)
1 Diseases of the musculoskeletal system 1 Diseases of the musculoskeletal system
and connective tissue and connective tissue
2 | Diseases of the genitourinary system 2 | Diseases of the respiratory system
Mental, behavioral, and . . .
3 neurodevelopmental disorders 3 | Diseases of the genitourinary system
. . Injury, poisoning, and certain other
4 | Diseases of the circulatory system 4 consequences of external causes
5 Endocrine, nutritional, and metabolic 5 Endocrine, nutritional, and metabolic
diseases diseases
. Mental, behavioral, and
6 Diseases of the eye and adnexa 6 neurodevelopmental disorders
7 | Diseases of the respiratory system 7 | Diseases of the circulatory system
8 Injury, poisoning, and certain other 8 | Diseases of the eye and adnexa
consequences of external causes
9 | Diseases of the nervous system 9 | Diseases of the digestive system
10 | Diseases of the digestive system 10 Eslisgses of the skin and subcutaneous
11 [ Neoplasms 11 [ Pregnancy, childbirth, and the puerperium
12 I?lseases of the skin and subcutaneous 12 | Neoplasms
tissue
13 [ Certain infectious and parasitic diseases 13 [ Diseases of the ear and mastoid process
14 | Diseases of the ear and mastoid process 14 | Diseases of the nervous system
Diseases of the blood and blood-forming
15 | organs and certain disorders involving the 15 | Certain infectious and parasitic diseases
immune mechanism

The Top 15 Diagnosis Categories for Inpatient Visits
(July 1, 2022 — June 30, 2023)

Medi-Cal (SPD) Medi-Cal (Non-SPD)
Diseases of the circulatory system Pregnancy, childbirth, and the puerperium
Certain infectious and parasitic diseases Diseases of the digestive system
Diseases of the digestive system Diseases of the circulatory system
Diseases of the respiratory system Certain infectious and parasitic diseases
Certain conditions originating in the
perinatal period

a1l (AW IN(F
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Diseases of the genitourinary system
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The Top 15 Diagnosis Categories for Inpatient Visits
(July 1, 2022 — June 30, 2023)
Medi-Cal (SPD) Medi-Cal (Non-SPD)
5 E_ndocrlne, nutritional, and metabolic 6 Diseases of the respiratory system
diseases
7 Injury, poisoning, and certain other ; Injury, poisoning, and certain other
consequences of external causes consequences of external causes
. Endocrine, nutritional, and metabolic
8 Diseases of the nervous system 8 di
iseases
9 Neoplasms 9 Diseases of the genitourinary system
Diseases of the musculoskeletal system
10 and connective tissue 10 | Neoplasms
11 Eslssgses of the skin and subcutaneous 11 | Diseases of the nervous system
Diseases of the blood and blood-forming .
L . - Mental, behavioral, and
12 organs and certain disorders involving the | 12 )
. . neurodevelopmental disorders
immune mechanism
13 Mental, behavioral, and 13 Diseases of the musculoskeletal system
neurodevelopmental disorders and connective tissue
14 Pregnancy, childbirth, and the puerperium | 14 Esliséelses of the skin and subcutaneous
Certain conditions originating in the Diseases of the blood and blood-forming
15 . . 9 g 15 | organs and certain disorders involving the
perinatal period . .
immune mechanism

For Medi-Cal, the SPD vs. non-SPD top diagnosis category lists emphasize the different patient mix of
these populations. The top three (3) outpatient diagnosis categories for Medi-Cal SPD were Diseases of
the musculoskeletal system and connective tissue, Diseases of the genitourinary system, and Mental,
behavioral, and neurodevelopmental disorders; for Non-SPD members, the top three (3) diagnosis
categories were Diseases of the musculoskeletal system and connective tissue, Diseases of the respiratory
system, and Diseases of the genitourinary system. The top three (3) diagnosis categories for Medi-Cal SPD
members in the inpatient setting were Diseases of the circulatory system, Certain infectious and parasitic
diseases, and Diseases of the digestive system; the top three (3) for Medi-Cal Non-SPD in the inpatient
setting were Pregnancy, childbirth, and the puerperium, Diseases of the digestive system, and Diseases of
the circulatory system.

Dual Eligible Special Needs Plan (D-SNP) Membership

As of October 1, 2023, L.A. Care had 18,441 Dual Eligible Special Needs Plan (D-SNP) members. The
population below 65 years of age qualifies for participation in the Duals Demonstration Project based on
the presence of a disabling condition and/or aid code designation. The detail of L.A. Care’s D-SNP
membership profile is shown below:

Age Number of Members % of Membership
21-64 3,573 19.4%
65-74 10,561 57.3%
75-84 3,349 18.1%

85+ 958 5.2%

Total 18,441 100.0%
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Gender Number of Members % of Membership
Female 10,170 55.1%

Male 8,271 44.9%

Race Number of Members % of Membership
Caucasian/White 11,005 59.7%
African American/Black 2,871 15.5%
Asian 1,604 8.7%
Nat!v_e Hawaiian/Other 47 0.3%
Pacific Islander
Am_erlcan Indian or Alaska 87 0.5%
Native
Declined & Unknown 2,827 15.3%

L.A. Care’s internal systems are still transitioning from the previous race/ethnicity
stratification to the new OMB race/ethnicity stratifications, and rates may continue to vary
as systems and information update.

80.6% of L.A. Care D-SNP members are 65 years and over. Of adult membership, 55.1% are female and
44.9% are male.

Approximately 94.8% of the L.A. Care D-SNP members speak either English or Spanish, as seen in the
table below:

D-SNP: Member Professed Spoken Language
Language Number of Members | % of Membership
English 8,913 48.3%
Spanish 8,577 46.5%
Armenian 21 0.1%
Mandarin (Mandarin Chinese) 102 0.6%
Cantonese (Yue Chinese) 113 0.6%
Korean 21 0.1%
Russian 7 0.0%
Vietnamese 65 0.4%
Farsi (Persian) 22 0.1%
Tagalog 185 1.0%
Avrabic 26 0.2%
Khmer 40 0.2%
American Sign Language 21 0.1%
Other, Including No Response 328 1.8%
Total: 18,441 100.0%
D-SNP*

The Top 15 Diagnosis Categories for Outpatient Visits
(Jan 1, 2023 — June 30, 2023)
Diseases of the musculoskeletal system and connective tissue
Diseases of the circulatory system
Endocrine, nutritional, and metabolic diseases
Diseases of the eye and adnexa
Diseases of the genitourinary system
Diseases of the respiratory system

OB |WIN |-
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D-SNP*
The Top 15 Diagnosis Categories for Outpatient Visits
(Jan 1, 2023 — June 30, 2023)

7 Diseases of the nervous system
8 Neoplasms
9 Injury, poisoning, and certain other consequences of external causes

10 Diseases of the digestive system

11 Diseases of the skin and subcutaneous tissue

12 Mental, behavioral, and neurodevelopmental disorders

13 Certain infectious and parasitic diseases

14 Diseases of the ear and mastoid process

15 Diseases of the blood and blood-forming organs and certain disorders involving the

immune mechanism
*Includes D-SNP from Jan.-June 2023

D-SNP*
The Top 15 Diagnosis for Inpatient Visits
(Jan. 1, 2023 — June 30, 2023)

Diseases of the circulatory system
Certain infectious and parasitic diseases
Endocrine, nutritional, and metabolic diseases
Diseases of the digestive system
Diseases of the respiratory system
Diseases of the genitourinary system
Mental, behavioral, and neurodevelopmental disorders
Injury, poisoning, and certain other consequences of external causes
Diseases of the musculoskeletal system and connective tissue
Neoplasms
Diseases of the blood and blood-forming organs and certain disorders involving the
immune mechanism
Diseases of the nervous system
Diseases of the skin and subcutaneous tissue
Pregnancy, childbirth, and the puerperium

15 Diseases of the eye and adnexa
*Includes D-SNP from Jan.-June 2023
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The top three (3) outpatient diagnosis categories for D-SNP were Diseases of the musculoskeletal system
and connective tissue, Diseases of the circulatory system, and Endocrine, nutritional, and metabolic
diseases. The top three (3) diagnosis categories for inpatient were Diseases of the circulatory system,
Certain infectious and parasitic diseases, and Endocrine, nutritional, and metabolic diseases.

L.A. CARE COVERED™ MEMBERSHIP (MARKETPLACE)

As of October 1, 2023, L.A. Care had 140,923 L.A. Care Covered™ members. The detail of L.A. Care’s
L.A. Care Covered™ membership profile is shown below:
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Age Number of Members % of Membership
0-11 3,795 2.7%
12-20 5,829 4.1%
21-64 128,731 91.4%

65+ 2,568 1.8%

Total 140,923 100.0%
Gender Number of Members % of Membership
Female 70,977 50.4%

Male 69,946 49.6%

Race Number of Members % of Membership
Caucasian/White 64,887 46.0%
African American/Black 5,756 4.1%
Asian 22,572 16.0%
Native Hawaiian/Other 305
Pacific Islander 0.2%
American Indian or Alaska 351
Native 0.3%
Declined & Unknown 47,032 33.4%

L.A. Care’s internal systems are still transitioning from the previous race/ethnicity
stratification to the new OMB race/ethnicity stratifications, and rates may continue to vary
as systems and information update.

Approximately 6.8% of L.A. Care’s L.A. Care Covered™ members are under 21 years of age. The largest
age group is 21-64 years of age at 91.4%. Of the membership, approximately 50.4% are female, and 49.6%
are male.

83.9% of all L.A. Care Covered™ members speak either English or Spanish, as seen in the table below:

LACC: Member Professed Spoken Language
Language Number of Members | % of Membership
English 85,348 60.6%
Spanish 30,350 21.6%
Armenian 1,369 0.9%
Mandarin (Mandarin Chinese) 13,747 9.8%
Cantonese (Yue Chinese) 4,102 2.9%
Korean 1,759 1.2%
Russian 459 0.3%
Vietnamese 1,296 0.9%
Farsi (Persian) 510 0.4%
Tagalog 414 0.3%
Arabic 180 0.1%
Khmer 140 0.1%
American Sign Language 413 0.3%
Slovenian 1 0.0%
Other, Including No Response 833 0.6%
Other, Non-English 1 0.0%
Other, Sign Language 1 0.0%
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LACC: Member Professed Spoken Language
Language Number of Members | % of Membership
Total: 140,923 100.0%

L.A. Care Covered™
The Top 15 Diagnosis Categories for Outpatient Visits
(July 1, 2022 — June 30, 2023)
Diseases of the musculoskeletal system and connective tissue
Diseases of the circulatory system
Endocrine, nutritional, and metabolic diseases
Diseases of the genitourinary system
Mental, behavioral, and neurodevelopmental disorders
Diseases of the eye and adnexa
Injury, poisoning, and certain other consequences of external causes
Diseases of the digestive system
Diseases of the respiratory system
Diseases of the skin and subcutaneous tissue
Diseases of the nervous system
Neoplasms
Certain infectious and parasitic diseases
Diseases of the ear and mastoid process
Diseases of the blood and blood-forming organs and certain disorders involving the
immune mechanism
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L.A. Care Covered™
The Top 15 Diagnosis Categories for Inpatient Visits
(July 1, 2022 — June 30, 2023)

Diseases of the circulatory system
Diseases of the digestive system
Pregnancy, childbirth, and the puerperium
Neoplasms
Certain infectious and parasitic diseases
Endocrine, nutritional, and metabolic diseases
Injury, poisoning, and certain other consequences of external causes
Certain conditions originating in the perinatal period
Diseases of the genitourinary system
Diseases of the respiratory system
Mental, behavioral, and neurodevelopmental disorders
Diseases of the musculoskeletal system and connective tissue
Diseases of the nervous system
Diseases of the blood and blood-forming organs and certain disorders involving the
immune mechanism
15 Diseases of the skin and subcutaneous tissue
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The top three (3) outpatient diagnosis categories were Diseases of the musculoskeletal system and
connective tissue, Diseases of the circulatory system, and Endocrine, nutritional, and metabolic diseases.
The top three (3) diagnosis categories for inpatient were Diseases of the circulatory system, Diseases of the
digestive system, and Pregnancy, childbirth, and the puerperium.
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As of October 1, 2023, L.A. Care had 75 L.A. Care Covered Direct™ members. L.A. Care’s L.A. Care
Covered Direct™ members speak English (82.7%) or Spanish (16.0%). Approximately 18.7% of L.A.
Care’s L.A. Care Covered Direct™ members are under 21 years of age. Of the adult membership,
approximately 49.3% are female, and 50.7% are male.

PASC-SEIU MEMBERSHIP

As of October 1, 2023, L.A. Care had 48,650 PASC-SEIU members. The detail of L.A. Care’s PASC-
SEIU membership profile is shown below:

Age Number of Members % of Membership
0-11 0 0.0%

12-20 90 0.2%
21-64 41,955 86.2%

65+ 6,605 13.6%

Total 48,650 100.0%
Gender Number of Members % of Membership
Female 33,835 69.5%

Male 14,815 30.5%

Race Number of Members % of Membership
Caucasian/White 23,326 47.9%
African American/Black 4,793 9.9%
Asian 3,875 8.0%
Nat!v_e Hawaiian/Other 80 0.2%
Pacific Islander
Am_erlcan Indian or Alaska 66 0.1%
Native
Declined & Unknown 16,510 33.9%

L.A. Care’s internal systems are still transitioning from the previous race/ethnicity
stratification to the new OMB race/ethnicity stratifications, and rates may continue to vary
as systems and information updates.

Approximately 0.2% of L.A. Care’s PASC-SEIU members are under 21 years of age. The largest age group
is 21-64 years of age at 86.2%. Of the membership, approximately 69.5% are female, and 30.5% are male.

73.9% of all PASC-SEIU members speak either English or Spanish, as seen in the table below:

Member Professed Spoken Language
Language Number of Members | % of Membership
English 27,841 57.2%
Spanish 8,140 16.7%
Armenian 5,925 12.2%
Mandarin (Mandarin Chinese) 1,035 2.1%
Cantonese (Yue Chinese) 1,019 2.1%
Korean 1,242 2.6%
Russian 1,274 2.6%
Vietnamese 383 0.8%
Farsi (Persian) 731 1.5%
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Member Professed Spoken Language
Language Number of Members | % of Membership

Tagalog 207 0.4%
Arabic 144 0.3%
Khmer 189 0.4%
American Sign Language 7 0.0%
Other, Including No Response 205 0.4%
Other, Chinese Languages 26 0.1%
Other, Non-English 194 0.4%
Other, Sign Language 88 0.2%
Total: 48,650 100.0%
*Wolof is spoken in Senegal, Gambia, and Mauritania

PASC-SEIU

The Top 15 Diagnosis Categories for Outpatient Visits
(July 1, 2022 — June 30, 2023)

Diseases of the musculoskeletal system and connective tissue

Endocrine, nutritional, and metabolic diseases

Diseases of the genitourinary system

Diseases of the circulatory system

Diseases of the respiratory system

Injury, poisoning, and certain other consequences of external causes

Diseases of the digestive system

Neoplasms

Diseases of the skin and subcutaneous tissue

Mental, behavioral, and neurodevelopmental disorders
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Pregnancy, childbirth, and the puerperium

PASC-SEIU

The Top 15 Diagnosis Categories for Inpatient Visits
(July 1, 2022 — June 30, 2023)

Diseases of the circulatory system

Diseases of the digestive system

Neoplasms

Endocrine, nutritional, and metabolic diseases

Certain infectious and parasitic diseases

Diseases of the genitourinary system

Pregnancy, childbirth, and the puerperium

Diseases of the respiratory system

Injury, poisoning, and certain other consequences of external causes

Diseases of the musculoskeletal system and connective tissue
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Diseases of the nervous system
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Mental, behavioral, and neurodevelopmental disorders
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Diseases of the blood and blood-forming organs and certain disorders involving the
immune mechanism
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PASC-SEIU
The Top 15 Diagnosis Categories for Inpatient Visits
(July 1, 2022 — June 30, 2023)
14 Certain conditions originating in the perinatal period
15 Diseases of the skin and subcutaneous tissue

The top three (3) outpatient diagnosis categories were Diseases of the musculoskeletal system and
connective tissue, Endocrine, nutritional, and metabolic diseases, and Diseases of the genitourinary system.
The top three (3) diagnosis categories for inpatient were Diseases of the circulatory system, Diseases of the
digestive system, and Neoplasms.
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A.2 POPULATION HEALTH MANAGEMENT PROGRAM (PHMP)

AUTHORS: JOHANNA KICHAVEN, MPH, & ELAINE SADOCCHI-SMITH, FNP, MPH, CHES
REVIEWERS: HUMAIRA THEBA, MPH & FELIX AGUILAR, MD

BACKGROUND/SUMMARY

The Population Health Management Program (PHMP) was launched in 2018 to establish a centralized
program for member and practitioner programs and interventions. Each year the PHM strategy document
is updated, and the membership demographics assessed, segmented through population assessment, and the
programs evaluated through a PHM Impact Evaluation. Additionally, the PHM Index goals focus on gaps
in care and disparities across the continuum of care and impact the following lines of business: Medi-Cal
Direct (MCLA), L.A. Care Covered (LACC), and Duals Eligible Special Needs Plan (D-
SNP). Coordinating services through a PHMP helps meet the goals set by the PHM Index, which include
goals for the MCLA, LACC, and D-SNP lines of business, children and adults, and health care measures
and elevating provider and member experience. The PHMP will use Thrasys’ Syntranet system of record
to display real-time status updates and have readily accessible gaps in care reports for all member-facing
staff. Additionally, the new system of record will assist L.A. Care in coordinating programs across settings,
streamlining member assessments, provider referrals, and levels of care. This will create smoother hand-
offs and minimize the multiple touches that could cause member abrasion. The PHMP is aligned with the
Quadruple Aim healthcare model to provide evidence-based quality care, improve the health and equity of
populations, and offer cost-effective member care.

After successfully meeting the initial National Committee for Quality Assurance (NCQA) cycle for
accreditation in which PHM Standards were applied, the focus of 2023 was to build on the foundation set
for L.A. Care’s PHMP. The PHMP worked to enhance the PHM process and reports and track interventions
to meet the PHM Index goals for 2022. This was done by addressing L.A. Care’s results in the baseline
assessment of the NCQA findings, including the addition of Multi-cultural Healthcare Distinction (MHC)
language data and documenting how L.A. Care’s activities, resources, and community partnerships are
assessed based on the identified population needs to the Population Assessment.

The PHMP team’s focus included improving the Initial Health Appointment (IHA) process for members
within 120 days of enrollment, identifying gaps in the Transition of Care between points of care to
streamline the process and documentation of these transitions, and an emphasis on closing the gaps in
identified disparities. Another focus of 2023 was to plan and prioritize addressing the PHM California
Advancing and Innovating Medi-Cal (CalAlIM) requirements starting in 2023.

L.A. Care’s population health management services are provided by teams that include wellness and
prevention, care management, social services, behavioral health, managed long-term care services and
supports, and community resources, together whose goal is to coordinate and ensure the right service at the
right level. Rather than providing specific service categories into which individuals must fit, L.A. Care’s
population health management revolves around the individual’s needs and adapts to the member’s health
status—providing support, access, and education all along the continuum of care. Through a high-tech,
high-touch, and highly efficient workflow, we can use the widest breadth of data sources with the optimal
process flow to achieve a holistic view of members and providers for ideal customer relationship
management.

The Population Health Management Program is conducted through coordination and collaboration with the
following programs: Health Education and Cultural and Linguistic Services (HECLS) Program, Health
Equity (HE), Care Management (CM), Behavioral Health and Social Work, Utilization Management (UM),
Managed Long Term Services and Supports (MLTSS), the Quality Improvement (QI) Program, Pharmacy,
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and other internal and external programs. The major components of the PHMP are (1) population
identification; (2) stratifying and risk-based segmentation; (3) member enrollment, health appraisal, and
engagement; (4) intervening through monitoring; (5) evaluating program outcomes. The PHMP addresses
the following areas along the continuum of care with interactive interventions:

Keeping Members Healthy
Early Detection/Emerging Risk
Chronic Condition Management
Complex Case Management
Care Transitions

Patient Safety

METHODOLOGY

The NCQA standards are used to guide the development of the PHMP into an overarching program to
integrate Population Health care across the continuum of care for members. Additionally, in order to
address needs identified through the annual population assessment and to ensure programs and services
meet the needs of members, a cross-functional team meets monthly to track goals in the areas listed below:

o Keeping Members Healthy

Initial Health Assessment potential completion rate

Percentage of members receiving a well-child visit in the First 30 Months of Life
Percentage of members who received an annual influenza vaccination
Percentage of members receiving colorectal screening

Percentage of members receiving breast cancer screening

e Early Detection/Emerging Risk

Percentage of Black/African American members receiving prenatal care

e Chronic Condition Management

Percentage of Black/African American members with an HbAlc <8%

Percentage of Black/African American members with blood pressure controlled
Percentage of emergency department (ED) visits for members 18 years and older who have
multiple high-risk chronic conditions who had a follow-up service within 7 days of the ED
visit

Percentage of members who have been prescribed medication for blood pressure control
need to fill their prescriptions enough to cover 80% or more of the time they are supposed
to be taking the medication. (Medication Adherence for Hypertension (RAS Antagonists)
Percent of members, who have been prescribed medication for blood pressure control, need
to fill their prescriptions enough to cover 80% or more of the time, they are supposed to be
taking the medication.

e Care Transitions

Percentage of eligible members completing a follow-up visit within 30 days (CMC) and
within 7 days (LACC) of a mental health hospitalization.
Percentage of discharges for members 18 years of age and older who had each of the
following:

a. Patient Engagement After Inpatient Discharge

b. Medication Reconciliation Discharge

e Patient Safety

The plan’s readmission rate or ratio of the plan’s observed (O) readmission rate to the
plan’s expected (E) readmission rate or O/E. The readmission rate is based on the percent
of enrollees discharged from an acute care setting who were readmitted to an acute care
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setting within 30 days of discharge, either from the same condition as their recent hospital
stay or for a different reason.

Quantitative Analysis
The below tables demonstrate which 2023 PHM Index measures met or did not meet the goal based on
Measurement Year 2022 data.

PHMI Goal Category Met

Keeping Members Healthy 3of4
Early Detection of Emerging Risk O0of1
Chronic Condition 4 of 5
Care Transitions 30f3
Elevating Member and Provider Experience 30f3

Keeping Members Healthy:

Measure MCLA DUALS LACC
2022-2023 2022-2023 2022-2023
Goal Goal Goal

1. Preventive Care: Percentage of adults and children
seen for ambulatory or preventive care visits.

>89%
88.38%

2. Flu: Percentage of members receiving flu vaccination. N/A (part of

the above goal)

>48%
44.89%

N/A (part of
the above goal)

3. Colorectal Screening: Percentage of members N/A >61%
receiving colorectal screening 42.66%
4. Breast Cancer Screening: Percentage of members >54% >68%
receiving breast cancer screening 52.16% 66.65%
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Keeping Members Healthy/Early Detection:

Measure MCLA DUALS LACC
2022-2023 2022-2023 2022-2023
Goal Goal Goal
5. Prenatal Care: Black/African American members >T72% N/A N/A
receiving prenatal care* - Equity Focus 65.45%

Chronic Condition Management:

Measure MCLA DUALS LACC
2022-2023 2022-2023 2022-2023
Goal Goal Goal

>60%
59.07%

>57%
55.00%

6. Diabetes: Percentage of Black or African American
members with an HbAlc <8% - Equity Focus

7. Cardiovascular: Percentage of Black or African >37% >53%
American members with BP controlled - Equity Focus 30.81% 48.14%

8. Emergency Department (ED) visits: Members 18 N/A >54%
years + with multiple high-risk chronic conditions who 48.58%
had a follow-up service within 7 days of the ED visit.

9. Medication Therapy Management: Percentage of N/A
members in the Medication Therapy Management

(MTM) Program completing the Comprehensive

Medication Review (CMR).

10. Depression Screening: Percentage of eligible N/A

members with depression screening for adolescents and
adults.
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Care Transitions:

Measure

11 Transition of Care: Percentage of members
completing patient engagement after inpatient
discharge.

MCLA
2022-2023
Goal

DUALS
2022-2023
Goal

LACC
2022-2023
Goal

12. Transition of Care: Percentage of discharges for
members 18 years+ who had: Medication
mReconciliation

Discharge

>82% N/A
77.53%

>45% N/A
42.34%

Implement a pilot project for Fast Healthcare
Interoperability Resources (FHIR) Application
Programming Interface (API) to process A/D/T
information in readiness for integration into the Clinical
Data Repository (CDR) by 9/30/2023.

13. UPDATED: Admissions/Discharge/Transfer Data:

Elevating Member and Provider Experience

14. Improvement of Member Unable to Contact
(UTC) Rate: Establish a baseline for the Health
Risk Assessment (HRA) and the Individualized
Care Plan (ICP) in Quarter One, 2023. Achieve 5%
improvement over baseline by August 2023.

15. Elevating Provider Experience: Provider
contact information is submitted and validated

95% of all PPGs in the Delegated Network who receive
the QUARTERLY TAR respond and information is

through QUARTERLY Timely Access Report complete by August 2023.
(TAR) for 95% of all PPGs in the Delegated 75.61%
Network who receive the TAR.
16. Improving Member Experience: CAHPS Child: 88.32 89.8
"'Rating of Health Plan™ measure. 67.90%
Not Measured Yet
Adult: 73.4 (Won’t be fielded by
54.93% D-SNP this year)
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Qualitative Analysis

Many of the PHM Index measures were met for 2023 (Measurement Year 2022 data). L.A. Care increased
its efforts and resources on disparity-focused initiatives and met twelve of the sixteen goals for 2023. With
the 2024 Index, the PHMP aims to continue to focus on health equity, disparities, transition of care, and
measures in which we did not meet the goal, such as breast cancer screening and medication reconciliation.
The measures will be addressed at workgroups and tracked through the cross-functional teams to ensure a
concerted focus on efforts and interventions to reach success in meeting PHM Index goals. Additionally,
a measure will be added to focus on member experience, and a new measure will be developed to track
adult and child preventive visits, aligning with the CalAIM focus on providing basic population health
services for all members.

INTERVENTIONS

The PHMP strives to address health needs at all points along the health and wellbeing continuum through
the participation of, engagement with, and targeted interventions for the member population across the
MCLA, LACC, and CMC lines of business. The integration of population health management consolidates
and coordinates multiple program and service offerings into one seamless system, producing efficiencies
that drive improved health outcomes and reduce overall healthcare spending.

In 2023, the PHMP focused through an equity lens and had several goals within the index addressing
disparities. In 2024, the PHMP will continue to emphasize identified disparities. Full descriptions and
impact evaluations of each program and intervention are detailed throughout the Quality Improvement
Evaluation and Population Health Management Impact Evaluation.

OPPORTUNITIES FOR IMPROVEMENT

L.A. Care’s PHMP uses the annual population assessment as well as the PHM Index to best prioritize the
needs of members and focus interventions. Below highlight the priorities for improvement identified in
2022:

1. To improve coordination of care through integrating California Advancing and Innovating Medi-
Cal (CalAIM)’s Enhanced Care Management (ECM) and Community Support efforts in Thrasys’
Syntranet for Medi-Cal members launched January 1, 2022. CalAIM’s Population Health
Management Program launched in January 2023. CalAIM is a multi-year California Department
of Health Care Services (DHCS) initiative. It aims to improve Medi-Cal beneficiaries' quality of
life and health outcomes by implementing broad delivery system, program, and payment reform
across the Medi-Cal program. L.A. Care focused on strengthening existing programs and
developing new initiatives to meet all members’ basic population healthcare needs. This includes
preventive care visits, streamlining member assessments, encouraging Initial Health Appointments,
identifying all members’ admissions/discharges/transfers (ADT), providing transition care services
for all members, and enhancing the use of Community Health Workers (CHWSs). ECM is a Medi-
Cal benefit available to members who meet specific eligibility criteria and opt-in to participate and
will be a part of the PHMP at L.A. Care.

Additionally, the Community Support programs launched in January and July 2022 focus on addressing
combined medical and social determinants of health needs and avoiding higher levels of care or other future
healthcare costs. These Community Support programs include:
e Housing Transition Navigation Services and Housing Tenancy and Support Services (two
Community Support and one program build), including grandfathering in Health Homes
Program (HHP) and Whole Person Care (WPC) programs
e Recuperative Care (Medical Respite), including grandfathering in the WPC program
Medically Tailored Meals
¢ Housing Deposits
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e Sobering Centers
e Personal Care and Homemaker Services
o Respite (for caregivers)

All service areas and vendors working with the members enrolled in these programs will have access to
Thrasys’ Syntranet, creating a fully integrated approach. This will be the footprint for integrating all PHMP
programs enterprise wide.

LOOKING FORWARD

As L.A. Care’s PHMP has established a strong foundation. The next step is to evaluate the programs,
services, and interventions across the continuum of care. Additionally, L.A. Care’s PHMP will evaluate
the effectiveness using the new system of record, Thrasys’ Syntranet, for the identification, stratification,
segmentation, member engagement, interventions, and outcomes. The data reporting functions of Optum
Symmetry Suite (IPro) and Thrasys’ Syntranet will be focused on transitions between programs to
coordinate member touchpoints for smooth transitions. This will allow all of the member and practitioner
programs to be developed through rigorous logic and configuration, as well as support coordinated care and
a decrease in duplicative touchpoints and interventions. This will help us identify the needs of the member
and engage the member at the right time with the appropriate level of service to address their healthcare
needs. Additionally, L.A. Care will be focusing on the expanded implementation of the transitional care
services program as well as coordinating a comprehensive population health management approach with
the local health departments and PPGs. Implementing the PHMP through CalAIM’s 5-year waiver program
includes integrating the requirements throughout L.A. Care’s overall PHMP to address the Department of
Health Care Services (DHCS) Bold Goals, which include:

Closing racial/ethnic disparities in well-child visits and immunizations by 50%

Closing maternity care disparity for Black and Native American persons by 50%
Improving maternal and adolescent depression screening by 50%

Improving follow-up for mental health and substance use disorder by 50%

Ensuring L.A. Care exceeds the 50" percentile for all children’s preventive care measures

A.2.a CALIFORNIA ADVANCING AND INNOVATING MEDI-CAL (CalAIM): POPULATION HEALTH
MANAGEMENT (PHM)

BACKGROUND/SUMMARY

The Department of Health Care Services PHM CalAIM initiative launched in January 2023 set forth a
comprehensive set of requirements applicable for all Medi-Cal Managed Care health plans (MCPs). The
PHM Program is designed to ensure that all members have access to a comprehensive set of services based
on their needs and preferences across the continuum of care, which leads to longer, healthier, and happier
lives, improved outcomes, and health equity. Specifically, the PHM Program intends to:

o Build trust with and meaningfully engage members;

e Gather, share, and assess timely and accurate data to identify efficient and effective opportunities
for intervention through processes such as data-driven risk stratification, predictive analytics,
identification of gaps in care, and standardized assessment processes;

Address upstream drivers of health through integration with public health and social services;
Support all members in staying healthy;

Provide care management services for members at higher risk of poor outcomes;

Provide transitional care services (TCS) for members transferring from one setting or level of
care to another;
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o Reduce health disparities; and
e Identify and mitigates Social Drivers of Health (SDOH)

MAJOR ACCOMPLISHMENTS

L.A. Care has successfully built a framework to meet the CalAIM PHM requirements. The first step was
to complete a gap analysis and readiness assessment to determine L.A. Care’s existing programs and any
gaps needing to be addressed to meet the CalAIM requirements. L.A. Care submitted this to DHCS in
October 2022, and DHCS approved the readiness assessment. In order to collaborate on the multi-faceted
and cross-departmental needs of the CalAIM requirements, L.A. Care has created a CalAIM Leadership
Cross-Functional Workgroup to coordinate efforts and decrease duplicative work. Additionally, L.A. Care
is leading a Community Partnership with Los Angeles, Pasadena, and Long Beach Health Departments and
the Plan Partners to coordinate CalAIM goals and create a unified approach to addressing community needs
as identified in the Population Needs Assessment (PNA) completed every three years.

L.A. Care’s PHM Department has developed an overview policy on the PHM program, Transitional Care
Services (TCS) Program, and the updated Population Needs Assessment (PNA) and has worked cross-
functionally to integrate updates in appropriate business units’ policies, procedures and workflows.

One of the major components of the CalAIM initiative is to expand the data sources used for risk
stratification and segmentation. L.A. Care has expanded the criteria used for identifying and stratifying
members to match DHCS’ defined levels of risk (low, medium-rising, and high risk). L.A. Care has
initiated the process to expand the data sources used for risk stratification and segmentation (RSS) and
tiering functions in order to conduct robust analytics and reporting, identify gaps in care, perform other
population health functions, and allow for multiparty data access.

In accordance with the Interoperability and Patient Access Final Rule, L.A. Care must send admission,
discharge, or transfer (ADT) notifications by January 31, 2024, to other organizations that have signed the
DxF Data Sharing Agreement. In order to improve care coordination and follow-up when a member moves
from one level of care to another, L.A. Care has enhanced the Admissions/Discharge/Transfer (A/D/T) data
for utilization by internal business units for nearly real-time transmission.

DHCS released the Transitional Care Services (TCS) CalAIM requirements in a phased-in approach.
Starting January 1, 2023, L.A. Care implemented TCS for the high-risk member population identified by
L.A. Care’s RSS platform or those meeting DCHS TCS High-Risk population. L.A. Care manages TCS
for this population with a single point of contact case manager. DHCS outlines the high-risk member
population in the CalAIM PHM Program Guide. “High-Risk” members include:
e Seniors and persons with disabilities who meet the specific requirements for IHSS, Community-
Based Adult Services (CBAS), and/or Multipurpose Senior Services Program (MSSP) Services
e Members who meet the specific requirements for high-risk utilization or chronic medical and
behavioral health conditions, including but not limited to:

0 Needing oxygen, recurring inpatient stays, recurring emergency room visits in combination
with other high utilization services, end-stage renal disease, acquired immunodeficiency
syndrome (AIDS), a recent organ transplant, cancer diagnosis, or a behavioral health or
developmental disability diagnosis in combination with a chronic disease or social driver
of concern (e.g., homelessness).

e Pregnant members
Members who have been prescribed antipsychotic medications or 15 or more prescriptions in the
past 90 days

o Members self-reporting a deteriorating condition

e Members who have been determined high-risk by L.A. Care’s RSS platform or other referrals
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For the January 1, 2024 requirement, DHCS is requiring all health plans to provide additional TCS to all
risk levels, including lower-risk transitioning members. L.A. Care has spent considerable time evaluating
the feasibility of meeting this broad requirement effectively. This has included several conversations and
proposals with DHCS to better understand and define the purpose of this phase of the TCS program in order
to reach best the populations most in need of TCS support. DHCS has taken into consideration L.A. Care’s
concerns and has revised the 2024-2025 PHM TCS requirements.

Quantitative Analysis

As part of the CalAIM PHM Program, DHCS requires a monitoring approach to assess the overall
implementation, operations, and effectiveness of L.A. Care’s PHM program to understand the impact on
outcomes and health equity over time. Core aspects of the PHM program areas include basic population
health, Risk Stratification and Segmentation and Tiering (RSST), Complex Care Management (CCM),
Enhanced Care Management (ECM), and Transitional Care Services (TCS) covered through Healthcare
Effectiveness Data and Information Set (HEDIS) and ECM tracking, monitoring and reporting. L.A. Care
is tracking the following core Key Performance Indicators (KPIs) below. The October 2023 KPI results
listed below are baseline results that will be collected quarterly for trending and analysis.

Median (Range
Plan Reported PHM Monitoring KPIs Across Plans LA Care Rates
Percentage of members who had more ED visits than primary care 8% (1%-26%) 9.20%
w/in 12 mo
Percentage of members who had at least one primary care visit w/in 49% (8%-77%) 44.10%
12 mo
Percentage of members with no ambulatory or preventive visit w/in 40% (9%-93%) 43.50%
12 mo
Percentage of members eligible for CCM who are successfully 12% (0%-100%) 15.20%
enrolled in the CCM program
Care Management for High-Risk Members After Discharge 6% (0%-74%) 0.79%
Percentage of members who received CHW benefit 0.00% (0%-0.85%) 0.00027%
Percentage of acute hospital stay discharges which had follow-up 35% (14%-70%) 38.00%
ambulatory visits within 7 days post-hospital discharge

DHCS provided L.A. Care with the mean and median results for all health plans in California. These
provide a benchmark for comparison. L.A. Care is above the median rate for the following measures:

e Percentage of members who have more ED visits than primary care within 12 months

e Percentage of members eligible for CCM who are successfully enrolled in the CCM program

e Percentage of acute hospital stay discharges which had follow-up ambulatory visits within 7 days

post-hospital discharge

Qualitative Analysis
2023 is a baseline measurement year.

Qualitative analysis will be available in the 2024 Evaluation.

However, based on comparison to other health plans, L.A. Care is above the median rate for three KPI

measures as listed in the Quantitative Analysis above.

352023 QI & Health Equity Program Annual Evaluation




INTERVENTIONS

L.A. Care has developed a variety of tailored interventions to address and improve the following metrics

that DHCS is tracking through the KPIs.

Metrics L.A. Care Results | Action Plan To Improve
Q12023

Percentage of members who had more ED visits than | 9.2% Call campaigns to high utilizers to use

primary care w/in 12 mo nurse advice line and other resources of
care

Percentage of members who had at least one primary | 44.1% Text campaign and social media to “get

care visit w/in 12 mo back to care” and “get your well care
Visits”

Percentage of members with no ambulatory or 43.5% Text campaign and social media to “get

preventive visit w/in 12 mo back to care” and “get your well care
Visits”

Percentage of members eligible for CCM who are 15.2% Engaging providers and educating them on

successfully enrolled in the CCM program care management. These sessions aim to
access care management for members and
how care management can support
providers with positive patient outcomes.

Care Management for High-Risk Members After 0.79% Increasing referrals for Care Management

Discharge through TCS using our TCS CHW team to
refer members to care management as part
of the TCS post-discharge support.

OPPORTUNITIES FOR IMPROVEMENT
L.A. Care has identified the following opportunities for improvement in CalAIM:

Expanding facilities participating in A/D/T

Working with PPGs on providing BPHM and TCS for lower-risk members

Increasing resources for the internal L.A. Care CM department to meet CCM and TCS needs
Increase RSST criteria to include all of the data sources listed in the PHM Policy Guide

LOOKING FORWARD

L.A. Care will work to close the gaps in the opportunities listed above, working collaboratively in the PHM
Cross-Functional Workgroup. Additionally, DHCS will be launching a statewide PHM Service. The PHM
Service will provide a wide range of Medi-Cal stakeholders with data access and availability for Medi-Cal
members’ health history, needs, and risks, including historical administrative, medical, behavioral, dental,
social service data, and other program information from current disparate sources. The PHM Service will
utilize this data to support risk stratification, segmentation, and tiering; assessment and screening processes;
potential medical, behavioral, and social supports; and analytics and reporting functions. The PHM Service
will also improve data accuracy and improve DHCS’ ability to understand population health trends and the
efficacy of various PHM interventions and strengthen oversight. The target data for the PHM Service
launch is still to be determined by DHCS. In the interim, L.A. Care will continue to ramp up the data
sources used by RSST to reach and target members for PHM services.

Starting in 2025, L.A. Care will develop a revised Population Needs Assessment (PNA) on a 3-year cycle.
The PNA results will be addressed in collaboration with the local health departments (Los Angeles,
Pasadena, and Long Beach) in order to identify member and community needs and develop a Specific-
Measurable-Attainable-Reasonable-Time-bound (SMART) goal or goals to improve health outcomes and
identify down-stream conditions and barriers impacting those health outcomes.
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As new requirements and clarifications are released by DHCS, the PHM team will continue to work with
internal and external business units to meet existing and new requirements.

By addressing the data and program requirements of DHCS’ CalAIM program, L.A. Care will be able to

expand the ability to identify members’ needs and effectively place them in existing and new programs
along the continuum of care in order to improve health outcomes.

A.2.b INITIAL HEALTH APPOINTMENT (IHA)

BACKGROUND/SUMMARY

L.A. Care Health Plan (L.A. Care) is responsible for ensuring the provision of an Initial Health Appointment
(IHA) to each new Medi-Cal member within 120 calendar days of enrollment, either in person or virtually.
PPGs/PCPs are responsible for covering and ensuring the provision of an IHA. For new Plan members
who choose their current PCP as their new plan PCP, an IHA still needs to be completed within 120 days
of enrollment. Members are also encouraged to complete an IHA even if it has not been completed past
the initial 120 calendar days of enrollment.

METHODOLOGY

This section summarizes the findings of the 2022 results of the Potential IHA completion rates. These rates
are based on the ICD-10 codes that suggest completion of the IHA based on a completed History & Physical
within the appropriate timeframes for new enrollees. Note that without a file review, there is no way to
track fully a completed IHA; however, L.A. Care developed a dashboard to track the potential IHA
completions to monitor expected completion rates for the IHA across the network.

Quantitative Analysis
Below are details of the results of the potential IHA completion rates as captured in L.A. Care’s IHA
Dashboard.

Line of Business 2022 Rate 2021 Rate 2020 Rate 2019 Rate
Medi-Cal (MCLA) 35.8% 26.9% 24.5% 30.7%
Cal Medi Connect (CMC) 61.2% 62.7% 61.0% 64.1%

The IHA potential completion rate increased by 8.9 percentage points from the previous year for L.A. Care
Medi-Cal Direct program (MCLA) members and increased by 1.5 percentage points from the previous year
for Cal MediConnect (CMC) members. This is statistically significant with p<0.01 for MCLA but not
statistically significant for the CMC population.

Qualitative Analysis

While the potential IHA completion rates increased slightly in 2022 for both MCLA and CMC lines of
business, the full file reviews of the sampling of providers by Enterprise Performance Optimization (EPO)
still yield low completion rates for the IHA. Many of the issues included not completing by the 120-day
time frame and not completing all components (particularly the Staying Healthy Assessment). DHCS
released an updated APL at the end of 2022, effective January 1, 2023. The main update included removing
the IHEBA/SHA requirement of the IHA.

INTERVENTIONS
While the IHA components must be completed at the provider level, L.A. Care has been working on a
comprehensive strategy to educate members and providers on the IHA requirements timeframes and,
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provide appropriate resources, and have monitoring processes in place to track the completion of the IHA
requirements. Quality Improvement leads a cross-functional workgroup and maintains QI Policy QI-047-
IHA. The workgroup reviewed and updated the IHA code set to capture the best potential IHA completions.
Provider IHA due reports and notifications are sent monthly along with newsletter education for members
and providers. A robust provider training was released in September 2022 (and was updated in 2023 based
on the new APL) for all providers and all internal L.A. Care staff and Enterprise Performance Optimization
(EPO) that conducts regular provider monitoring. Additionally, IHA was added to the Incentive Pay for
Performance (P4P) program for 2023. In 2022, IHA was a report-only measure.

OPPORTUNITIES FOR IMPROVEMENT
Several important opportunities for improvement were identified.

1) L.A. Care continues to work to enhance the monitoring process and utilize the IHA Dashboard to
prioritize providers with low rates of completion of the IHA to encourage providers to prioritize
completing newly enrolled members’ IHA requirements within the required timeframes for newly
enrolled members.

2) The IHA Workgroup continues to address findings from DHCS audits as well as to provide
providers necessary resources and support to be compliant with IHA requirements.

Priorities for 2023:
e Educate providers on the newly developed provider training on IHA.
o Release the IHA incentive for providers.
e Track IHA potential completion rates and EPO’s audit rates.

LOOKING FORWARD

e The 2023 goal for the potential IHA completion rate for the PHM Index is >27% for MCLA and
>60% for CMC. The IHA potential completion rate will continue to be tracked in 2024 based on
new CalAIM requirements.

e Update the EPO monitoring tool to more clearly delineate and track all of the components of the
IHA.

e Explore enhancing monthly IHA due reports to include a monthly non-compliance monitoring IHA
report to better capture IHA compliance and to be shared with providers through Joint Operations
Meetings (JOMSs) and Provider Portal.

e Continue delivery and education on the IHA training for new providers and annual refresher
trainings for all providers.

e Continue member and provider education on IHA through newsletter notifications and inclusion in
appropriate provider meetings and trainings (e.g. Quality Performance Management (QPM),
Provider Quality Improvement Liaison (PQIL), and Initiatives teams).

e Continue assessment of the provider incentive for IHA completion that is integrated within the Pay-
for-Performance (P4P) program.

e Development of the KPI for IHA Completions for PPGs and the Direct Network.

e Continue the IHA workgroup to work collaboratively across L.A. Care departments to streamline
the process of monitoring completion of IHAs and utilizing Compliance and the Corrective Action
Plan (CAP) process as appropriate and strengthen accountability through more stringent CAP
escalation.
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A.3 HEALTH EQUITY

AUTHOR: MARINA ACosTA, MPH
REVIEWERS: HUMAIRA THEBA, MPH & ALEX LI, MD

BACKGROUND/SUMMARY

Supporting vulnerable populations and addressing health disparities is inherent in L.A. Care’s mission.
Most of L.A. Care’s members have an income that is below the federal poverty level (<$15,000/year) and
most many come from racial and ethnic communities that have traditionally been underserved.

As an effort to further advance health equity in Los Angeles County, L.A. Care has a health equity
department with a Chief Health Equity Officer (CHEO 2023-25) and organizational support to execute L.A.
Care’s Health Equity and Disparities Mitigation Plan (HEDMP) and co-chairs the QI Health Equity
program.

In brief, the four Health Equity Zones thatserve as areas of focus are:

1. Address key health disparities: close racial and ethnic gaps in health outcomes among members;

2. Lead change: provide leadership and be an ally for community partners to promote health equity
and social justice;

3. Move towards equitable care: ensure that our members have access to care and services that are
free of bias and that our providers are supported in delivering equitable, culturally tailored care;

4. Embrace diversity, equity, and inclusion: serve as a model in supporting an equitable and
inclusive work environment, as reflected in our workforce and business practices.

Full access to the HEDMP can be found here and Healthy Equity Zone 1: Address Key Health Disparities
will further detail our organizational goals around closing racial and ethnic gaps around maternal and child
health as well as those with chronic disease.

ORGANIZATIONAL STRUCTURE AROUND HEALTH EQUITY AND DIVERSITY, EQUITY AND
INCLUSION INITIATIVES

L.A. Care has a governing Equity Council Steering Committee (ECSC) that prioritizes and ensures that
equity and social justice is embedded as an enterprise-wide principle. Three ECSC sub-committees were
also created. These include the Member Health Equity Council, Provider Equity Council and L.A. Care
Team Council (focused on equity at the L.A. Care workplace). The Member Health Equity Council
(MHEC) most pertinent to quality improvement and health equity efforts for members. Reporting up to the
MHEC is the Consumer Health Equity Council (CHEC), which is composed of members. CHEC provides
feedback on L.A. Care’s initiatives and interventions associated with health equity and disparities reduction.

MAJOR ACCOMPLISHMENTS

Over the 2022-23 fiscal year (FY), L.A. Care accomplished a number of initiatives to lay the foundation to
address health inequities. Highlights include efforts around our Data Governance Committee working on
transitioning our race/ethnicity data to OMB format. There was also a concerted effort to collect social
determinant of health data, which included a series of provider communications and trainings. Collection
and analysis of member sexual orientation and gender identity information, which took over two years of
planning with multiple departments, was also launched in February 2023.

L.A. Care was also committed to a series of interventions to mitigate the COVID pandemic driven
disparities as well as the epidemic of gun violence. We also launched an initiative entitled Advancing
Economic Mobility Grant this year as well as launching the second round of the Generating African
American Infant and Nurturers Survival Initiative that seeks to address birthing equity. Lastly, we
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completed the majority of our Member equity council goals and look forward to making progress in the in
FY 2023-24 with the HEDMP as our roadmap to further advance health equity.

RACE AND ETHNICITY DATA

L.A. Care believes assessing and addressing racial and ethnic disparities and members’ social service needs
are paramount in reducing observed health disparities and improving health outcomes. L.A. Care has
historically used the Center for Disease Control Race and Ethnicity Code Set (CDCRECS). However, it
has been increasingly clear that health plans do not need CDCREC level of race and ethnicity granularity
and there was a shift towards using the Office of Management and Budget Standards (OMB) for the health
plans. NCQA and DMHC have also informed L.A. Care that they will adopt and use the OMB Standards.
Therefore, L.A. Care’s Data Governance, Health Education and Cultural and Linguistic and Health Equity
teams have worked diligently to investigate and develop a plan to transition our current race and ethnicity
configuration and transition our system from the CDCREC to the OMB race and ethnicity standards. The
aim is to transition our system in the end of calendar year 2023 and if there is any further changes by OMB
in 2024, we will continue to adhere to OMB Standards.

SoCIAL DRIVERS/DETERMINANTS OF HEALTH DATA

There are substantial evidence that social drivers/determinants of health (SDOH) are the environmental
conditions where people are born, learn, work and age that affect their health and quality of life outcomes
and risks. Many providers, health plans and regulatory and accrediting agencies, such as CMS, Covered
California, Department of Health Care Services (DHCS), and National Committee for Quality Assurance
(NCQA), see the benefits of SDOH member data collection and have begun to add requirements for the
health plan. In order to capture the importance of identifying members’ SDOH, an objective was added to
the HEDMP, stating we would, “strengthen the collection and linkages of Social Determinants of Health
(SDOH) information on need for food, housing, and transportation among L.A. Care members (Health
Equity Zone 2, objective 3).

As a result, L.A. Care implemented a multipronged strategy to ensure SDOH data capture. Below are
activities in support of the HEDMP objective.

1. Communications: Provider communications were sent explaining the importance for prioritizing
and capturing patients’ SDOH information for food, housing, and transportation. Different
modalities of communication were used including a fax blast, memo and newsletter article.

2. Trainings: L.A. Care hosted two SDOH provider trainings on June 15, 2023 (60 attendees) and
August 23, 2023 (206 providers). The trainings provided health care providers and their staff with
an overview of the ICD-10-CM SDOH Z codes and the 25 Z codes prioritized by DHCS. Common
challenges providers encountered with reporting Z codes and strategies to address these challenges
were also discussed. A number of resources were also highlighted for the providers to utilize
including L.A. Care Community Link, the 12 L.A. Care and Blue Shield Promise Community
Resource Centers (CRCs) as well as information and referrals for Enhanced Care Management
(ECM), Homeless and Housing Support Services Program (HHSS), Medically Tailored Meals
(MTM) and Doula Support.

3. SDOH Incentive Measure: An SDOH Value Initiative for IPA Performance (VIIP) and Pay for
Performance (P4P) measure was introduced in 2022 and will be incentivized for 2023.

4. Internal Data Capture: Creating an internal SDOH dashboard to aggregate unstructured member
data, such as transportation authorizations, to help identify members’ social needs is underway.
Part of L.A. Care’s SDOH philosophy is to help alleviate some of the burden from providers in
collecting and addressing members’ social needs by utilizing current data that may not be in the
form of ICD-10 Z codes.
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SEXUAL ORIENTATION AND GENDER IDENTITY (SOGI) DATA COLLECTION

L.A. Care is prioritizing the collection of Sexual Orientation and Gender Identity (SOGI) data.
Additionally, DHCS and Covered California’s new contracts also require health plans to submit evidence
of successful NCQA Health Equity Accreditation, which includes the SOGI data collection efforts.

L.A. Care Customer Solution Center’s (CSC) staff began to collect this data in February 2023. L.A. Care’s
CSC department directly collects member SOGI information when members call-in to L.A. Care’s Member
Services CSC. Prior to this date, CSC staff were trained on how to respectfully collect this data from
members. The training included explaining what SOGI is, why we are collecting this information i.e. for
better member care and high member satisfaction, SOGI health disparities data, dispelling staff and member
myths about SOGI collection, common scenarios and what L.A. Care does with the information. Based on
staff post-survey results, 87% of staff stated the training was satisfactory i.e. excellent, very good and good.

Based on the data collected, L.A. Care was able to begin analyzing for disparities among those that provided
their sexual orientation status as the populations were big enough to compare. Health Effectiveness Data
Information Set (HEDIS) measures were used to begin to identify any health outcome differences.
However, because this is still a subpopulation of the larger L.A. Care member population, it would be too
early to apply the trends we are seeing to the entire member population. However based on current results
for both controlling blood pressure and Hemoglobin HbA1C Control (<8.0%), the data showed lesbian or
gay population has lower rates for both measures. As we continue to get more data, we will better be able
to identify disparities for the entire population.

GUN VIOLENCE PREVENTION SUMMIT AND OTHER INITIATIVES

L.A. Care Health Plan partnered with Los Angeles County Office of Violence Prevention (OVP), under
Department of Public Health (DPH). We convened a Gun Violence Prevention Summit on December 9,
2022. Speakers included Dr. Deborah Prothrow-Stith, Dean of College of Medicine, Charles R. Drew
University and Dr. Susan Stone, L.A. Care Physician, Senior Medical Director and E.R. physician and the
moderators included John Baackes, L.A. Care CEO and Dr. Barbara Ferrer, Los Angeles County Public
Health Director. The summit goal was to convene multiple sectors and subject matter experts to raise
awareness that gun violence as a significant public health crisis. Key stakeholders discussed the impact of
multiple forms of gun violence across communities in order to understand opportunities for healthcare to
support actionable prevention strategies, work together to improve policies and practices, and identify
additional resources needed to ultimately decrease gun violence deaths and life-altering injuries. Over 55
registered participants attended the summit representing the fields of health care, mental health, public
health, and academia, plus advocates, survivors, and leaders from faith-based and community-based
organizations attended the summit. The following recommendations were provided at the summit: continue
to include and amplify the voice of survivors, train medical professionals on firearm screening and help
communities secure long-term funding to showcase best strategies and practices. Since the summit, L.A.
Care Health Plan has been involved in other ways such as creating a L.A. Care Gun Violence website
displaying communication resources for members.

L.A. Care Health Plan also hosted a CME training on May 11, 2023. The training, “Prioritizing Patient
Safety by Reducing Firearm Injury & Death: What Clinicians Can Do” was presented by Dr. Amy
Barnhorst, MD, Director of The BulletPoints Project. The main objectives of the training consisted of the
following: (1) identify risk for firearm-related harm (2) summarize ways to engage with patients to reduce
the risk of firearm related harm (3) specify how to have culturally appropriate and respectful conversations
with patients and their families to reduce firearm related risk and (4) describe available interventions for
patients at risk of firearm-related harm. There was a total of 132 attendees with 62 CMEs earned. A post-
survey showed a majority of participants (95%) rated the training Excellent or Very Good (10-9). Eighty
seven percent of post-survey respondents responded that the presentation was well presented and Dr.
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Barnhorst was able to communicate subject knowledge. The majority (89%) of survey respondents stated
they would be able to identify patients’ risk for firearm-related harm in their practice and describe
interventions available as a result of this training. The webinar successfully educated and informed
providers on firearm safety and potential interventions. We plan to continue to partner with Dr. Barnhorst
and the BulletPoints Project in other training opportunities.

More recently, we have worked with public officials (Supervisor Janice Hahn’s office and LA County
Sherriff) to support their gun buyback and safety event in Bellflower on September 30, 2023. This initial
engagement was viewed as great success by everyone.

COMMUNITY HEALTH INVESTMENT FUND AND MOVING TOWARDS HEALTH EQUITY

L.A. Care continues to invest in under-resourced communities through our Community Health Investment
Fund (CHIF) grants. The CHIF grants help to further advance L.A. Care’s health equity goals with
resources provided to the community. Below are two of the CHIF grants launched this fiscal year and they
specifically focus on black birthing disparities and the adverse impact of poverty.

e GAAINS - Generating African American Infant and Nurturers Survival Initiative I1:
Community Benefits department launched CHIF’s second installment of Generating African
American Infant and Nurturers Survival Initiative 11 (GAAINS I1). This year L.A. Care committed
$1.225 million to benefit ten community-based organizations. Projects under this grant will reduce
structural barriers that impede medical treatment and social supports, and produce positive
outcomes at the individual, community/clinic, and/or systems level. The GAAINS initiative
enhances the culturally congruent resources available to L.A. Care’s Black/African American
members.

The ten grantees awarded were:
¢ Antelope Valley Partners for Health (AVPH) — Antelope Valley
o Beauty for Ashes Maternal Wellness Inc. — Antelope Valley, South L.A., South Bay
o Breastfeeding Taskforce of Greater Los Angeles — Carson, Long Beach, Gardena,
Torrance
California Coalition for Black Birth Justice — Antelope Valley, South L.A., South Bay
Community Health Alliance of Pasadena — Alhambra, Pasadena, Foothill
CinnaMoms — Los Angeles County
Diversity Uplifts, Inc. — Los Angeles County
Happy Mama Healthy Baby Alliance — San Fernando Valley, Alhambra, Pasadena,
South L.A., Long Beach
Maternal Mental Health NOW — Los Angeles County
e St. John’s Community Health — South L.A.

e AEM Advancement Economic Mobility Initiative:
L.A. Care Health Plan released its first Advancing Economic Mobility (AEM) Initiative in July
2023. AEM Initiative supports nonprofit organizations that execute and promote strategies for L.A.
County residents from under resourced communities that move them toward upward economic
mobility. Specifically, this initiative is focused on facilitating pathways that lead to high demand
and/or high growth careers or support for entrepreneurs that result in increased supplemental
income or earning full-time wages that meet L.A. County Living Wage Standards and create
economically secure households. This initiative is rooted in the belief that L.A. County residents
and families from traditionally economically underserved communities deserve opportunities to
maximize their potential to lead healthy lives free from dependence upon social systems.
Additionally, increasing economic mobility ultimately can serve as a catalyst for building
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generational wealth and/or balancing economic power. Income security and economic mobility are
critical social determinants of health.

MEMBER EQUITY COUNCIL GOALS

The Member Equity Council identified areas to improve equity at different leverage points to ultimately
improve poor health outcomes. For the past three years, the Member Equity Council goals focused on:
ensuring effective member input (Component 1: Member Voice); focusing on social determinants of health
(SDOH) (Component 2: SDOH); maintaining resources to community partners (Component 3: Health Plan
as a Community Partner); establishing and leveraging partnerships to advance equity (Component 4:
Systemic Change); and health disparities (Component 5: Equitable Health). There were a total of 16 goals
this year. The goals included those that are required as part of regulatory and accreditation requirements
as well as “stretch” goals and goals that are not required, but that this council believe will help to advance
our efforts in improving members’ health equity.

QUALITY IMPROVEMENT HEDIS HEALTH DISPARITIES 2023

Every year L.A. Care Health Plan reports on the quality of care delivered to L.A. Care Health Plan members.
Since Reporting Year 2018, L.A. Care’s Quality Performance Management (QPM) Department has
provided a dashboard that includes functionality for users to view the final HEDIS rates broken down by
various sub-categories. HEDIS rates can be viewed by direct line of business (DLOB), Service Planning
Area (SPA), L.A. Care Regional Community Advisory Committee (RCAC) geographic areas,
race/ethnicity, and both spoken and written language.

The report represents an analysis of select HEDIS measures to highlight our commitment to review, analyze
and identify opportunities to support our members and providers to achieve better and more equitable
quality of care. The measures analyzed includes controlling blood pressure, colorectal cancer screening,
HgA1C control of <8.0% for people with diabetes, timeliness of prenatal care, postpartum care and well
child visits. These measures are pulled from the main HEDIS dashboard with all the measures, and includes
a summary of final measurement year 2022 HEDIS rates for those select measures stratified by
race/ethnicity, language and, new this cycle, sexual orientation and gender identity (SOGI) for certain
measures. The select measures include priority-overlapped measures from Department of Health Care
Services, Managed Care Accountability Set (MCAS), Department of Managed Health Care (DMHC),
Covered California and National Committee for Quality Assurance. These measures are also internal
priorities as well as those measures included in L.A. Care’s Population Health Management Index.

This year’s report needs to be viewed in light of the on-going pandemic and utilizes the federal Office of
Management and Budget’s (OMB) race and ethnicity stratification. This includes the addition of Native
Hawaiian and Other Pacific Islander, American Indian and Alaska Native, Hispanic or Latino population
and American Indian and Alaska Native without the Hispanic or Latino ethnicity.

The full report is included in the Appendix, after the “Look Forward” section.

RESULTS

MEMBER EQUITY COUNCIL GOALS

This FY, L.A. Care met ten of its 16 Member Equity Council goals. Four are currently in progress, but
expected to be met in the next fiscal year. Two goals were not met including closing disparity gaps on
timeliness for prenatal care and COVID vaccination disparities. Results for Member Equity Council goals
are below.
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Component 1: Member Voice

a) Internal L.A. Care teams will bring at least 3 projects/programs to the Member Equity Council’s
newly formed sub-committee Consumer Health Equity Council (CHEC) that is comprised of
members for feedback and there is at least 1-2 changes made by business unit as a result.

Progress — Complete
e Care Management topic presented on 3/25/2023. Gun Violence Prevention and
HEDM Plan presented on 6/22/2023. Translation and interpretations year review
presented at 9/28/2023 meeting.
b) Establish internal committee to interview and select new CHEC member cohort.
Progress — Completed
e Eight members selected for the CHEC New Member Orientation as of 1/26/2023.
c) Collaborate with Elevating Customer Experience cross-functional team (CFT) on member
feedback survey & CAHPS survey. Analyze new Equity questions in CG-CAHPS.
Progress —Completed
e New equity questions results presented at 9/27/2023 Member Equity Council
meeting and at Quality Improvement Health Equity Committee (QIHEC) on
11/21/2023. The three new questions added in CG-CAHPS survey and the results
for the combined clinic, provider, PPG and Plan Partner average are below.

0 Question 1: In the last 12 months, how often have you been treated unfairly

at this provider’s office because of your race or ethnicity?
= Adults: 90.8%
= Children: 91.7%

0 Question 2: In the last 12 months, how often were you treated unfairly at

this provider’s office because you did not speak English very well?
= Adults: 91.5%
= Children: 92.1%

0 Question 3: Using any number from 0 to 10, where 0 means that you do
not trust this provider at all and 10 means that you trust this provider
completely, who number would you use to rate how much trust this
provider?

= Adults: 70.7%
= Children: 73.9%

b) Created a new Quality Improvement Health Equity Committee (QIHEC). QIHEC is unique in that
this committee includes participation from staff, network providers and members and all the
stakeholders will have an opportunity to hear and voice their perspectives in one venue.

Progress —In progress
e In progress. First meeting to occur on 11/21/2023.

Component 2: SDoH
a) Increase the number of providers using Z-codes by 10% by FY 2022-23 end.
Progress — Complete
o Reviewed at April 2023 MEC meeting.
b) Hold one training/listening session to inform about new Z-code requirements by FY 2022-23 end.
Progress — Complete
e Two trainings held on June 15 and August 23 2023.
c) Increase the number of L.A Care members receiving housing related community supports (related
to HHIP metric 3.4)
Progress — In progress
e Currently only have baselines provided to DHCS. New numbers will not be updated until
Oct/Nov.
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d) Increase the number of homeless members receiving ECM (related to HHIP metric 3.3).
Progress — In progress
e Currently only have baselines provided to DHCS. New numbers will not be updated until
Oct/Nov.

Component 3: Health Plan as Community Partner
a) Community Benefit’s: Invest at least $500,000 in community organizations providing progressive
and innovative economic security strategies for under-resourced residents of Los Angeles County.
Progress — Complete
o Community Benefits released new income security initiative entitled the Advancing Economic
Mobility Initiative on 7/31. Reviewed applicants on 9/8/2023.
b) Educate on and promote gun violence prevention (GVP) by amplifying messaging from Office of
Violence Prevention (OVP) and host a firearm safety training for clinicians during FY2022-23.
Progress — Complete
e Training held on 5/11/2023 (132 attended, 62 CME credits provided). Health Equity
department posted the GVP information on L.A. Care website on 4/19/2023. Ongoing OVP
partnership during June’s GVP month as well as in November for an in-person CME training.

Component 4: Systemic Change
a) Achieve NCQA Health Equity Accreditation in early 2024.
Progress — In progress
o Evidence submission due in December 2023.
b) Capture member data on sexual orientation and gender identity (SOGI) in L.A. Care IT systems.
Progress — Complete
e Launched 2/16/2023.
c) Create Health Equity Impact Assessment Tool to review, and evaluate Health Services policies and
procedures. Implement tool for 1-2 projects presented by L.A. Care team for review.
Progress — Complete
e Tool shared with QI department for editing and piloting the tool. Presented QI example at
6/28/2023 Member Equity Council meeting. Presented at external Technical Advisory
Committee (TAC) meeting on 8/24/2023. Received and implemented TAC feedback.

Component 5: Equitable Health
a) Achieve HEDIS metric goals for disparity measures in Population Health Management Index
(PHMI) by FY 2022-23 end (Prenatal Care, Diabetes, and Cardiovascular Disease).
Progress — Not Met

e Met diabetes and cardiovascular goal, but did not meet the prenatal goal. Table 1 shows the
results.
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Table 1: Population Health Management Index Disparity Goals and Results

b) L.A. Care will increase internal COVID vaccination rates by 5% by FY 2022-23 end,
e Overall vaccination rate goal for all membership is 63%, as of 10/23, 61%
e Black/African Americans member vaccination rate goal is 50%, as of 10/2023 47%
¢ AIAN member vaccination rate goal is 58%, as of 10/2023, 55%
Progress — Not met
o Despite L.A. Care efforts to continue to encourage Black, Indigenous and People of Color
(BIPOC) communities to get vaccinated, the outcome was improved, though fell short of the
aspirational goals.
c) Implement at least two COVID-19 member outreach campaigns. Campaigns may include robo-
call/texting and/or PSAs/communications initiatives i.e. billboards, social media, etc.
Progress — Complete
o Launched the Lenoard Nimoy campaign, social media campaign, and IVR calls.

LOOKING FORWARD

In FY 2023-24, L.A. Care Health Plan will focus on the HEDMP. Specifically, L.A. Care will address key
health disparities by focusing on childhood immunization measures, supporting black birthing individuals,
and the unhoused population with the implementation and expansion of the street medicine program. Also,
L.A. Care will continue to work closely with internal and external stakeholders to develop a Diversity,
Equity, and Training Program (DEI) in 2024. The focus of this DEI training is to encompass sensitivity,
diversity, and cultural competency, health equity training, for all L.A. Care staff, our provider network and
member-facing contractors. The objective is to create a better relationship and connectivity with L.A.
Care’s diverse membership including across populations disadvantaged by the system. The trainings can
create an inclusive environment within the organization and externally with providers, and other
community-based contractors and staff with lived experience. Ultimately, the hope is to improve member
outcomes by enhancing access to care, reduction of health disparities, and overall better quality of care.

Another focus for Health Equity is improvement of data collection and analysis. Particularly, with race,
ethnicity, and language (REaL) and sexual orientation and gender identity (SOGI) data. L.A. Care is
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currently researching opportunities to improve our member demographic data collection. In 2023, L.A.
Care hosted trainings for providers to train how to submit for Z codes. In the next FY, L.A. Care will
continue to train providers to increase the number of providers utilizing SDOH screeners, and their EHR
system to improve SDOH data collection by leveraging peer-to-peer learning and sharing best-practices
during virtual webinars.

As L.A. Care continues to strive towards achieving high care quality and health equity for those living in
Los Angeles County, we believe that we are constantly innovating and looking for opportunities to spark
innovation and creativity, partner with community stakeholders while holding ourselves accountable.

Appendix - L.A. Care Quality Improvement HEDIS Health Disparities 2023

Every year L.A. Care Health Plan reports on the quality of care delivered to L.A. Care Health Plan members.
Since Reporting Year (RY) 2018, L.A. Care’s Quality Performance Management (QPM) Department has
provided a dashboard that includes functionality for users to view the final Health Effectiveness Data
Information Set (HEDIS) rates broken down by various sub-categories. HEDIS rates can be viewed by
direct line of business (DLOB), Service Planning Area (SPA), L.A. Care Regional Community Ad