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Mission

The Department’s mission is to provide Californians with
access to affordable, high-quality health care, including
medical, dental, mental health, substance use treatment

services, and long-term care.

Our vision is to preserve and improve the
physical and mental health of all Californians.

CoreValues

Integrity

Service
Accountability
Innovation
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Message from the Director

The Department of Health Care Services is the backbone of California’s health care safety net, helping millions of low-income and disabled
Californians each and every day. We work hard to effectively use state and federal funds to operate the Medi-Cal program and ensure that high
quality, efficient health care services are delivered to our members. Each day, our more than 3,000 employees work in pursuit of our top goal —
to preserve and improve the health status of all Californians.

Our task is immense. We currently fund health care services for more than 8.5 million Medi-Cal members, a number that will approach 10 million
with the full implementation of the Affordable Care Act (ACA). Our success is made possible only through collaboration and cooperation with
dozens of partners. We work with a wide array of health care providers to supply the human touch for our Medi-Cal members. We communicate with
county and federal officials to ensure that those without health coverage have access to vital health services. We collaborate with many other state
agencies and organizations as we invest nearly $70 billion for the care of low-income families, children, pregnantwomen, seniors, and persons
with disabilities.

DHCS is constantly seeking to improve its services. For example, to make our services easier to access as well as to become more efficient with
precious state resources, we are transitioning many of our members to a more organized system of managed care, where services will be
coordinated to serve the whole person with the right care at the right time, all combining to help secure better health outcomes. With managed
care, we are working to ensure that Medi-Cal members have patient-centered, coordinated care and are keenly aware of their choices.

DHCS is also positioning itself to attain maximum benefit from the opportunities of the ACA. The Governor is leading California toward Medi-Cal
expansion and our coverage of a significant number of newly eligible individuals. They will receive the comprehensive benefits currently provided
by Medi-Cal, including medical and dental care, county-administered comprehensive specialty mental health services, county-supported
substance use disorder services, and long-term care services.

Our new strategic plan is our guide to determine the appropriate strategies that will help us capitalize on upcoming changes to health care
delivery, while allowing us to maximize our efficiency and our positive impact on the health care system. The strategic plan defines our strong
commitments to our three main constituencies - the people we serve, the public, and our employees.

The commitments in our strategic plan support our dedication to enhancing the consumer experience, improving health outcomes, lowering the
cost of care, fostering a positive work environment for DHCS employees, and adhering to our core values of integrity, service, accountability,
and innovation.

We will periodically review and update our strategic plan based upon the changing health care environment. Comments and feedback on the
plan are valued and will be taken into consideration as the Department moves forward with implementing the plan. Comments may be directly
submitted to StrategicPlan@dhcs.ca.gov.

On behalf of all DHCS employees, we are pleased to serve the people of California and look forward to your partnership in advancing the health
and well-being of residents of the Golden State.

Toby Douglas
Director
Department of Health Care Services
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Introduction

The California Department of Health Care Services (DHCS) administers publicly financed health insurance and safety net programs.
DHCS executive staff began its strategic plan development process in January 2012. Our efforts focused on fulfilling our mission to
provide eligible Californians with access to affordable, high-quality health care, realizing our vision to preserve and improve the
physical and mental health of all Californians, and sustaining our core values of integrity, service, accountability, and innovation.

From the beginning, we envisioned a strategic plan that would serve as a guide to determine the appropriate strategies that would help
us capitalize on upcoming changes to health care delivery, purchasing, and innovation, while allowing us to maximize our efficiency
and positive impact on the health care system. The strategic plan defines our strong commitments to our three main constituencies —
the people we serve, the public, and our employees.

The commitments in our strategic plan support our dedication to enhancing the consumer experience, improving health outcomes,
lowering the cost of care, fostering a positive work environment for DHCS employees, and adhering to our core values of integrity,
service, accountability, and innovation.

The following pages describe DHCS' role in state government, the state’s health care delivery system, and key trends that influence
DHCS' programs. DHCS addresses these important issues through its mission, vision, core values, and goals.

DHCS' Role in California’s Health Care Delivery System

DHCS' programs serve more than 8.5 million Californians. One in five Californians receive health care services financed or organized by
DHCS, making the department the largest health care purchaser in the state. DHCS invests approximately $70 billion in public funds to
provide low-income Californians with access to affordable, high-quality health care, including medical, dental, mental health, substance
use disorder services, and long-term services and supports.

DHCS programs emphasize prevention-oriented health care that promotes health and well-being. This is done to: a) serve those with
the greatest health care needs through the appropriate and effective expenditure of public resources, with a focus on improving the
health of all Californians; b) enhance quality, including the patient care experience, in all DHCS programs; and c) reduce the
Department’s per capita health care program costs. DHCS programs provide members with medical, dental, mental health, substance
use disorder services, and long-term services and supports. DHCS also administers programs for underserved Californians, including
farm workers and American Indian communities.

(Ilf’ irnta )pl[l’lllnl"!.

HealthCarcServices sTRATEGICPLAN 4



(&

DHCS' Role in California’s Comprehensive Health Care Reform

DHCS will play a major role in helping Californians realize the benefits of the Affordable Care Act (ACA). Governor Brown has committed to
implementing the ACA's optional Medi-Cal expansion for uninsured, childless adults. As a result, the Department will see a significant increase
in Medi-Cal enrollment and responsibility for coverage. We are putting into place effective systems that will support this growth in ways that
provide quality care and yield financial benefits to the state. We are also working closely with our county partners to share the responsibility
of the costs associated with maintaining a vibrant safety net and caring for those who remain uninsured after the implementation of federal
health care reform in January 2014.

DHCS' Role in the California Health and Human Services Agency

DHCS is one of 13 departments within the California Health and Human Services Agency (CHHS) that provide a range of health care
services, social services, mental health services, alcohol and drug treatment services, income assistance, and public health services to
Californians. The CHHS Action Plan contains the following five goals that help guide DHCS’ work:

= Every child will live in a safe, stable, and permanent home, nurtured by healthy families and strong communities.

Every Californian will have access to high quality, affordable health care coverage.

California will support and value healthy lifestyle behaviors, particularly physical activity and healthy eating, to improve health
outcomes and reverse the upward obesity trend.

Disabled and aged Californians will have the opportunity to live in their own homes and communities, rather than institutional
settings, in the most integrated setting possible.

California will be maximally prepared to prevent and respond to natural or intentional disasters, including acts of terrorism.

DHCS plays a significant role in achieving these goals. DHCS' strategic plan reflects the unique policy and operational contributions DHCS
can make in furthering CHHS' goals.
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California Department of Health Care Services
Strategic Plan 2013-2017

MISSION AND VISION

The Department’s mission is to provide Californians with access to affordable, high-quality health care,
including medical, dental, mental health, substance use treatment services, and long-term care. Our vision
is to preserve and improve the physical and mental health of all Californians.

CORE VALUES

The Department’s mission and vision are imbued by its core values of integrity, service, accountability, and
innovation. These core values are linked to clear professional standards for all Department managers and
employees.

CaliFornia Departmene af
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COMMITMENTS

The Department makes the following commitments in this strategic plan:

To the People We Serve:

The Department will:

Q Improve the consumer experience so individuals can easily access high quality health care when they need it, where they need it,
at all stages of life.

Q Treat the whole person by coordinating and integrating medical, dental, mental health, substance use treatment services, and
long-term care.

0 Improve and maintain health and well-being through effective prevention and intervention.

0 Develop effective, efficient, and sustainable health care delivery systems.

To the Public;

The Department will:
Q Ensure there is a viable health care safety net for people when they need it.
0 Maintain effective, open communication and engagement with the public, our partners, and other stakeholders.
0 Hold ourselves and our providers, plans, and partners accountable for performance.

0 Be prudent, responsible fiscal stewards of public resources.

To Our Employees:

The Department will:
0 Foster a healthy, positive, and respectful work environment.
0 Focus on communication, collaboration, teamwork, and effective decision-making.
0 Recognize and show appreciation for dedication, innovation, and excellence.
Q Provide opportunities for professional learning and growth.

Through our mission, vision, core values, and commitments, we will contribute to a healthier California.
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Commitments, Strategies and Actions

This section defines broadly how each commitment will be achieved (the strategies) as well as the specific Department
initiatives necessary to achieve each strategy (actions).

To the People We Serve:

Commitments:

Actions:

1. Improve the consumer experience so
individuals can easily access high quality
health care when they need it, where they
need it, atall stages of life.

Strategies:

1.1 Improve the enrollment
experience

1. Streamline eligibility and health plan enrollment.

2. Monitor eligibility and access.

3. Establish a continuous quality improvement (CQI)
process to identify and address problems.

1.2 Enhance outreach and
education

1. Educate members to make better decisions about
their health care.

2. Engage in culturally-appropriate outreach and
education.

1.3 Provide efficient and
effective customer
service

1. Expand options for consumers to contact and receive
assistance from the Department.

2. Provide easy-to-use, web-based vehicles to submit
forms, applications, and payments.

2. Treatthe whole person by coordinating
and integrating medical, dental, mental
health, substance use treatment services,
and long-term care.

2.1 Support integrated
linkages between
systems of care

1. Encourage coordinated and integrated delivery of
medical, dental, mental health, substance use
treatment services, and long-term care.

2. Ensure every member has a medical home.

3. Strengthen electronic health record (EHR) use, content,
and system integration.

3. Improve and maintain health and well-
being through effective prevention and
intervention.

3.1 Address quality,
population health, and
outcomes across
systems of care

1. Implement the Department’s Quality Strategy.

2. Improve care management by enhancing attention to
primary, secondary, and tertiary prevention.

3. Improve the quality and timeliness of data collection
and analysis to enable rapid-cycle quality improvement.

CaliFornia Departmene of
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To the People We Serve (continued)

Commitments:

Strategies:

Actions:

3.2 ldentify and eliminate
disparities in health
outcomes

. Perform ongoing assessment of health disparities.

. Address disparities through policies and programs.

3.3 Base clinical policies
on principles of
effectiveness and value

. Foster the use of evidence-based medicine throughout

the care delivery system, including medical, dental,
mental health, substance use treatment services, and
long- term care.

. Advance the use of methods, such as value-based

purchasing, which take into account effectiveness
and cost.

4. Develop effective, efficient, and

sustainable health care delivery systems.

4.1 Design delivery
systems and payment
strategies to drive
improved quality and
outcomes

. Adopt and utilize evidence-based health care policies

and utilization management criteria.

. Provide effective incentives and disincentives to

improve quality of care.

. Explore and implement new models of care, including

medical, dental, mental health, substance use
treatment services, and long-term care.

4.2 Through effective
oversight, ensure
program integrity and
compliance

. Measure the health status of members to better

assess successes and areas for improvement.

. Enhance education and training for providers to

improve efficiency and reduce waste.

. Develop and utilize streamlined and, when possible,

automated utilization management and oversight
methods.

CaliFornia Departmene of
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To the Public:

Commitments:

Strategies:

Actions:

5. Ensure there is a viable health care 5.1

safety net for people when they need it.

Continuously measure
access and address
sufficiency of providers

1. Make it easier for providers to participate in Medi-Cal.

2. Develop payment and programmatic policies that
ensure access to services.

5.2

Manage financing to
support adequate
network of safety net
providers

1. Ensure reimbursement and payment policies consider
needs of providers serving underserved populations.

2. Improve coordination of care to increase cost
effectiveness.

3. Maximize federal funding.

6. Maintain effective, open
communication and engagement with the
public, our partners, and other
stakeholders.

6.1 Engage and

communicate
effectively with
stakeholders

1. Implement processes to better manage stakeholder
communication and message coordination, in advance
of and during the Department’s initiatives.

6.2

Make information
readily available to
people who need it

1. Improve communication with stakeholders, including
through various technologies and other outreach
formats.

2. Proactively communicate the value our programs
provide to Californians.

7. Hold ourselves and our providers, 11

plans, and partners accountable for
performance.

Use metrics tied to
performance for

providers, health
plans and partners

1. Ensure all contracts contain metrics of accountability.

2. Use metrics tied to payment to drive value and quality.

3. Strengthen contracts with managed care plans to raise
their role in oversight and monitoring of their contractors.

4. Assess the patient experience across the full range of
health care services.

7.2

Hold ourselves
accountable to our core
values, professional
standards and
commitments.

1. Define performance measures for DHCS and use
them to drive continuous improvement in
performance.

2. Report publically on our performance as a Department.

CaliFornia Departmene of
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To the Public: (cont.)

Commitments: Strategies: Actions:
8. Be prudent, responsible fiscal stewards | 8.1 Leverage our role to 1. Maximize the use of project management tools to
of public resources. drive improvements encourage improvements in quality and efficiency.

in quality and efficiency

Pl PAhealth care 2. Implement payment structures that support efficient

health care delivery systems.

system
8.2 Through effective 1. Identify and prioritize areas to reduce waste, fraud,
oversight, ensure and abuse.
rogram integrity and .
prog . oy 2. Ensure that our policies and procedures support
compliance

provider efficiency.

3. Identify and improve high priority business practices.

4. Ensure oversight and compliance in:
1) state and federal laws and regulations
2) program standards
3) contractual requirements

CaliFornia Departmene of
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To Our Employees:

Commitments:

9. Foster a healthy, positive, and respectful
work environment.

Strategies:

9.1 Embrace our core
values and professional
standards, and hold
people accountable to
them

Actions:

1. Promote our core values and professional standards

throughout the organization.

. Provide training and coaching on core values.

. Provide opportunities for regular feedback on core

values throughout the organization.

9.2 Promote workplace
wellness

. Actively engage and support state employee workplace

wellness efforts.

10. Focus on communication, collaboration,
teamwork, and effective decision-making.

10.1 Strengthen
collaboration across
the organization

. Set clear expectations by upper management on the

importance of collaboration.

. Create a thriving culture and adopt a continuous

learning model throughout the organization.

. Improve communication throughout the organization,

using various technologies and tools.

10.2 Build trust by
empowering people
with responsibility

. Clarify decision making roles and delegated authority

throughout the organization.

. Provide training opportunities to support effective

facilitation, collaboration, teamwork, delegation, and
decision making.

10.3 Improve performance
management

. Establish clear performance expectations at all levels.

. Provide timely, fair, and accurate performance feedback.

11. Recognize and show appreciation for
dedication, innovation, and excellence.

11.1 Provide meaningful
and specific
recognition of
individual and team
accomplishments

. Provide opportunities to recognize employees both

formally and informally.

. Report publically on our performance as a Department.

12. Provide opportunities for professional
learning and growth.

12.1 Encourage and create
opportunities for
employees to lead
projects.

. Encourage and create opportunities for employees to

lead projects.

. Report publically on our performance as a Department.

12.2 Investin professional
training and
development

. Use annual Individual Development Plans to help

employees grow and develop professionally.
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Commitments

Provide
opportunities
for learning
and growth

Recognize and Treat the whole
appreciate person by
excellence integrating care

Improve the
consumer
experience

Focus on
communication,
teamwork,
and effective
decisions

Improve
prevention
and early

intervention

Develop effective,
efficient, and
sustainable

delivery systems

Foster a healthy,
positive work
environment

Calite i partment of

HealthCéreServlces

\C
Be prudent, TO the P\.\b\\ Ensure a viable
responsible health care

fiscal stewards safety net

Effectively
engage the
public and our
partners

Hold ourselves
accountable for

performance
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Introduction and Background

The Department of Health Care Services (DHCS) is placing a renewed emphasis on achieving high
quality and optimal clinical outcomes in all departmental programs. This focus aligns closely with the
Department’s vision: to preserve and improve the physical and mental health of all Californians. To help
achieve this vision, we are building upon the DHCS Strategy for Quality Improvement in Health Care,
2012 (referred to hereafter as the DHCS Quality Strategy), which describes the goals, priorities, guiding
principles, and specific programs related to quality improvement (QI). Click here to view the DHCS
Quality Strategy, 2012.

Why the renewed emphasis on quality and outcomes in DHCS? Most importantly, we have an ethical
obligation to provide the best possible care and service to Californians and to be responsible stewards
of public funds. Second, the Department is implementing a five-year Section 1115 Medicaid Waiver,
titled “A Bridge to Reform,” that seeks to improve clinical quality through better coordination of care for
vulnerable populations, care delivery redesign, population-focused interventions, and enhanced patient
safety. By improving quality, these efforts will help to bend the health care cost curve. Third, on May 3,
2012, Governor Brown issued Executive Order B-19-12, establishing the Let's Get Healthy California
Task Force to “develop a 10-year plan for improving the health of Californians, controlling health care
costs, promoting personal responsibility for individual health, and advancing health equity.”* In
December 2012, the Task Force issued a report with recommendations for how the state can make
progress toward becoming the healthiest state in the nation over the next decade, and health care
system redesign was highlighted as an important goal in the report. > The DHCS Quality Strategy
supports the goals outlined in the Let’'s Get Healthy California Task Force Final Report (see Appendix A
for a summary of how DHCS QI activities align with the six goals of the Let's Get Healthy California Task
Force Final Report). Finally, the Affordable Care Act (ACA) (P.L. 111-148)° addresses many important
health care quality issues in domains such as prevention and health promotion, patient safety,
coordinated and complex care, community health, and new care delivery models.

Development of the DHCS Quality Strategy, 2012

The initial version of the DHCS Quality Strategy was developed and produced with statewide
stakeholder input in November 2012, using the National Strategy for Quality Improvement in Health
Care (National Quality Strategy or NQS) as a foundation and yet tailoring to the needs of the diverse
California population and health care delivery system (see Appendix B for a summary of the NQS).
Because QI is challenging and resource-intensive, it is important to look for areas of vertical alignment—
meaning consensus at the federal, state, regional, and provider levels. The NQS used an extensive and
broad stakeholder engagement process, making it a reasonable starting point for the DHCS Quality
Strategy.

! Executive Order B-19-12, May 3, 2012.

% Let's Get Health California Task Force Final Report, December 19, 2012.

® patient Protection and Affordable Care Act, Public Law No. 111-148, enacted March 23, 2010.
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Three Linked Goals

Consistent with the Institute for Healthcare Improvement’s Triple Aim and the Three Aims of the NQS,
the DHCS Quality Strategy is anchored by Three Linked Goals:

1. Improve the health of all Californians;

2. Enhance quality, including the patient care experience, in all DHCS programs; and

3. Reduce the Department’s per capita health care program costs.

The Three Linked Goals are integral to the development, implementation, and ongoing updates of the
DHCS Quality Strategy.

The Department’s Seven Quality Strategy Priorities

The seven priorities of the DHCS Quality Strategy are to:
Improve patient safety;

Deliver effective, efficient, affordable care;
Engage persons and families in their health;
Enhance communication and coordination of care;
Advance prevention;

Foster healthy communities; and

Eliminate health disparities.

NoahkwNpE

The first six priorities are similar to those in the NQS since they are relevant to public- and private-sector
care delivery across many patient populations. The seventh priority, “Eliminate Health Disparities,” is
particularly significant for the population served by DHCS programs, including Medi-Cal, and it is very
similar to the NQS Principle #3—a cross-cutting commitment to eliminate disparities due to
race/ethnicity, gender, age, socioeconomic status, geography, and other factors. The order of the seven
priorities does not indicate prioritization, because all are needed equally to drive QI system-wide.

Development of the DHCS Quality Strategy, 2013

DHCS is committed to updating the DHCS Quiality Strategy annually to reflect the best evidence, policy,
and practice in health care. To inform the development of the DHCS Quality Strategy, 2013, we
conducted an assessment to inventory the Department’s QI activities. The inventory sought to: 1)
establish a Department-wide baseline of QI activities in three areas: clinical care, health promotion and
disease prevention, and administration; 2) identify quality metrics collected by DHCS but which were not
specifically linked to QI activities; 3) identify gaps in QI activities; and 4) obtain recommendations for
future QI efforts. The baseline assessment was conducted as part of the Medi-Cal Quality Improvement
Program (MCQuIP), supported through an Interagency Agreement with the Institute for Population
Health Improvement (IPHI) at the UC Davis Health System. The final report is titled Baseline
Assessment of Quality Improvement Activities in the California Department of Health Care Services:
Methods and Results.

Table 1 provides a high-level synthesis of DHCS QI activities gathered during and following the baseline
assessment. QI activities were matched with each of the seven priorities within the DHCS Quality
Strategy to identify areas with substantial QI activities and areas for future QI development and
implementation. Some QI activities fit within one priority while others cut across two or more priorities.

3



Table 1 also captures QI activities currently under development. These activities will become formal QI
projects in the next 1 to 3 years. Many of these activities have a well-defined problem and intervention
plan, but may require additional components such as: increased data collection and analytic capacity,

augmented infrastructure and funding, or, perhaps, changes in law or policy prior to being launched as
formal QI projects.



‘sajeldo Jo 10edwi asiaApe ay) adnpal 01 swelboud pue saioljod aAndaya dojoaap pue wa|gold asopiano areido ay) Jo
apniubew pue ainjeu ay) azusloeieyd 0] uolewlojul pue eiep azAeue pue 109(100 :(1uswdo|aaaq Japun) asoplanQ areldp aodnpay

Juaned Buoim ayj Jo/pue ‘B1s buoim ‘ainpadoid Buoim ayl aA|0AUI 1eY] SIUBAS |ed1bINs sapn|oul 0S|y “SuoIoajul
a1Is [ea1Bins pue ewnel] pue S|k} ‘s1a9jn ainssald pasueApe ‘A1abins Jaye paulelal 19alqo ublaio) e Sk Yyoans SJusAa pue Suonipuod
aonpay :(juswdo|anaq Japun) apIM-walsAS Sjuang a|geiuanald A|[e1nuslod pue suonipuod ajgeiusanaid-1apIn0ld 8dnpay

'sHodal dI1O 8y 1o} 3184 32110

‘(L pue ‘G ‘v ‘€ ‘g sanuolld 1o} sd|® 99s 0S|y) suoissiwpeal [eudsoy ajgeploAe Bulonpal pue JUSWSSISSe SNIelS [euolloun) pue Mainal
uonealpaw Buipnjoul ‘synpe 1ap|o 1o} ated Buinoidwi ‘suonedlipaw aHAY paqliosald are oym siaquiaw 1oy dn-mojjoy) Jo sares Buinosdwi
‘suoneolpaw juaisisiad Jo Bulonuow :apnjoul A1ages uaned anoidwi 01 sa1doy 410 1uauin) ‘sue|d aled pabeuew paloenuod-SOHA

Ag s1equiaw [eD-1pajN 01 patanliap aled Jo Alujenb ayl anoidw :(sd1O) s109loud 1uawanosdw] Allend ue|d yijeaH ale) pabeuep

‘(g AlioLd 01 pale|ay) eluloeD ul pue siaquiaw [ed-IpajN buowe (s)aam 6E>)
SalaAIap BAI03|9 Alea aonpay :198loid 1uswanosdw] ared Anfend ynpy [ed-1pa ‘198loud juswanoidw] Alfend yijesH [eulare

‘AoewreydAjod anoyoAsdinue
Jo arel ay1 buionpai Ag uonejndod jnpe ayl ul asn uonealpaw aidonoydAsd pasoidwi ansiyoy :uole|ndod NPy ayl ul asn [edlpap
anoyosAsdinuy Buinoidwi :ue|d 1uswanoidw] aourWIOLIdd S,9AIRI00R||0D Welbold Juswabeuey ale)d YyljeaH [e1Us\ elulojied

'sanoydAsdiiue Jo asn ayl Ylim pajeidosse XSl dljogelaw Jo buuoyuow ayl Buinoidwi (€ pue ‘sauljapinb papusawiwodal ayl ulylim aq ol
paguosald asop anoyoAsdinue ayl buinoidwi (z ‘AoewreydAjod onoyoAsdiue Jo arel ay) buionpal (T :Agq a1ed 181S0) ul YInoA pue ualp|iyod
10J 8sn uonesipaw aidonoyosAsd panosduwi anaIydy a1ed 181S04 Ul YINoA pue ualp|iy) 10} asn uoneaipaN 21dosioydsAsd anoiduwl

"1S02 pasealdsp pue ‘Aeis Jo yibua| pasealdsp

‘SOLI021IN0 [B2IUID Ul JUswaAoidwi ‘suondaul a|geiuanald ul 8sealdap e ul Bunnsal souruaUreWw pue uollIasul aul| [euad Jo sadnoeid
159 uswa|dwyi :(SNDId) SluN a1e)d aAIsSuUdluU| d1IeIPad/SNDIN Ul SUOIID3JU| WeallSpoo|g PaleIdosSsSy-aulT [eJ1ua)/paleidossy
-1918y1e)d Je|naseA suonipuo) palinboy-ared yieaH HBuipnjoul ‘suonedijdwo) ajqeiuanald-1apinold 1o} 1usawisnlpy 1uswAhed

(SNDIN) Suun ase)d anisualu| ereuoaN Bunedionsed Buowe Juadiad Gz Jayloue AQ alel uonIalu| wWeans poo|g
paleId0SSy aulT [eua) S,9AIeI0qe|[0D 8Y) 90Npay :dAIeNnIul Juswanoldwi] Alirend [ereuosp (SDD) S82IAISS S,ualpliy) elulojied

A1oJes 1uaned anoidw) T A1iolid

T algel




9

ay1 anoidwi (g pue :NDIN panroidde-SHD e woly abieyasip Jaye suonipuod a|qibla-sHD dojanap 1ybiw oym siuejul Amnuap) (T
(100 41I4H 000d2/S09) aAneniuf ared Aiend dn-mojjod 1uejul Xsiy YbiH aAlreloqe|j0D areD AlfenQ [eleuliad elulojifed/S00

‘8led JO 82IN0S [eNnsn (8 pue 'SaJIAISS [BluUap JO uonezijnn [[elano (2 ‘uonenjeas yieay [elo/swexs (9 ‘saled
JO uonuanaid pue juawieal (G :siuejeas Jo asn (¢ :S82IAIaS aAnuaAald Jo asn (€ ‘a1ed Jo Anunuod (z ISIA [eluap fenuue (T :pouad Jeak
-3UO0 ® JI9A0 Ssainseaw Aljenb ejusp [etanas uo sue|d aled pabeuew [eiuap Ag asuewlopad anoidwyi :198foud | ated pabeuey [eluaq

‘'sueluioyifeD a|qibije [eD-IpaN Jo
JUBWI||0JU BZIWIXe|N 10V 8JeDd 3|geplolly ayl 1o s[eos ayl Bunss|y :sueiuiojifed a|qibia [eD-1pajA 10} 1uawjoiug pue Anjiqibi3

"PIROIPSIN pue aIedIpPaj Uaamiag Bunliys-1Sod areulwl|a 10 aziwiuiw (f pue ‘aed reuonniisul Jo nal| ul syoddns pue saoialas arelidoldde
YIM SaNIUNWWOoD pue sawoy JIiayl ul urewal ol sfenpiaipul a|qibiia Ajjenp Jo Alljigqe ayr aziwixew (g ‘sbumas aled ssoloe sjyauaq [ed
-IP3I\l pUR a1edIpalN 81eulIplood (z are) pabeue [eD-1PajA 01Ul sanljigesip Yum suosiad pue sioluas uonisuel] (T :199UU0DIPSN D

‘(T Aiold 01 parejay) s|ie1ap alow 10) 3NSHaM d19Sa 9yl MaIA "SIaylo Buowre ‘ared yjeay [eloineyaq

pue |edisAyd Jo uonelibajul pue ‘sjppow Juswabeuew aied 21Uy JO uoisuedxa ‘Sawoy [edlpaw Jo uoisuedxa apnjoul Alases juaied
JO 9pPISINO Skaly 'SUOIDY3JUI WealISPoo|g paleldosse-aul| [e1uad Jo uonuanald asealdul pue Juswabeuew pue uondalap sisdas alanas
anosduwi |pm spendsoy a1ignd v wialsAs Alaaljlap ayl Buiwiojsuen Ag anlas Aayl saljiwe) pue siuained ay) Jo Yyieay pue ated Jo Aljenb
ay1 Buioueyua ul speudsoy 21gnd pareubisap s.elulojied uoddns :(d414Sqa) weiboid siuswAed aAnuasu| wiojey walsAs AlaAaleg

‘sue|d preaipaj\ [euoneu jo ajnuadiad »GC ISAMO]| B} Se pauyap ‘(1dIN) |19A87 8duRWIOUSd WNWIUI 8yl MOojaq [[e) eyl Sainseauwl
SI1a3H anoudwy :198loud 1uswanoidw| asuewloliad (SIQ3H) 18S uonewWIOlU| pue Bleq SSOUDAIN08))T aledyljeaH ale) pabeuep

‘'suodal 41O ayl 4oy 313y o110 ‘bBuiusalds ured pue ‘Buiuue|d ared asueApe Buipnjoul ‘Synpe 1ap|o 1o} ared aaoidwi ‘ualp|iyd paginsip
Ajreuonows Ajsnouas 10j Juawade|d awoy JO 1IN0 8SeaIdap pue aduepusle |00Yds JO sajel asealdul ((Qd0)) aseasig Areuow|nd
3AI1ONNSgO 21U0IYD YUM Siaguuall 10} suolssiwpeal [eudsoy Jo Jaquinu ayl adnpal pue juawieal] ayl aroidwi fewyise jualsisiad

YlIM Slaguiawl J10J SUoISSIWpe {3 JO 91el ay) asealdap (|jo)uod ainssald poojg pue ‘Buluaalos Ayredoiydau ‘swexs ake [eunal |0Jju0d

pue Buluaalds D-1Q7 ‘|0uod pue Bunsal DTVAH Buipnjoul ‘ared saraqelp aAlsuayaidwod Jo sarel ayl anoidwi {[01u0d uoisuayadAy
pue ‘uoisuauadAy yum siaquaw Buowe sj|ij uoneaipaw aAisuauadAy-nue ‘sisoubelp uoisuauadAy anoidwi :SAIV/AIH YIIM Siaquuiaw 10}
S1S91 peo| [RJIA % QD Bulniedal abeluadlad ay) asealdul :apnjoul aied 3|geploye ‘quaIdIle ‘9ANdaLa JaAldp 01 saidol 41O waun) ‘sue|d
aled pabeuew pa1oeNU0I-SOHA AQ Siaquiaw [eD-IPSIA 01 paltaAldp ated Jo Allenb ayl anoidw] :sdIO ue|d YleaH ale) pabeuely

"JaP|0 pue SsieaA Tz slaqwaw 1o} abreyasip uanedul ainoe ue
10 sAep Qg UIylM SUOISSILUPRal aSNeI-|[e JO Jaquinu 8yl 9dNpay :SUOISSIWpeay asned-||v-aAl1eIoge||0D apImalels ale) pabeuen

aJeD 9|qepJoyy ‘JUBIdIT ‘BAN08Y T JaAIled g Alllolid




‘poomales) IayunH Aq papinoid ‘ABojopoyiaN

(81940 pidey) wawanoidw| Aend snonunuod ase) pabeuey (g pue {(OHOT) uoneziuebilO mainay Aljend) eulaix3 s,ed-IpaiN Ag
papinoid sainseaw asuewlopad Buisn pue Buneplfea ‘bunos(jood uo buluren (S|3H) 189S UoNBWLIOU| puR Ble  SSaUaAda)g aledylesH
(T :sanijigeded Buloliuow pue ssauaAnodaye welboid asealoul 01 s21doy Buimoj|o) ayl uo Buluresy apinold :sbulurel] aled pabeue

‘(sanuold [|v 01 parejay) s1aloud |O [eularew pue juswabeuew salagelp ayl Bunonpuod Jels pue sueidiuld SOHAJ
Buowre ABojopoyiaw | Jo uonealdde ayy ul 8sIN02 Jeuipniibuo| Aep-aulu e apiroid pue (O Jo sajdiouud 8102 ay) uo siabeuew pue
slosinadns SOHQ o) Bulurel 1onpuo)d :1099loud Juswanoidw] ared Alend npy [ed-1paN ‘Buturel] waswasoidw] Ayend SOHA

"(senuoud |Iv 01 palejay) wawredsad sy 1noybnoiy
SaAIINJaxXd pue ‘siabeuew Joluas ‘siabeuew welbold [eD-IpaA JO Sanljige pue ‘s||iys ‘ebpajmouy ayl anoidw :AlsiaAlun SOHA

"sanijioe) aled
arelpawIalUl 1o ‘sanijioe) Buisinu ‘spendsoy ul wiayy Buior|d 01 aAnRUIS)E UR St SaNUNLIWOD pue SaWOoy UMO JIay] Ul uoljepielal [ejusw
YUM Slaquiaw [eD-IP3JA 9AISS Sallljigqesiq [eiuswdo|anag YliM sueiuliojifed 10} JBAIBAA SBDIAISS pased-Allunwiwo) pue awoH

‘Aoe) Buisinu e ul Juswaoe|d wis1-buo| 01 aAneuldlje ue se ‘BuisnoH pazipisgns Aja1ignd 1o Aliap|3 ayl 1oy Aljioe
ale) |enuapisay e Jayua ‘bumas Bulall palsisse ue ul Buipisal Jo a210yd ayl siaqwaw a|qibla [eD-1paN 19O :JBAIRA BUIAIT palsSISSY

"'SaWIOY 1Y) Ul urewal 01 S1Ual|d 3|qeua eyl saljiwe)
J19Y1 pue sjual|d a|qibi@ 01 sadIAIas sapinoid dSSIN Aljioe) Buisinu e ul Juawade|d ajgepioAe 1yl bulke|ap 10 Bunuanaid Ag siolusas
[red) J0) sbumas Allunwwod ul Auubip pue asuspuadapul urejurew pue 181s04 (dSSIN) 1anrepn welbold saaiales Joluas asodindnny

"yireay rewndo
JO 8dueUBUIRW pue uonezZI|Igels ayl pue ajl jo Alrenb paaoidwi ul Bunnsal ‘ered jo wnnunuod e Buipinoid Aq ‘sanijioe) Buisinu 1o
s|endsoy ueyy Jayres ‘sswoy Jiayl ul urewal o0l SAIV/AIH abeis-are| 01 -piw yim suosiad Mmojfe 1eyl Sa2IAIas apIN0Id 1AM SAIV/AIH

‘Alwrey pue ueddiued
ay1 1oJ a1 Jo Aupenb ayy anoidwi pue ‘sjendsoy Ajreloadsas ‘suonninsul Jo 8sn ayl aziwiuiw 0} SI 8AN2algo syl "Ssauj|l ue Jo 8sIn0d ayl
Buninp saainias ued arels 01 uonippe ul ‘SadIAIBS aY1[-921dsoy JO Slijauaq ayl Saljiwe} JIayl pue Spasu Jo 189S Xa|dwod e Yylm ‘uoipuod

[eaipaw 3|qibIa-SDD © 9ARY OYM ‘UaIp|IYyd MOj[e 01 S92IAISS aled aAlel|ed oueipad apinoid (IBAIRAN 31e) aAlel|[ed dli1elpad

'020dD 3yl pue SOD/SIND Usamiag uoneioqe|jod ybnoiy) sweibold 418H SO Ag paAIas Sjuejul JO SaW0IN0 [ejusawdojaAapoInau

aJeD 9|qepJoyy ‘JUBIdIT ‘BAN08Y T JaAIled g Alllolid




8

anoiduwi |Im 18Uyl YINOA pue ualp|iyd a|qibija 10} S92IAISS Yljeay [eluawl JO Juswieal] pue ‘sisoubelq ‘Buiusalds dipoliad pue Aje3 Joy
walsAs awo21no asuewlouad e dojaaaq :(1uswdo|ana@ Japun) YinoA pue uaip|iyd 10) S82IAISS YljeaH |e1us\ A1jeloads [ed-1pa

‘'sainseaw d|1OgN 1uanedino ajow 10 auo ul JusawaAoidwi arensuowap (g pue sainseawl
/-T wanedino 4109 Jo Buuodal sHYD Jo asn ayl ybnoiyy |O 1o} seate Ausp| (T :weisboid Buinioday ereq (DH) aredwo) [e1dsoH
SIND 3yl wol sainsea paloslas buisn (d1OFIN) 198lold 1uswanosdwi Alifend Areloljauag aledlpaN ayl ul uonedioiied HYD

‘'Sainseaw Jusawanoidw|
aouewiouad/IO euonelado ul Juswanoidwi ayensuowsap (z pue 10sloid uea auo 1ses| 1e ul uonedidinued sHyD / 1se9| 1e uoddns (T
: ABojopoyisN uea ayl buisn aduriISISSY [eod1uyda] 9llsuQ Jo uoddns ybnolayl eduewloliad jeuonelado sHvD anoidwy

‘rendsoy Jad IHO auo 1seg| e ul Jusawanoidwi arensuowap (z pue sasodind Bunuodal pue Buprewyosuaq
10 (IHO) sJored1pU| YieaH Alend s,uonepuno- Uoneldossy [elndsoH sesuey ayl Jo ash SHYD J0 1uadJad G/ 1Sea)| 1e anaIydY (T
: bupprewyouag jeudsoy-nnN ybnoayl Aisala@ aoinies pue smainay Alend (sHv)) S.[elldsoH ssa29y [eanii) aaoidw

‘welbold 1Dvd Allwe- ayl ul paAes aq pinod S1S02 alaym sealte Ajuapl (Z pue :sadlAias | DV d Ajlwe Jo asn areldoiddeur Ajnuap|
(T :saniAnoy bulioliuop 1usawabeue uoiezijnn/O weiboid (1DVd Ajlwed) juswieal] pue ‘ale)d ‘ssaday ‘Buluue|d Ajiwe-

‘Sue|d SpaaN [el0ads aledipa pue abeiuenpy alesipal 01 Aujiqibie
(srenp) eD-1pa/aredipaln paljlian apinoid (Z pue spiodal abelanod yieay Jaylo pue walsAS adueinsu| yireaH SA3IN Jo Adeindoe ay)
anosdwi (T :(sS@3an) waisAs ereq Anjqibig [eD-1pa\ 8yl ul Sp102ay aosuelinsu| yijeaH Aled pliyl ayl o Aoeindoy ayl anoiduw

‘'sadA)
221n8s J1apinoad Jo sdnoub uasayip 1ybia 1oy arel Jous swireld pred [eD-Ipa| 8yl ainseaw A|a1elnddy (Apnis 10113 juswAed [eD-1paN

‘'swire|d Ansoo pue arelidoiddeul aanpal pue sapod ainpadsoid
(N 7 3) 1uawabeuey pue uoneneAs Joj S|aA3| buljjig Jo Aoeindde ay) asealou| :110day SISAjeuy swie|d I8pIA0Id [enpIAIpU|

"su Je swalred sind 1ey) Joineyaq Jo ated prepueisqns Ajuspl (z pue isuonenbal pue sainyels (J pue :bulq
10 sajni [eD-1pal (o ‘1apinoid Jo suoneaienb (p {palapual S82IAISS JO uoleIuaWNIop (2 ‘a1ed Jo ssauareudoidde (g (AlISsadou [edlpawl
(e :uo paseq paresuadwod Ajpredoidde ate siapinoid [eD-1pal ainsug (T :SMaIASY 1IPNY P|ald :82uallald@ pue uolosalag pne.d

“lom a1 919|dwod 0] papuadxa SaaInosal ay) 1surebe asuepione
pue ‘sBuines ‘salian02a1 1509 Bulredwod Ag suonebinsanul 7 supny Jo synsal/aniea ayl Alnuend frenuey (10Y) 1USWISSAU| UO uInay

aJeD 9|qepJoyy ‘JUBIdIT ‘BAN08Y T JaAIled g Alllolid




"uonuanaid uo siseydwa ue yum ‘yieay Jisyl ul saljiwe)
pue slaquaw abebus 0] SAem 1Saq syl purisiapun 0] siaquiall [eD-1PSN YIM SUOISSNISIP 3|ge1punol 19Npuo) :Sa|gqe1punoy Jaqusiy

'suodal 410 auy1 1o}

3213y 211D “Bundsunod uoneanpa [edisAyd pue uonuINu JO UoNBIUBWNIOP JapInoid JO a1el 8yl asealdul pue :SAIV/AIH Yim siaquiaw 1o}
Buipnjoul ‘SaAdalIp PadURAPE JO JagquinNu ay) 8Sealdu| :apnjoul yijeay Jisyl ul saljiwe) pue suosiad abebus 01 saidol 410 waun) ‘sue|d
aled pabeuew pa1oeNU0I-SOHA AQ Siaquuaw [eD-IPaN 01 palaAliap aled Jo Aljenb ayl anoidw) :sdq1d) ue|d YyljeaH ale) pabeuep

‘(alow pue ‘sadIAIBS [BID0S ‘Jusawabreurw ssals ‘uonessad Buows ‘Alanoe [eaisAyd ‘uonunu
“B°9) sa2In0Sal uonuanaid 01 siaquiaw [eD-IpalN Bunjul ‘abed yoogadeH4 SOHQA e ureluie|p :abed yooqgade4 SOHA Ag eidol|ap

YijeaH 119yl U] Saljiwed % suosiad abebug :g Aold

‘(G pue ¢ ‘S sanuold 0] pale|ay) SallAOe dAlRIISIUIWPE Paldalas Jo Bupjoes ayl
alell|Ioe] pue auljwealls 0] swaisAs Juswajdwi pue arebnsaaul (g pue sysel welboid pue aanensiuiwpe wiopad 0] SsuewWNS ,,01-MOyY,,
apinoid pue salbarens uonuanaid 1ybiybiy o1 soapia 1oys dojanap (z :s|ed auoyd Buiwooul 0] sasuodsal azipiepuels pue auljweans 0}

sBulures pue sjoooloid dojanap (T :Bumojios ayr Buipnjoul ‘dnois uaziey SOHA ayl Ag pareniul syosloid apim-juswiredap Juswsa|dwi pue
areniu| :(Quawdojana@ J1apun) SSaUBAIDBYT pue AJualdl}jg aANeIISIUIWPY 8sealdu| 0] s19alold dnols uaziey SHOHA 1uawa|dwy

‘ubredwe) Ajasipn buisooy)d ayr ybnoayy Aressasau Ajnil si pue |njuiey
‘aA11ed1|dnp 10U SI YdIym ‘a1ed paseq-aduapIAd JO asn ay) areyjioe :(juswdo|aAaq Japun) 91SeM pue ‘asnsI ‘9sSnIanQ 9onpay

‘'salmons JuawAed Buibueys Ag awnjoA SNSIBA anjeA piemal 0] pue Alljenb aJed
yieay anoiduwi 0] ue|d uoieAouu| aled yieaH arels e dojanap ‘(JIND) uoieaouu| predipajN pue aledlpa|A o) 181ua) ayl Wodj Juels)
ubisag (NIS) [BPOIN uoneAouu] a1els ayl ybnoiayl :(quswdol@aAs@ Japun) S|I9PON uoneAOUU| 31RIS Wi0Jay buloueuld ate)d yijesH

‘Buyew-uolisIoap [euoneziueblo pue aled yjeay aAup pue ‘uawainseaw Aljenb ‘uonenjeas weiboud 1sngol oddns
01 e1ep Jo moj) pue Aljenb syl aoueyu3 :(quswdojanaq Japun) Bupjew-uoisioaq aAlIQ 01 Jusawabeuey pue Allend eleq aAoiduwy

'$92IAIBS JO aseyaind ay) 01 pare|al BuewW-UOISIOap [LISI) WIOJUI [|IM PUB S|9A3| WBISAS pue [enplAIpul 8yl Je SaW02INo

aJeD 9|qepJoyy ‘JUBIdIT ‘BAN08Y T JaAIled g Alllolid




0T

"S1S02 9JNpal pue ‘Sawo02INo Yieay pue
yireay ‘Airenb ur sjuswanosdwi ybnolypiealq aaup 01 suonuaaiaul fenualod Amuspl diay |m sisAjeue siyl sainypuadxa ated yjeay Jo
1uadiad oG Al@rewixoidde o) 1unodoe 1Ryl Sisquuaw [eD-IPSIA JO 1uadiad aAll ay) JO SanIpIgqIoWw-02 aSeasIp pue ‘uonezijin adlAIas ‘siel]
olydesBowap ay) pueisiapun 1anaq 01 sisAjeue erep 10npuo) :(Juswdojanaq J1apun) sIazijnn-412dns 1o uoeUIPI00) a1e) anoiduw

‘pa10adsal ale sanjeA pue sajualajald reuosiad ainsua 0] saljiwe) pue ‘sjuaned ‘siaquaw bBulbebua Aq ared yjeay Jo uoisinoid
ay1 ul aji| Jjo Aijenb jo ssuenodwi syl aziseydw3 (quswdo|aaaq Japun) Sadlideid aled aj17-J0-pul pue aAnel|ed anoidwy

'9s00y9d Aay) as|a auoAue 10 ‘sianlbaled ‘S10100p J1ayl Ylim aleys 0]

Asea 11 Bupfew pue uonew.lojul Yyieay UMO 119yl JSAO0 |041U0D siaquiaw BulAIb ‘Ajed1uoida|a uonewlojul yieay Jiayl peojuMop pue MalA
0] Slagwiaw Moje p|noM uonng an|g ayl "Salls gam a1naas Jaylo pue sieuod juaned uo pake|dsip abewr uonng an|q e Aq paziiayoeleyd
dAIIeIIUI SPIM-UOIRU B ‘ainjea) uonng an|g ayl siaquiaw [ed-1paA Jo) ysiigeis3 :(uawdojanaq Japun) uoilng an|g e Jjo uondopy

"Juswabebua
pue yoeanno juaned pue uoneodnpa Japinoid yiog Buipnjour welboid pabuoid-omi e Bunuawajdwi pue Buidojanap Ag [eD-IpaN Ul
Juswabeuew salagelp |[esan0 anosdw :193(oid uswaroidwi ared Alfend 1npy [ed-1pasn ‘108foid 1uswanosdwy Aliend salaqgelq

'8Je0 JO 82IN0S [ensn Jiay) 1noge payse Japiroid ay)
1eyl uodal oym sjuald jo uonsodoud ayy asealdul 01 (g pue ‘uondasenuod Aoealysa ybiy Yim JSIA B aABs| OYyM Sjual|d mau Jo uoiodoud
ay1 asealoul 03 (e :uonoeialul Juaied/iapinoid Jo Aljenb syl uo aAoadsiad Sjusljd SSBSSY :MaIAIBIU| 1IXT 1UdlD 10Vd Allwed TT0Z

‘slapjoyayels pue ‘yeis ‘olgnd ay) 01 9|qISSadde aI0W pue pulj 0] JBISEd UoRWIOUI
ayew 0] sassadoid onAfeue eiep feulsiul anoidwi pue alsgam SOHA 8yl Jo Allpeuonouny ay) aaoldw :aAlRNIU| BIRq Byl 9914

‘yireay uone|ndod anoidwi pue juswabebus Jagwaw pue uoleulpiood aled aaoidwl aed Jo julod ay) 1e suolisioap
aled yljeay pawuojul ayelljioe) 01 siapinoid ed-1psiN Aq sYH3 Jo uondope asealou| ((SYHI) SpJ02ay YijeaH 21uo4199|3 jo uondopy

‘suodal 41O a9y 1o} a1y X210 ‘Aeauns uonoejsnes juaied

B Ul g [euosiad pue aled yieay |[elano Jo) bunes doy syl Bunos|as siagqwaw Jo abejuadlad pue asualladxs ased juaned ayl anoidwil
0] uoneaIuNnwwod juaned-iapinoid aAoidw| :Bpnjoul 81ed JO UOIRUIPIO0D pue uoleIIuNWWod adueyus 0] saldoy 410 waund sueld
aled pabeuew pa1oeNU0I-SOHA AQ Slaquiaw [eD-IPaIA 01 palaAliap aled jo Alfenb ayl anoidw| :sdIO ue|d YieaH alted pabeue

ale)d JO uoleuUIpIOOD 7 UuoledIuNWWo) adueyuy :¢ Aliolid




1T

T Aq Buiuaalos bulreay a19|dwo) (T :2A1eIOqR||0D bululea] usawanoidw] Allrend welboid Bulusalds pue BulleaH ulogMmaN

‘poniad
leaA-g e Jano swulod abejusalad QT Aq Jejow jusuewlad B UO JUB[eaS [IUBP B dAIBdal OUM [BD-IP3IA Ul pa|joiud ‘Sieak g-9 sabe ‘ualp|iyd
JO 9181 8Y] asealoul (z pue ‘pouad Jeak-g e 1ano swulod abejuadiad QT Ag 82IAI8S [eluap aAnuanald Aue aAI92al oym [eD-IPaIAl Ul pajjoJud

‘sreak 0z-T sabe ‘ualp|iyd Jo a1es ay) asealou] (T :Siueeas [elua@ pue S8dIAIBS [elua aAIIUBABId JO 8SN S.ualp|iyd bBuisealou|

'SaseasIp paniwsuel) Ajlenxas pue ‘ased ereuald ‘uonuanaid Aoueubaid usa) ‘suoneziunwwi ‘esn Bnip pue |oyodfe ‘uonLnu
‘asn 022eqO] :Buipnjoul uonuaald aseasip pue uonowoid yieay uo Ssaljiwe) ayeanp :aAlRIlIU| Y1|eaH luelu| ueIpU| uRdlIBWY

‘sjo0dal

di® ay1 10) a1ay o110 ‘siapinoid ared Arewiid 01 sSa22e S,ualp|iyd anoldwi iSjuadsajope pue ualp|iyd 1o} buljesunod uoneanpa [eaisAyd
pue uonunu ‘ss|nuaalad |\g JO uoneluawnaop Japinoid Jo a1el ayl asealoul (Aoueubald Jo J181sawi 1si1) 8yl Buunp susIA [ereuald

1SJ1} JO 1Rl BY) 8sealoul ‘S)ISIA aled wnuedisod Jo arel ay) anoidwi (Buluaalds 1adued [edIAIBd JO Salel 8yl anoidwi ‘Sjuadsajope/ualp|iyo
10} Auanoe eaisAyd pue uonuinu Joj Buljgsunoduawssasse 1ybiam asealou| :apnjoul uonuaraid asueApe 0] saidol 41O waun) “sueld
aled pabeuew pa)oeNUO0I-SOHA AQ Siaquiaw [eD-IPSIA 01 paltaAldp ated Jo Alllenb ayl anoldw] :sdIO ue|d YleaH ale) pabeuely

‘'sAep og 1sed ay) uiyum sAep alow 1o £ Burjuup uodal oywm sapelb YITT ¥ Y16
uaam1ag YinoA Jo abeiuaaiad ay) aonpal pue isAep og 1sed ayr uiyum Bunjunip abuiq ul buibebua 1odas oym sapelb YITT » Y16 usamiaq
yinoA Jo abrejuaalad aonpal :GT abe Ag asn |joyod|e Jo uoneniul ayl buniodal yinoA jo abejuaslad aonpal :sainseaw sawoodno uonuanaid

apimalels Buimoljo) sy ydope eyl Seiunod Jo JIaquinu 8y} asealou| :Sawo0d1NQO uolluanald bnig 1aylO pue |00y apImalels

‘palusawa|dwi ginaLIng Aoualadwod uonuaaalid Jo Jaquinu ay) asealdul (g pue :Sylomawel) pue salioay) uonuaAaild NS ul pauren
S|euolssajoid/siauonnoeid uonuanaid Jo Jagqunu ayl asealou| (T :Bulures] 8210110\ uonuanaid (@QNS) Japlosiq asn adueisgns

"'S32INIBS JHVYD 9AI9331 OYM S1ual|d Buowe SSaupaldauu0d [eId0sS JO a1l 8yl askaloul (£ pue ‘QUaWBAJoAUl 3d1nsn( reulwiid
asealdap (g ‘sbnip J1aylo pue |[oyoIe WwoJ) aduaulsge Jo aiel ay) asealou| (T :welbold (34vD) 1103 A1dA028Y 0] SS829IY BlUlI0jIRD

"aul|aping aJnoeid
[eaiund ‘arepdn 800z :@ouspuada pue asn 029eqo] Buneal] ayl ul papnjdul suolepuswwodal ayl bunuswsajdwi Agq sue|d aled
pabeue|n [eD-IP3IA 8yl Ul 8Sn 029eq0] Buneal] 104 81ed JO plepuels WNWiuiw e ysijgels3 :8sn 02oeqo] Huneau] 10 aie)d JoO prepuels

‘'saAluaoul areldoidde Jo asn
ay1 ybnouy: siaquiaw [ed-1paN Buowe auldjaH ,siaxows eiuioeD ayl Jo uonezijin asealou] :Bujows 1N 01 SSAIIUSIU| [eD-IPaIN

UOIIUBASId 9dUeApY G Allolid




4"

‘Bulj@sunod
Jallg apinoid pue asnsiw joyode 10) Snpe usalds 0] yoroldde (1 H19S) 1uswieal] 01 [ellajay pue uonuaAlalu| jalg ‘Bulusalds ayl
J0 asn ay) ajowold :(quswdojanaq J1apun) Buljesuno) Jallg apIAOId pue aSnSI [0Y09I|V 10} S1NPY JO Buluaalds asealou|

"s)npe pue ualp|iyd Buowre sarel uoneziunwwi Buisealoul
AQg saseasip snonoajul Jo uonuanaid ayl asueyus :(Juswdo|aAaq Japun) SIlaquaN [eD-IpaN Buowe sajey uoleziunww| asealou|

‘'slagwiaw [eD-1pal\ Buowe sajes Buipasjisealq
Buinosdwi Aq Buiag-|jam pue juawdojaAap ueul adueyul :(Qusawdo|aaaq J1apun) SI8YIoN [eDd-1paN buowy Buipasajisealg asealou|

‘lapow uonuanald Ausaqo pue yblamiano Allunwiwod
pue [ealul|d e Jo uawdojanap ayl wuojul 01 welbold uonuanaid Alusaqo pue uoneanp3 uoninN (S.HAAD) S.yijeaH 21gnd Jo luswuedaq
'IUIONED 3Y1 YIIM UOIRIOgR||02 Ul YoIeasal aAlelIO) 19NpuUo) S1aquiaN [eD-1paiN Buowy A11saqO pue 1ybliamianQ aonpay

‘awll Jano panoidwi wesboud

a1 Japun palaAllap sadlAIas Jo Alfenb ayl Jaylaym aulwialap (zZ pue :s1se) buluaalos AB0j01AD [BIIAI8D [enuue BAI23) OYM USWIOM

10 uoiuodoud ay) asealdap 01 (2 (Sa21AI8S BulSUNOD puR UoIEINPS BAIBIAI OYM S1ualjd Jo uoniodolad ayy asealoul 01 (q QISIA 1DVd
Ajlwe4 ayy Jo Jnsal e se spoylaw aAndaseiuod aAI108Ye Jo asn ay) asealoul 0] (e :spiepuels welboid yum Jualsisuod ale | Dvd Ajlwe
lapun papinoid sa2IAIas aled yieay aAnonpoudal pue buluue|d Ajiwe) Jayiaym ssassy (T :MaINSY Pl02ay [edIpaN 1D0Vd Ajlwed TT0Z

‘'sieak gz abe Jano
slaquiaw slewsy Jo Buiuaalds palabie) eipAwe|yd 104 sawo2lno Aljenb [ealuljd srosdwi (z pue abunoA pue sieak gz abe ‘siaquaw
alewsay Jo buluaalos eipAwe|yd 10} Sawo21no Alfenb [eaiuljd aaoidwi (T :S101e2IpU| [B21UlD OM] YlIM SB|1J01d 19PIAOId 1DV d Allwe

‘'suone|ndod Alioud 0] Buluaslds J8durd [BIIAIBD pue 1Sealq
Janijap (g pue ‘pasoubelp si1aourd 10) pareniul Juswieal) a19|dwod pue Ajpwil ainsua (Z ‘s)nsal Buluaalds 1aoued [edIAISd pue 1sealq
[ewsouge Jo dn-mojjo} onsoubelp a19|dwod pue Ajwin ainsu3 (T :S1UN0D UBWOAA AJIBAT 10) SI0IRIIpU| ddUrWIO0)Iad weiboid 810D

‘abe Jo syiuow 9 Ag uonuanialul
Alrea ul sso| Bueay yum siuejul jjoiud (g pue ‘abe Jo syiuow £ Aq uonenjeaa aibojoipne ansoubelp a18|dwod (g :abe Jo yluow

UOIIUBASId 9dUeApY G Allolid




€T

‘sanedsIp [eanud ayeuIwI|d
01 saAleniul dojansp Uay) pue ‘siaquisw [eD-1paj\ Buowre sanienbaul Yijeay Amuapl 0] s19ays 108} Jo 19s e dojana@ :Si01edipu|
UieaH 82104 ysel eluioyifed AuylfesH 199 s,197 ay) bunybijybiy ‘s1eays 19e4 ,uone|ndod [eD-1palN 8y} Ul sanuedsiq yifesH,

'suodal 410 ay1 1oy 313y 211D “sanijigesip yum suosiad pue sioluss Jo) Bulusalds 1aoued [BIIAISD JO Salel ayl

anosdwi pue ‘a1ed pue ssadoe |ereuniad ul sanuedsip yieay aoanpal :ualp(iyd 104 Bulidsunod uoneonpa [eaisAyd pue uonuinu ‘sajnuadlad
[ING 10 uoneuawnoop Japiroid Jo arel ayy ul sanuedsip yljeay aonpay :apnjoul sanledsip yieay areulwlg 03 saidol 4o waun) “sueld
aled pabeuew pa1oeNU0I-SOHA AQ Siaquiaw [eD-IPSIA 01 paltaAldp ated Jo Alllenb ayl anoidw] :sdIO ue|d YleaH ale) pabeuelp

‘suone|ndod jualayip usamiaq sainseaw Aljenb jo uosuedwod 1o} pasn ag Aew rey;
sansialoeleyd olydeibowap Aay Jo Aljenb erep ay) ssassy :198loid 1uswanoidw] ated Alend 1npy [eD-1paN ‘sisAjeuy Aedsig

saniedsiq yieaH aleuiwlg 2 Alolid

'$S9204d Buipuels pooS) ul JaquIBN
aAIT 1ybIN Aepli4 ay1 yum asueldwod abejuaalad QT Bulasiyoe sanunod Jo Jaquuinu ay) asealou| :adueljdwo) aAl] 1ybiN AepliH

"S3IIUNWWOD UonuaAIdlUI ZT Ul swajqoid

|[oyo9Je |9Aa]-Allunwiwod asealdap (g pue :dnolb j0.u0d e Jsurebe sawodINo Bulnseaw pue ‘eipaw ay) ul suonoe Jo Al|IqISIA pue
‘BuinLp pue Buuup ‘Aljigejreae [eIo0s ‘Alljige|reAe |le1al se yons ‘salbalells uonuanaid [eluawuolinua paseq-aduapina Buisn Aq BupjuLp
AAISSIXD pue abelapun Buissalppe Sanunod Jo Jaquinu ay) asealou] (T :welboid aAluUadU| YJ0MaWelH Uolluanald d1barens

"$$900.d Juswjjolus pue weibold ysaldreDd ay) uo siojeonp3 YiesH pue

sJ91sIssy uoiealjddy [eD-1pajA urel (f pue ‘speusyew Juswjjoius eD-1pajA ul ysal4eD ajowold (€ ‘sbuljrew pue ‘alsgam ‘eipawl [B100S
SOHQA yBnoIy} ysaid[eD o} siaquiaw [eD-1PaA Sjull (2 ‘uonesijddy pauljweans a|BuIS BILIOHRD PAISA0D dU Ul ysai4[ed apnjoul (T
1(SSAD) S92IAISS [B100S JO JuBwedaq BluIojieD 8yl YliM UonRIoge||0d Ul :SIaquiaN [eD-IpajN Buowe jusw|joiug ysai4[ed asealou

saniunwwo) AyljesH J191so4 :9 A1iond




Emerging QI Focus Areas

The DHCS Quiality Strategy, 2013 and successive annual updates are intended to be aspirational.
We are committed, as a Department, to provide those we serve with the best possible care, striving
to achieve the highest levels of health and health outcomes.

To continue to make progress toward that vision, we appreciate the need for continued innovation in
science and practice. DHCS will be working on several important themes related to quality. While
these concepts are at different stages of development, we believe that it is important to identify
areas requiring innovation and additional planning. The emerging focus areas are described within
each of the DHCS Quiality Strategy priority areas below.

Improve Patient Safety

Reduce provider-preventable conditions through implementation of section 2702, ACA. Working
closely with stakeholders, the Department will reduce preventable adverse events known at
Provider-Preventable Conditions (PPCs). PPCs include events such as: a foreign object retained
after surgery, advanced pressure ulcers, falls and trauma, and surgical site infections. They also
include so-called never events involving surgery: wrong procedure, wrong site, and wrong patient.

Reduce Opiate-Related Morbidity and Mortality. According to national data tracked by the Centers
for Disease Control and Prevention, opiate-related morbidity and mortality has increased
dramatically over the last decade. The problem is complex, involving providers, patients, and, more
broadly, the health care system. Besides the human toll, economic costs attributable to medical care
and society, in general, are substantial. Furthermore, the magnitude of opiate-related morbidity and
mortality is reportedly greater in the Medicaid population in comparison with the private sector. In
response, DHCS will be convening internal and external stakeholders to develop an effective action
plan to address this critical health area. The plan will include collecting and analyzing data and
information to characterize the nature and magnitude of the problem in Medi-Cal and developing
effective policies and programs to reduce the adverse impact of opiates.

Deliver Effective, Efficient, Affordable Care

Improve data quality and systems, data management and analytic capacity. Data and information
are the foundation for the entire DHCS Quality Strategy. Under the senior leadership of Linette
Scott, MD, MPH, DHCS’ Chief Medical Information Officer (CMIO), substantial progress has been
made to enhance the flow of data to drive health care and organizational decision-making. For
example, in December 2012, DHCS was awarded a $2 million, two-year grant from CMS to improve
the ability to collect, report, and advance adult quality metrics.

As part of the Cal MediConnect Program, the CMIO and Medi-Cal Managed Care Division have
been leading a business process improvement project to improve the quality of encounter data
received from managed care plans. Encounter data is necessary to support robust program
evaluation and quality measurement. Additional organizational improvements to support information
management in DHCS are being driven by requirements of the Medicaid Information Technology
Architecture (MITA), which emphasizes use of national standards, automation, and improved
efficiencies.
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Health care payment reform. California was recently awarded a $2.7 million State Innovation Model
(SIM) Design Grant from the Center for Medicare and Medicaid Innovation (CMMI). This grant will
be used to develop a State Health Care Innovation Plan to improve health care quality and to
reward value versus volume by changing payment structures. As a major component of the state’s
health care system, DHCS is actively engaged in the policy work funded by the SIM grant, and
views it as a tremendous opportunity to improve health, improve care, and reduce cost. The
Department will be engaged with multiple external stakeholders in both the public and private
sectors to implement the State Health Care Innovation Plan.

Engage Persons and Families in their Health

Social media. One of the promising ways to engage members, patients, and families in their care is
through the use of social media. The availability of cell phones and smartphones is increasing
rapidly in low-income populations and therefore represents an important channel of two-way
information sharing and engagement. In addition, there are a growing number of applications that
may have health-promoting uses including Facebook, Twitter, Pinterest, text messaging, and others.

In April 2013, DHCS launched a prevention-focused Facebook page called “Welltopia by the
California Department of Health Care Services.” Welltopia provides information, free applications,
videos, and more on nutrition, physical activity, smoking cessation, and stress management. It also
creates a space for community members to share their ideas about healthy living.

Listen to the voices of members, patients, and families. Central to the concept of member- and
patient-centered care is the need to directly engage members, patients, and families to understand
the care experience from their perspective, to assess their needs, to gather their recommendations,
and to develop more effective programs and policies that best serve identified needs. A number of
channels are being considered including focus groups and community roundtable discussions,
advisory panels, surveys and webinars. We are aware that partners and stakeholders have
extensive experience in this area and hope to build on their successful approaches.

Enhance Communication and Coordination of Care

Improve care for super-utilizers. Identifying so-called “super-utilizers” using “hot-spotting” techniques
has garnered national attention through the work of Jeffrey Brenner, MD (Camden Coalition of
Health Care Providers) and others. It is well known, now, that health care utilization in Medicaid
populations is typically skewed where five percent of members account for approximately 50 percent
of health care expenditures. In Camden, NJ, Dr. Brenner observed that one percent of residents
accounted for 30 percent of health care costs. The good news is that there is a growing body of
experience from many different parts of the country, including California, demonstrating that
effective models of intensive case management can show dramatic improvements in health and
health outcomes accompanied by equally dramatic reductions in costs, achieving the Triple Aim.
DHCS intends to work closely with partners in academia and the community to explore this
promising area that uses data to drive breakthrough improvements in quality.

Improve palliative and end-of-life care. One of the goals in the Let's Get Healthy California Task
Force Final Report is to maintain dignity and independence at the end-of-life. This goal speaks to
the importance of quality of life in the provision of health care. In addition, engaging members,
patients, and families to ensure personal preferences and values are respected is very relevant to
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this goal. The Department will be exploring the indicators identified by the Let's Get Healthy
California Task Force to determine what can be done to improve palliative and end-of-life care.

Coordinate physical and behavioral health. The prevalence of mental health and alcohol/drug
concerns are high in many low-income populations. Many individuals have both physical and
behavioral health needs, which require coordinated care, if improvements in overall health are to be
achieved. The recent incorporation of mental health services and alcohol and drug treatment
programs into DHCS provides an important opportunity to look at care delivery in a more
comprehensive way. Using data and best evidence, DHCS will be working to better bridge physical
and behavioral health service delivery to improve clinical quality and population health.

Advance adoption of health information technology (HIT) and health information exchange (HIE).
One of the five priorities for the EHR Incentive Program is to engage patients and families in their
care. This has been seen across the state with increased adoption of personal health records and
the use of the “Blue Button.” DHCS plans to follow the Medicare model and develop the “Blue
Button” capacity so that members can view their personal health information represented by claims
and other reporting mechanisms. Another priority for the EHR Incentive Program is care
coordination. In partnership with other Health Information Technology for Economic and Clinical
Health (HITECH) programs in California and nationally, DHCS has supported the development of
HIE capacity in the state and recognizes the critical role technology will play in supporting payment
reform efforts such as DSRIP and Cal MediConnect Program.

Advance Prevention

Reduce smoking prevalence. Effective prevention strategies call for a system-based approach.
DHCS will ensure prevention activities are scaled up to have a population-wide effect. For example,
our five-year, $10 million Medi-Cal Incentives to Quit Smoking Program is an important component
of a larger effort to significantly reduce the smoking prevalence among the approximately 700,000
Medi-Cal members who currently smoke. To achieve this reduction, DHCS is working with its
managed care plans to provide the best standard of care for tobacco cessation, including: the
availability of all seven Food and Drug Administration-approved medications to treat tobacco use;
eliminating barriers for tobacco treatment benefits (e.g., co-pays, cost sharing, utilization restrictions,
and Treatment Authorization Requests); and ready access to individual, group, and telephone
counseling. DHCS is also committed to providing physician education to ensure the system-wide
use of “Ask, Advise, and Refer,” as well as helping long term care facilities, including mental health
facilities, substance abuse centers, and nursing homes, to adopt smoke-free campus policies.

Improve nutrition and physical activity. The prevalence of overweight and obesity in children,
adolescents, and adults requires immediate attention. We are working with the Nutrition Education
and Obesity Prevention Program at CDPH, Medi-Cal Managed Care Plans, and low-income
communities to develop, test, and implement programs to address obesity in a systematic fashion. It
is too complex a problem to address any other way.

Other prevention activities. DHCS is committed to improving breastfeeding and immunization rates
among Medi-Cal members, as well as using the scientific literature and examples from the field to
identity high-value interventions that have been underutilized (e.g., aspirin prophylaxis for
appropriate high-risk populations and alcohol screening and counseling). Because the great majority
of Medi-Cal members will be served by managed care plans, we have begun conducting surveys
aimed at assessing prevention efforts in nutrition, physical activity, smoking, and behavioral health,
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among others. The survey findings are being used to establish and deploy a standard of effective
preventive care across our health care delivery system.

Foster Healthy Communities

Strengthen the link between health care and public health. There is a need to create a stronger
bridge between health care and public health to transform our disease management, sick care
system, into a true health care system that addresses population health. This is especially critical
given that merely four modifiable health behaviors—Ilack of physical activity, poor nutrition, tobacco
use, and excessive alcohol consumption—are responsible for much of the illness, suffering, and
early death related to chronic disease. DHCS recognizes the importance of the collaboration
between medicine and public health, acknowledging that behavioral patterns, social circumstances,
and environmental exposures oftentimes have unfavorable effects on health outcomes. To that end,
DHCS is investigating models of care and patient navigation approaches that connect the health
care delivery system with community resources to address the social determinants of health,
including access to food, housing, education, job placement, and other social factors.

The health care, public health interface is growing stronger through collaborations among DHCS,
CDPH, and the California Department of Social Services (CDSS). As an example, DHCS is
collaborating with CDPH and CDSS to increase CalFresh enroliment among the nearly 2 million
Medi-Cal members who are eligible but not currently enrolled in the nutrition assistance program. In
addition, strong collaboration and coordination exists between CDPH'’s Tobacco Control and
Diabetes Programs and our Medi-Cal Incentives to Quit Smoking Program. Many public health and
health care partners have also contributed content to DHCS’ Welltopia Facebook page.

Eliminate Health Disparities

Increase understanding of health disparities. The Let's Get Healthy California Task Force Final
Report identified a number of specific priorities and indicators that could be used to help eliminate
health disparities. The Department is currently developing a series of fact sheets, titled Health
Disparities in the Medi-Cal Population, using available metrics to begin to characterize identifiable
health disparities in populations served by DHCS. Once identified, we will work with stakeholders
and partners to develop aggressive intervention plans to eliminate addressable disparities. As part
of this partnership work, DHCS has established an interagency agreement with the CDPH Office of
Health Equity to optimize effectiveness and efficiency in our shared efforts to eliminate health
disparities.

DHCS Quality Strategy Coordination

On behalf of DHCS senior leadership, Neal Kohatsu, MD, MPH, Medical Director, coordinates the
development, implementation, and evaluation of the DHCS Quality Strategy in partnership with
stakeholders. In addition, DHCS has developed an Interagency Agreement with the U.C. Davis
(UCD) Institute for Population Health Improvement directed by Kenneth W. Kizer, MD, MPH,
Distinguished Professor, UCD School of Medicine and the Betty Irene Moore School of Nursing.

Dr. Kizer and associates are providing thought leadership, technical assistance, consultation, and
training for the Department, including advancing the DHCS Quality Strategy. IPHI support is
provided using an integrated approach through MCQUuIP. Key associates within MCQuIP include:
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Desiree Backman, DrPH, MS, RD, Chief Prevention Officer; Ulfat Shaikh, MD, MPH, Clinical Quality
Officer; and Brian Paciotti, PhD, Quality Scientist. Dr. Kizer has also established the Medi-Cal
Performance Advisory Committee (MPAC), which is a multi-disciplinary group of prominent QI
thought leaders from academia, health plans, hospitals, foundations, and local government. MPAC
provides important perspectives to help IPHI provide the most useful, evidence-based
recommendations to advance quality and health.

Summary

The DHCS Quality Strategy is a living document that describes goals, priorities, guiding principles,
and specific programs related to QI within the Department. The ultimate purpose of the DHCS
Quality Strategy is to improve health, enhance quality, and reduce per capita health care costs. In
partnership with stakeholders, we will use the DHCS Quality Strategy to build and sustain a culture
of quality that benefits Medi-Cal members and all Californians.
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APPENDIX B

Summary of the National Quality Strategy (NQS)

Overview. As required by the ACA, the Secretary of the United States Department of Health and
Human

Services (DHHS) established the NQS, which was published in March 2011.* The NQS was
developed with the engagement of a broad range of stakeholders representing all health care
sectors. It serves as a roadmap for improving the quality of care in both the public and private
sectors. The NQS will be updated annually and enhanced to provide more detail related to goals,
measures, and actions required for each component of the nation’s health care system.

Three Aims. The NQS will pursue three broad aims:

1.

2.

3.

Better Care—Improve the overall quality, by making health care more patient-centered,
accessible, and safe;

Healthy People/Healthy Communities—Improve the health of the United States population by
supporting proven interventions to address behavioral, social, and environmental
determinants of health in addition to delivering higher-quality care; and

Affordable Care—Reduce the cost of quality health care for individuals, families, employers,
and government.

Six Priorities. To advance the three aims, the NQS will focus on six priorities:

PwbdPE

oo

Making care safer by reducing harm caused in the delivery of care;

Ensuring that each person and family are engaged as partners in their care;

Promoting effective communication and coordination of care;

Promoting the most effective prevention and treatment practices for the leading causes of
mortality, starting with cardiovascular disease;

Working with communities to promote wide use of best practices to enable healthy living; and
Making quality care more affordable for individuals, families, employers, and governments by
developing and spreading new health care delivery models.

Ten Principles. The NQS is guided by ten principles developed with extensive national stakeholder

input.
1.

2.

3.

The ten principles are:

Person-centeredness and family engagement, including understanding and valuing patient
preferences, will guide all strategies, goals, and health care improvement efforts;

Specific health considerations will be addressed for patients of all ages, backgrounds, health
needs, care locations, and sources of coverage;

Eliminating disparities in care—including, but not limited to, those based on race, color,
national origin, gender, age, disability, language, health literacy, sexual orientation and
gender identity, source of payment, socioeconomic status, and geography—will be an
integral part of all strategies, goals and health care improvement efforts;

Attention will be paid to aligning the efforts of the public and private sectors;

Quality improvement will be driven by supporting innovation, evaluating efforts around the
country, rapid-cycle learning, and disseminating evidence about what works;

Consistent national standards will be promoted, while maintaining support for local,
community, and state-level activities that are responsive to local circumstances;

* National Strategy for Quality Improvement in Health Care: Report to Congress. Washington, D.C.: U.S. Department of
Health and Human Services, 2011.
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7. Primary care will become a bigger focus, with special attention towards the challenges faced
by vulnerable populations, including children, older adults, and those with multiple health
conditions;

8. Coordination among primary care, behavioral health, other specialty clinicians, and health
systems will be enhanced to ensure these systems treat the “whole person;”

9. Integration of care delivery with community and public health planning will be promoted; and

10. Providing patients, providers, and payers with the clear information they need to make
choices that are right for them, will be encouraged.

Related National Quality Initiatives

There are two national quality initiatives, both public-private partnerships supported by DHHS that
dovetail with the NQS.

Partnership for Patients (PfP). PfP consists of a range of health care stakeholders (including
hospitals, employers, physicians, nurses, patient advocates, state and federal government, and
others) committed to developing improved models of care to achieve two goals:

1. Keep patients from getting injured or sicker. By the end of 2013, preventable hospital-
acquired conditions would decrease by 40 percent compared to 2010. Achieving this goal
would mean approximately 1.8 million fewer injuries to patients with more than 60,000 lives
saved over three years.

2. Help patients heal without complication. By the end of 2013, preventable complications
during a transition from one care setting to another would be decreased such that all hospital
readmissions would be reduced by 20 percent compared to 2010. Achieving this goal would
mean more than 1.6 million patients will recover from illnesses without suffering a
preventable complication requiring re-hospitalization within 30 days of discharge.

DHHS will be using $1 billion from the ACA to address these goals. It is anticipated that other
entities from the public and private sectors also will be committing resources to PfP.

Million Hearts Initiative (MHI). The MHI sets the ambitious national goal of preventing 1 million
heart attacks and strokes in five years. The interventions will involve public health efforts to
encourage healthier nutritional choices as well as improved clinical management of risk factors
(targeting the “ABCS"—Aspirin, Blood Pressure, Cholesterol, and Smoking Cessation) that has
been proven to reduce cardiovascular disease mortality and morbidity. Specific goals are listed in
the table below:

Indicator 2011 Baseline 2017 Goal
Aspirin use for people at high risk 47 percent 65 percent
Blood pressure control 46 percent 65 percent
Effective treatment of high cholesterol (LDL-C) 33 percent 65 percent
Smoking prevalence 19 percent 17 percent
Sodium intake (average) 3.5g/day 20 percent reduction
Artificial trans-fat consumption (average) 1 percent of 50 percent reduction
calories/day

See the NQS website for additional information.
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Medi-Cal Managed Care Performance Dashboard

Summary Level Dashboard: 2013 Q4

Enroliment By Population: Statewide
m Families Children SPDs m Duals
7
6 6.4%
| ] ] — —
— — — —— — 10.4%
5 —— — —
) 13.4%
s 4
s 3
=
2 69.8%
1
0
Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13
All 5,052,903 | 5,088,676 | 5,209,439 | 5,521,980 | 5,618,754 | 5,655,664 | 5,677,735 | 5,779,503 | 5,904,344 | 5,911,712 | 6,125,355 | 6,089,203
Duals 342,309 341,211 344,536 347,015 349,269 351,934 355,288 357,734 382,711 385,429 388,146 390,263
SPDs 603,899 605,704 605,045 605,418 607,222 608,915 609,996 611,008 630,200 631,134 633,299 633,931
Children 179,354 190,989 302,408 596,284 660,424 682,224 698,534 793,051 811,970 814,965 852,965 814,748
Families 3,927,341 3,950,772 3,957,450 3,973,263 4,001,839 4,012,591 4,013,917 4,017,710 4,079,463 4,080,184 4,250,945 4,250,261
Cal MediConnect - - - - - - - - - - - -

Enrollment as of December 2013: Plan Model

Medi-Cal Managed Care vs. FFS
as of December 1, 2013: Statewide

Notes: To prevent double-counting, Cal MediConnect enrollment is not included as part of All enrollment; SPDs are Medi-Cal only; SPD children are categorized as SPD's
Children includes Optional Targeted Low Income (up to 266% FPL) whose parents' income is too high for Medi-Cal; Families population includes parents and children who mostly qualify for TANF

Choice and Auto-Assignment Rates: Statewide

—e— Choice Auto-Assigned

B Families Children SPDs M Duals
@ 2 100%
S 4 — FFS 80% | o oo o |, o e o
S 3 mMC 60%
5 40%
20%
— > > > > > > > > > > > >
0 _- _ e ‘b\\/ ‘o\\' ‘o\\' c,\\' ‘b\\' b\'\r <’)\'\/ /\\'\r (9\'» ‘b\\' o)\\’ ‘o\\/
COHS GMC Two-Plan RM KU VAR CAIR A VA R VA (AR O SV
’ ’ s % s % 2 ’ ’ N N N
All 1,218,286 619,141 3,956,221 137,770 \0 \\?) \\?) \'\?) \\”b \'\”)) \'3’ \'& \\?) W W
218, : /956, : A @ @V @ @ @V (@ o &
A A A A W QY AV 00 W
Duals 16% 4% 4% 0% e RSN
SPDs 8% 13% 11% 1% Notes: Does not include transitioning populations, members
Children 16% 15% 12% 17% defaulted because they were previously a member, or if other
Families 60% 68% 73% 82% family members were already assigned to the plan.
Note: Data in this dashboard is preliminary and subject to change Page 1 of 11



Medi-Cal Managed Care Performance Dashboard
Summary Level Dashboard: 2013 Q4

DHCS

HeatharePSQndcas

ENROLLMENT (Cont.)

Medi-Cal Managed Care Members by Age
as of December 1, 2013 (Includes SPD and Duals)

Medi-Cal Managed Care Members by Race/Ethnicity
as of December 1, 2013 (Includes SPD and Duals)

m<1 0% W Hispanic
m1-5 ® White
m6-11
[ |
=12-17 Black
m 18-20 M Asian
m21-44
m South Asian/Pacific
145-64 Islander
W 65+ m Alaska Native/ Native
American
m Other/Unknown
Medi-Cal Managed Care Members Medical Managed Care Members
Medi-Cal Only SPDs by Age As of December 1, 2013 Dual Eligibles by Age As of December 1, 2013
m<1 0% 0%
m1-5 m<1-20
m6-11 m21-44
m12-17 m 45-64
m 18-20 M 65+
m21-44
m45-64
W65+

Medi-Cal Managed Care Members by Age/Female Percent of Total (Includes SPDs and Duals)

Age Group 12-17 18-20 21-44
Female 48.8% 48.9% 48.8% 48.9% 52.7% 70.5% 56.4% 62.8%
Total 188,816 1,179,364| 1,345,262| 1,121,266 346,917 993,710 586,399 341,467

Note: Data in this dashboard is preliminary and subject to change
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DHCS Medi-Cal Managed Care Performance Dashboard

RSRTR, Summary Level Dashboard: 2013 Q4
Medical Loss Ratio (without MCO tax) Tangible Net Equity

HealthPlan | 2013 Q4 | 2013 Q3 | 2013 Q2 | 2013 Q1 HealthPlan | 2013 Q4 | 2013 Q3 | 2013 Q2 | 2013 Q1

KP * 159% 160% 170% 206% KP 1727% 1458% 1199% 1181%
CHWP 101% = = = CCAH 1163% 882% 689% 714%
ABC 100% 106% 69% 102% SFHP 812% 783% 705% 850%
HPSJ 98% 93% 85% 95% Partnership 733% 763% 719% 675%
LA Care 96% 97% 92% 96% HPSM 710% 508% 434% 375%
CHG 95% 96% 102% 106% Health Net 518% 527% 545% 565%
CenCal 94% 91% 92% 83% LA Care 492% 432% 444% 382%
Care First 94% 113% 105% 117% ABC 414% 391% 399% 355%
CCHP 94% 93% 89% 94% CalOptima 407% 396% 379% 420%
IEHP 94% 100% 89% 92% SCFHP 395% 391% 375% 348%
KFHS 94% 105% 77% 90% KFHS 380% 409% 487% 462%
CalOptima 93% 96% 91% 87% Care First 319% 334% 327% 334%
CalViva 92% 92% 94% 92% HPSJ 273% 317% 330% 305%
SCFHP 92% 94% 92% 93% CencCal 230% 228% 202% 187%
Molina 90% 95% 98% 88% CalViva 223% 219% 214% 212%
Partnership 89% 85% 87% 82% IEHP 221% 226% 279% 252%
GCHP 87% 88% 83% 91% CHG 218% 212% 215% 247%
Alameda Alliance 86% 97% 89% 87% Molina 184% 157% 152% 163%
Health Net 86% 86% 83% 84% CCHP 175% 189% 186% 174%
SFHP 84% 87% 93% 71% CHWP 167% = - -
HPSM 60% 77% 77% 98% GCHP 131% 99% 48% -29%
CCAH 57% 74% 91% 92% Alameda Alliance 69% 44% 106% 116%
Medical Loss Ratio (MLR) measures what percentage of revenue plans spend Tangible Net Equity (TNE) measures financial strength in cash assets.
on members' medical costs. TNE is ranked by percent, highest to lowest, for the most recent quarter.
*Kaiser's reported cost is based on an allocation to the Medi-Cal Managed Care
line-of-business and includes cost of non-covered services.
MLR is ranked by percent, highest to lowest, for the most recent quarter.
CHWP is a new Medi-Cal Managed Care plan, therefore no data exists prior to Q4 2013
Note: Data in this dashboard is preliminary and subject to change Page 3 of 11
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Medi-Cal Managed Care Performance Dashboard

Summary Level Dashboard: 2013 Q4

ACCESS

Grievances per 1,000 Member Months (2013 Q4): Statewide

Population

SPDs

Grievances by Reason (2013 Q4): Statewide

| Physical Accessibility

m All SPDs m Duals Children m Families
1.0
0.8
0.6
0.4
| [ [ 0
2013 Q1 2013 Q2 2013 Q3 2013 Q4

Access to Primary Care

114

1.5

1.0

0.5

0.0

Access to Specialists

Gri

evances per 1,000 Member Months (2013 Q4): Plan Model

m All SPDs m Duals Children ®m Families

GMC Two-Plan COHS

Other Types of
Grievances
1,235

Out-of-Network |

63 35

State Fair Hearings by Reason (2013 Q4): Statewide

Reason Category | Total | SPDs | Children | Other
MER/EDER 191 98 1 92
Pharmacy 174 128 3 43
Surgery/Treatment 63 33 3 27
Consultation/Specialist 50 32 1 17
Durable Medical Equipment 41 38 0 3
Denial of Service 38 29 0 9
All Other Reasons 189 110 3 76
Total 746 468 11 267

Note: State Fair Hearings data is DHCS data and may not be consistent with DSS data.

Note: Data in this dashboard is preliminary and subject to change
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Medi-Cal Managed Care Performance Dashboard
Summary Level Dashboard: 2013 Q4

ACCESS (Cont.)

ER Visits per 1,000 Member Months: Statewide

ER Visits with an IP Admission per 1,000 Member Months: Statewide

—o—All SPDs —a—Duals —o—All SPDs —a— Duals
100 15
80
10
60 "
2 m 20 S i-ssi S
20
2 " 2 " 2 " > > > > > > 42 v 2 2 2 2 > > > > > >
> 0%» @Q,\, & OQ,» & Q,\, s & Q@ Q,«” 00,» @,\, &;x, < o o*'\’ & y N 5 & s & &
R A A O N R AR G LR O S L LA O R RN LN
IP Admissions per 1,000 Member Months: Statewide Pharmacy Claims per 1,000 Member Months: Statewide
—o—All SPDs —a—Duals —e—All SPDs —a— Duals
100 4,000
@ . 3,000
a ©
€ S0 © 2,000
el
<
——— -+ . . 1,000
A A —/ &— 4 ) Gy G G Gl— |
2 2 9 2 'z 2 > > > > > >
\&'\’ o%:\, Q,Q’\' Oé;\, o‘\:\/ ?f’:» 'b(\:\, Q‘f’:\, '2;‘:» Q‘:\/ 'b‘\"\, oﬁ‘” &'\”» 000’0 Q’Q, (‘,&.\”L S Y Q/(,’Q N 4 ,z;\,'\?’ Q’\'% ,bA'O) (\'rb
e ) N Q N & @ e @ S N R (,)?/ e) N IS N3 <<Q/ @ N @ \\}
Note: Data in this dashboard is preliminary and subject to change Page 5 of 11




DHCS Medi-Cal Managed Care Performance Dashboard

B Approved Denied In-Process

e = Summary Level Dashboard: 2013 Q4
ACCESS (Cont.)
SPDs Continuity of Care (2013 Q4): Children Continuity of Care (2013 Q4):
Statewide Statewide

Total Number of Requests: 1,237 Total Number of Requests:

80

Note: Data in this dashboard is preliminary and subject to change
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Medi-Cal Managed Care Performance Dashboard
Summary Level Dashboard: 2013 Q4

ACCESS (Cont.)

All Beneficiaries
(Medical Only)

m Total MERs Approved

MERs (2013 Q4): Statewide

1

SPD Beneficiaries
(Medical Only)

Total MERs Denied

Q4 2014 SPDs All-YTD SPDs-YTD
Total in FFS due to Approved MER 9,288 2,594 34,816 11,356
Total MERs Denied 3,379 727 16,648 5,623
Total MERs Pending - - 131 57

Note: Year-to-date, 34,816 Medi-Cal members are in FFS due to an approved MER.

Note: Data in this dashboard is preliminary and subject to change
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DHCS Medi-Cal Managed Care Performance Dashboard
RSRTR, Summary Level Dashboard: 2013 Q4
QUALITY AND SATISFACTION

2010 CAHPS Satisfaction with Health Plan (9 or 10 Rating): Statewide 2013 CAHPS Satisfaction with Health Plan (9 or 10 Rating): Statewide

Plan Rate Plan Rate Plan Rate Plan Rate
KP North 65.4% JKP South 73.4% KP South 70.0% JKP South 78.9%
KP South 64.9% JKP North 72.3% KP North 68.8% JKP North 76.2%
HPSM 54.4% JCCAH 70.7% IEHP 57.3% JHPSM 70.3%
CCAH 51.2% JHPSM 70.0% CalOptima 56.5% JSCFHP 68.7%
Partnership 50.9% JSCFHP 68.0% HPSM 56.5% JCalOptima 68.5%
CenCal 48.7% JCalOptima 66.1% CCAH 54.7% JHPSJ 68.4%
HPSJ 48.1% JCenCal 64.9% HPSJ 54.2% LA Care 68.2%
CalOptima 48.1% LA Care 63.1% GCHP 51.2% JIEHP 67.8%
IEHP 46.7% JHPS) 62.8% Partnership 51.1% JCHG 67.3%
KFHS 46.1% JIEHP 61.9% SCFHP 50.7% [JHealth Net 66.5%
LA Care 45.9% JCCHP 61.3% KFHS 50.2% JKFHS 65.9%
CHG 45.6% JHealth Net 61.2% CCHP 49.9% [CalViva 65.9%
Health Net 44.7% |Partnership 61.1% Care First 49.6% JAlameda Alliance 65.8%
CCHP 44.6% JKFHS 61.1% CalViva 48.8% [ Care First 64.4%
Alameda Alliance 44.4% JCHG 61.0% Health Net 47.7% JCenCal 64.3%
SCFHP 43.0% JCare First 60.9% SFHP 47.5% JABC 64.3%
Molina 42.6% JABC 59.8% CHG 47.5% JCCAH 64.2%
ABC 40.5% [Molina 59.4% CencCal 47.0% [Partnership 61.0%
Care First 39.0% JAlameda Alliance 58.4% LA Care 46.6% JSFHP 60.9%
SFHP 38.0% |JSFHP 58.0% ABC 46.3% JCCHP 60.8%
Average 47.6% [Average 63.8% Alameda Alliance 45.2% [Molina 59.4%
Note: The CAHPS Statewide Average represents a straight average Molina 44.7% JGCHP 58.9%
of all health plans (not the weighted average). Average 51.9% JAverage 66.2%
Medi-Cal Managed Care members were surveyed to rate their MCP on a scale of 0 to 10,
with 0 being the "worst health plan possible" and 10 being the "best health plan possible."
Note: Data in this dashboard is preliminary and subject to change Page 8 of 11



Medi-Cal Managed Care Performance Dashboard

Summary Level Dashboard

HealthCareéeﬁiées

N POHCS

2013 Q4

QUALITY AND SATISFACTION (Cont.)

HEDIS 2013 Aggregated Quality Factor Score
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Note: The Aggregated Quality Factor Score (AQFS) is a single score that accounts for plan performance on all DHCS-selected Health Effectiveness Data

and Information Set (HEDIS) indicators. It is a composite rate calculated as percent of the National High Performance Level (HPL).

The High Performance Level is 100%. The Minimum Performance Level is 40%. The Weighted Average is 60%.
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Medi-Cal Managed Care Performance Dashboard

Summary Level Dashboard

N POHCS

2013 Q4

HealthCareéeMées
QUALITY AND SATISFACTION (Cont.)

HEDIS 2013 Percentage of Adult Diabetes Patients Tested for Blood Glucose Control

% With Hemoglobin Alc Test

*

Weighted Average: 83.2%
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Link to HEDIS 2013.

Source: Healthcare Effectiveness Data and Information Set (HEDIS) 2013. Rates reflect 2012 measurement year data.

High Performance Level (HPL): Top 10% of U.S. Medicaid plans tested > 91.1% of diabetes patients.

The Minimum Performance Level (MPL): Bottom 25% of Medicaid Plans tested < 78.5% of diabetes patients.
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Note: Data in this dashboard is preliminary and subject to change



A\ w Medi-Cal Managed Care Performance Dashboard
Summary Level Dashboard: 2013 Q4

HealthCarcServices

QUALITY AND SATISFACTION (Cont.)

HEDIS 2013 Percentage of Adult Diabetes Patients With Controlled Blood Glucose
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Source: Healthcare Effectiveness Data and Information Set (HEDIS) 2013. Rates reflect 2012 measurement year data. Link to HEDIS 2013.

High Performance Level (HPL): Top 10% of U.S. Medicaid plans documented hemoglobin Alc < 8% in more than 59.4% of diabetes patients.
The Minimum Performance Level (MPL): Bottom 25% of U.S. Medicaid plans documented hemoglobin Alc < 8% in fewer than 42.1% of diabetes patients.

Note: Data in this dashboard is preliminary and subject to change Page 11 of 11



DHCS Cal MediConnect Monthly Enrollment Dashboard
ilgtlalihéares;:\;ul:eusl AS Of Apl’ll 1, 2014 Creation Date: 4/15/14

- _ %
Total Active Enrollments Effective April 1, 2014 Projected Enrollments - Two Month Look Ahead

by County Active ; ) Total Projected
May Pending June Pending

County Enrollments as Enrollments Enrollments Enrollments for June

San Diego, 196 Los Angeles, 3 of 4/1/14 Month of Eligibility
Enrollments Riverside 3,853 1,929 5,898
Riverside, 116 3,445 San Bernardino 122 4,260 1,849 6,231
San Diego 7,718 3,102 11,016
Total 3,445 15,833 6,880 26,158

*Projected enrollments are based on passive enrollment transactions submitted 60-days prior to
the enrollment effective month. Voluntary (Opt-in) enrollment projections are notincluded in
these statistics.

Monthly Enrollment Trend
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Data Sources: MEDS April MOE 2014, pulled on 3/26/14 Page 1
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Cal MediConnect Enrollment Dashboard
As of April 1, 2014

Creation Date: 4/15/14

DHCS Health Care Options Mailing Schedule?

2014 2015
Phase ---> 1 2 3 4 5 6 7 8 9 10 11 12 13 14
For Coverage Effective Date -->| May1? Jun1l Jul 1 Augl Sep 1 Oct 1 Nov 1 Dec1 Jan 1 Feb 1 Mar 1 Apr1l May 1 Jun1il
. Jan2 &
90-day Notice --> Feb3 Feb 26 Mar 28 Apr 28 May 27 Jun 26 Jul 29 Aug27 Sep 26 Oct 29 Nov 24 Dec 29 Jan28 Feb 25
e
90-day notice volume-->| 21,805 7,763 53,625
60-day Notice -->| Feb 26 Mar 28 Apr 28 May 27 Jun 26 Jul 29 Aug27 Sep 26 Oct 29 Nov 24 Dec 29 Jan 28 Feb 25 TBD
. Mar 6 -
Choice Packet --> R Mar 31 Apr 30 May 29 June 30 Jul 31 Aug 29 Sep 29 Oct 31 Nov 26 Dec 31 Jan 30 Feb 27 TBD
ar
60-day+choice packet volume-->| 18,122 6,907
30-day Notice-->| Mar 28 Apr 28 May 27 Jun 26 Jul 29 Aug 27 Sep 26 Oct 29 Nov 24 Dec 29 Jan 28 Feb 25 TBD TBD
30-day notice volume-->| 15,360

1. Health Care Options (HCO) Maximus mailings for Riverside, San Bernadino, San Diego and Los Angeles County. San Mateo notices were sent by the Health Plan San Mateo.

2. Mailings for May 1, 2014 coverage start date include April and May birth months.

San Mateo Mailing Schedule
for April 1 Coverage Start Date

90-day notice

60-day +

Enrollment Form

30-day notice

Mail date > Dec 28 Jan 29 Feb 21
Volume-—-> 4,547 4,285 3,637
HCO Call Center Statistics for March 2014
Total Calls Total Total Calls Average Average |Average Wait
For Week Ending ) Calls Abandon | Talk Time Time
Received* Abandoned )
Answered Rate (Minutes) | (Seconds)
03/07/14 1,365 882 131 9.60% 9.27 83.20
03/14/14 1,841 1,559 71 3.86% 10.15 47.00
03/21/14 2,442 2,216 95 3.89% 10.24 31.80
03/28/14 1,891 1,837 11 0.58% 10.63 16.40
Totals for Month| 7,539 6,494 308 4.09% 10.07 44.60

1. Total Calls received are hits to the call center system. Members may receive assistanceinan
automated phone tree, therefore are not accounted forin call answered or abandon.

Data Sources:

Beneficiary notice schedule: From Maximus and HPSM notice timeline reports
Call Center Statistics: HCO Weekly CCI Call Center Report dated 4/3/14

Total Count

Opt-out Requests by Month/County

County February March Totals % of Passive®
San Mateo 262 1,052 1,314 28.90%
San Bernardino 88 348 436 5.20%
San Diego 172 558 730 5.42%
Riverside 101 360 461 5.96%
Los Angeles 0 0 0 0.00%
Total 623 2,318 2,941 8.35%
1. The Opt-Out % is applied to 90 days mailed within the county
excluding the most current 90 day mailing.
Monthly Opt-Out Trend
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