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Your RIGHTS as an HMO Patient:

* You have the right to see a primary care physician who is located near you.
Your HMO must assign you to a primary care physician who is located within 15 miles (or a 30-minute drive) of your
home or workplace.

* You have the right to a second opinion.
If you disagree with the diagnosis or the way your doctor proposes to treat you, and have discussed the matter with
your doctor, you may request to see another physician for a second opinion. In many cases the HMO must pay for
a second opinion.

¢ You have the right to be referred to a specialist when medically necessary.
Your HMO must provide a referral to a qualified specialist when it is medically necessary for you to see one.

¢ You have the right to select an obstetrician/gynecologist as your primary care physician.
If you are a woman, your HMO must permit you to see a participating obstetrician/gynecologist without obtaining
a referral from your primary care physician.

* You have the right to a quick response when requesting authorization for a medical referral.
In most cases your HMO must provide an answer fo your physician’s request for a freatment authorization within five
business days of the HMO's receipt of the request (or 72 hours if the request is urgent).

* You have the right to file a grievance with your HMO.
If you are dissatisfied with the health care that youreceived from your HMO, you have theright to file a grievance with
your HMO. The HMO must resolve the grievance within 30 days (or within three days if the grievance is urgent).

* You have the right to receive emergency care without prior authorization.
If you reasonably believe that you need immediate care to avoid placing your health at serious risk, you may seek
emergency care by dialing “911” or by going to the nearest emergency facility without seeking prior authorization
from your HMO.

* You have the right to uninterrupted health care.
If you have to change HMOs or your doctor is no longer under contract with your HMO during the course of
freatment, your HMO must have policies in place to guarantee that you will not suffer from an interruption in
medically necessary care.

* You have the right to inspect your medical records kept by your provider.
You can ask to review your own medical records. If you believe that they are incomplete or incorrect, you have
the right fo add a written addendum with respect to any item or statement in your records. There may be a fee to
review your medical records.

* You have the right to contact the California Department of Managed Health Care’s HMO Help Center for
assistance, toll free at 1-888-HMO-2219, or TDD 1-877-688-9891 if you can’t resolve a problem with your HMO.

Your RESPONSIBILITIES as an HMO Patient:

The following suggestions, while not required by law, can help you obtain the highest quality of care from your HMO:
¢ Read and understand your HMO Evidence of Coverage/Contract and keep it handy for easy reference.
* Always be prepared to discuss your healthcare problems during your visit with your doctor.

e Ask your doctor questions if you are not clear about your diagnosis or freatment plan.

* Demand appropriate, necessary care.

e Keep good records of your medical history, including diagnosis and treatment information.

* Know about and use preventive health care services offered by your HMO.

* Be an active participant: ask questions, read, and inquire.

e Learn how to become your best advocate.

* Keep your membership card handy.

e Know the phone number of your HMO Member Services.




A MESSAGE FROM DIRECTOR LUCINDA “CINDY"” EHNES

To California consumers, health plans, physicians and other health care providers:

Over the past year, the DMHC team has worked hard to ensure that members
receive the right care at the right time. To meet this mission, we have tackled a
number of extremely complex issues impacting both the health care industry and
California consumers.

Consumer protection is our primary job, and it is one we do well. During 2005, our
24/7 HMO Help Center assisted more than 113,000 members to resolve their health
plan problems. In any month, the Help Center handles up to 10,000 calls. As a result
of the Help Center’s intervention, members were reimbursed more than $1 million
for services that they had been charged in error.

Affordability of health benefits is of critical concern to everyone. The DMHC has
worked aggressively to ensure that California’s managed care system can continue to offer some of the lowest
premiums in the nation. We also focused on more cost-effective information technology improvements — rolling
out a new e-filing system that allows health plans to submit new product filings and required financial reports;
piloting a new Web site portal to help the public easily offer comments and suggestions on important issues,
such as new regulations; and launching a major Web site redesign that will now offer much more consumer
information and make it easier to navigate to find important information.

Also in 2005, after extensive review, we approved the merger of UnitedHealth Group and PacifiCare of California,
securing more than $250 million in community benefits for California consumers. This money will be used
to improve health care information technology infrastructure in rural and underserved communities, give
consumers more choice through development of new HMO products, improve medical education in key areas of
the state, and provide other investments in health care projects designed to serve low-income populations.

Another key area we concentrated on was reducing the complexity of written health plan and DMHC documents
for consumers. We view it as essential that consumers better understand the important health care rights
guaranteed them by California law, as well as their own role and responsibilities in accessing appropriate health
services.

We believe in fostering strong managed care networks that deliver high quality, cost efficient health care services.
We commit to the public to continue to identify additional avenues for making California’s health care system the
best and most affordable in the nation.

Sincerely,
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Lucinda “Cindy” Ehnes

Director
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About The Department

Mission

The people of the Department of Managed Health
Care work toward an affordable, accountable and
robust managed care delivery system that promotes
healthier Californians.

Through leadership and partnership, the
Department shares responsibility with everyone
in managed care to ensure aggressive prevention
and high quality health care, as well as cost-
effective regulatory oversight.

Vision
To be nationally recognized health care policy
experts and establish national benchmarks for

Health Maintenance Organization regulation,
policy, patient advocacy and consumer awareness.

Who We Are & What We Do

The Department of Managed Health Care
(Department or DMHC), a first-in-the-nation
consumer rights agency, helps Californians
resolve problems with their Health Maintenance
Organization (HMO or health plan) to facilitate
access to appropriate care. We are working for a
stable, solvent and affordable managed health care
system. We also seek to return the industry back
to its roots of better preventive health care so that
Californians are healthier and so that precious
resources are preserved for those who are ill. We
license and regulate California HMOs through the
authority of the Knox-Keene Health Care Services
Plan Act of 1975 (Knox-Keene Act or Act). We also
provide HMO oversight through financial exams and
medical surveys. In addition, we develop legislation
to address emerging consumer and industry issues.

How We Serve Consumers

The DMHC’s HMO Help Center is often the only
legal resource many patients will have available in

About The Depariment

navigating a complex health system. While other
DMHC sections attempt to balance the views of
all stakeholders, the HMO Help Center actively
advocates at all times for the best interests of
enrollees. Itis our job both to ensure HMO enrollees
know they can call for help, and to continuously
improve the quality of that support.

* We are available to consumers 24 hours a day,
7 days a week through our HMO Help Center.
The HMO Help Center provides services for
both English and Spanish speaking consumers,
in addition to telephonic translation services
available in over 100 other languages, and a
TDD device for the hearing impaired.

¢ We promote consumer education regarding
their health care rights and responsibilities and
respond to health care concerns.

* We make every effort to expeditiously resolve
issues with health plans, physicians and other
providers. Consumer complaints are typically
reviewed and resolved within 30 days, or within
days if there is an urgent medical need.

* We develop partnerships with other
organizations in order to share health care
concerns, information and solutions with
everyone involved in the health care delivery
system.

¢ We continually evaluate our business processes,
looking for new ways to deliver services to
all customers in a more timely, efficient and
professional manner.

e We are a vital and energetic organization
charged with protecting and advocating for
HMO consumers. We approach our regulatory
responsibilities with professionalism, and
embrace collaboration to ensure the very best
service for consumers.

* We advocate for affordable, quality health care
for all Californians.
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“Often the only legal
resource many patients will have, the
HMO Help Center actively advocates at all
fimes for the best interests of enrollees.”

Cindy Ehnes
Director

Consumer Assistance

HMO Help Center

The HMO Help Center is dedicated to ensuring
that consumers understand their health care rights
and receive prompt and effective responses to their
health plan concerns. During 2005, the HMO Help
Center assisted 113,132 consumers in resolving their
health plan problems via telephone assistance, quick
resolutions, early reviews, urgent case resolutions,
complaint resolutions, or Independent Medical
Reviews. With services available 24 hours a day,
7 days a week, the HMO Help Center is readily
accessible to assist the consumers we serve. Patients’
rights advocates, health care professionals, and
consumer service representatives are available to
help resolve issues with a health plan ranging from
a simple paperwork mix-up to a complex medical
issue.

Consumers often contact the Department when they
are being charged for services that they feel should
be covered by their health plan. The amount of
money consumers saved in 2005 as a result of the
HMO Help Center’s intervention was $1,165,736.
This total reflects claim disputes that expressly
identified a dollar amount reimbursement. The
amount reported does not include non-reimbursable
costs associated with surgery or other procedures
that were initially denied by the health plan, but
later authorized.

HMO Help Center Mission

The mission of the HMO Help Center is to provide
information to consumers regarding health care

Consumer Assistance

issues, to ensure that health plans are accountable
to members for providing required health care
services and for appropriately addressing member
complaints.

How We Help

e We provide readily accessible assistance to
health care consumers to resolve their health
plan coverage concerns and problems.

¢  We provide timely review of, and response to,
complaints regarding health plans and requests
for information.

¢ We routinely monitor health plans to ensure they
comply with the law and fulfill their obligations
to members and, where necessary, identify and
seek appropriate corrective action.

¢ Weidentify systemicissuesinan effort toimprove
the managed health care delivery system.

*  We make ourselves available to consumers by
telephone, correspondence, e-mail, fax and in-
person visits.

¢ We promote open lines of communication within
government agencies and with health plans,
hospitals, physicians, nurses and other providers
to assure early intervention for the resolution of
patient/member issues.

Consumer Method of Contact in 2005

Fax

3%

Phone Calls
82%

E-mail/Help
Line
1%

Written
Documents
14%

Information Requests

In 2005, the HMO Help Center received over 7,000
consumer requests for informational pamphlets, forms
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or specific sections of California’s patients’ rights laws.
According to consumer preference, this information
is either mailed to the consumer or the consumer is
instructed on how to obtain the information from the
Department’s Web site <www.hmohelp.ca.gov>.

Requests for Information by Type Number

Complaint Packet 3,268
Phone Number 1,134
IMR Packet 696
COBRA Packet BllIS
Supplemental Materials 232
Knox-Keene Act 91
The HMO Senior Guide 81
OPA Report Card 61
HMO Help Center Brochure 12
Booklet for Uninsured 5
Other 1,218

Total Number of Requests for 2005 VARK

Telephone Assistance

The HMO Help Center’s first priority is customer
service. In addition to responding to formal complaints
and requests for Independent Medical Reviews, the
HMO Help Center responded to thousands of calls
from consumers requesting general information or
assistance. The HMO Help Center received between
7,500 and 10,000 calls each month from consumers, about
seven percent of which resulted in a formal complaint
or an Independent Medical Review. In 2005, the HMO
Help Center provided telephone support services in 20
different languages.

Over 6,600 individuals called with problems outside our
jurisdiction, and we connected them to the appropriate
oversight agency or patient organization to address their
concerns. The HMO Help Center agents strive to be an
effective resource for all types of health care concerns,
not only those dealing with HMOs.

The Department is also committed to opening the lines
of communication between health plans, hospitals,
physicians, and other providers to assure -early
intervention for the resolution of consumer issues.

Consumer Assistance

Calls Answered by HMO Help Center in 2005
Total Calls Answered = 103,250

IVR
Help Center 37,245
Agents 36%
57,139
55%

Miscellaneous
8,866
9%

Consumers Deserve 24/7 Availability

The HMO Help Center is available 24 hours a day, 7
days a week, to respond to consumer issues. Because
health care problems often occur outside of regular
business hours, we believe that consumers need a
reliable resource to assist them during all hours.

“In these days of rationed care, big bureau-
cracies, and for-profit health care providers
who seem to value profits above patients,
DMHC is a breath of fresh air! If it were not
for DMHC's help and intervention, we would
never have been able to get the (tfreatment)
that our child needed. Thank you, thank you,
thank you!”

John N. Heathcliff
Los Angeles, California

Automated Responses to Inquiries

When consumers call the HMO Help Line at
(888) HMO-2219, they can always reach a live
person to assist them. Consumers initially receive
immediate assistance from the digital Interactive
Voice Response (IVR) system and may opt to speak
with the staff of the HMO Help Center. The HMO
Help Center’s IVR system provides:

¢ Telephone numbers for the major full service
health plans and other specialized plans, such as
vision or dental.

* General information regarding the HMO Help
Center.
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¢ Instructions to register a complaint or an

Independent Medical Review.

e (COBRA, HIPAA, Medicare and Medi-Cal

information.

¢ Recent changes in health plan or medical group

services.

¢ TheDepartment’s Web site address for additional

information <www.dmhc.ca.gov>.

There were 37,245 calls (nearly 36 percent of all

C
S

alls) resolved through the HMO Help Center’s IVR
ystem during 2005.

“I am positive (DMHC) involvement contributed
fo a prompt resolution.
agency is the last bastion of hope for the ‘average’

In these situations, your

citizen.

Cleopatra Bullard
Rialto, California

ndependent Medical Review

An Independent Medical Review (IMR) provides
health plan members the opportunity to receive
an outside review of their health care dispute
from doctors and other health care professionals,

C

ompletely independent of the member’s health

plan.

The IMR program has enabled members to receive
treatment or medical care previously denied by

their health plans.

We believe that the success

of this program has encouraged health plans to
resolve potential cases internally to the member’s

S

atisfaction.

Three types of disputes are eligible for IMR:

1.

Denials based on a finding that a requested
treatment is experimental or investigational for
life-threatening or seriously debilitating medical
conditions.

Services that are denied, delayed, or modified by
the health plan or one of its contracting medical

Consumer Assistance

providers based on a finding that the service is
not medically necessary.

3. Disputes concerning a health plan’s failure to
reimburse the member for out-of-plan emergency
or urgent medical services.

The Department determines whether a case involves
an issue that is eligible for an IMR. The health plan
must have an opportunity to assess and resolve the
issue through its standard grievance process. By
law, before an IMR application is eligible for review,
an independent review organization comprised
of physician and medical specialists conducts the
actual reviews.

Health plans are assessed a fee for the reviews.
There is no charge to the member for the application,
processing, or resolution of an IMR.

The Director of the Department must formally
adopt the IMR determination. If the health plan’s
decision is overturned, the health plan is required to
implement the findings within five days.

Health plans may request that an otherwise eligible
case be withdrawn from IMR when it decides to
reverse its previous denial of requested services. If
the reversal fully resolves the member’s concerns,
the case will be withdrawn but the health plan is
required to explain why the dispute was not resolved
in the grievance process. While such resolutions
are encouraged, the Department reviews requests
to withdraw cases from the IMR process to ensure
the dispute was appropriately assessed by the
health plan’s treatment authorization and grievance
systems. There were 31 withdrawn cases in 2005
compared with 52 in 2004.

In2005, there were 989 members who had been denied
health care services involving medical necessity, or
the proven effectiveness of certain treatments, that
received IMRs. Thirty-three percent of the health
plan decisions were overturned and consumers
received services that otherwise would have been
denied. (Please refer to Appendix A for IMR results
by health plan.)



California Department of Managed Health Care

Annual Report — 2005

IMR Resolutions: Upheld vs. Overturned

With-

IMR Type Upheld Overturned drawn Total

Experimental /

Investigational 75% 25%

Medical Necessity

Total Resolutions

487 | 65% | 259 | 35% 27| 773
645 67%* 313 33%* 31 989

* Percentage totals do not include withdrawals.

Twenty-two percent of the 989 reviews were based
on health plan denials of a service considered to be
experimental or investigational. Twenty-five percent
of these were overturned. The remaining reviews
were based on health plan denials of a service
considered to be not medically necessary. Thirty-
five percent of these were overturned.

The following graphs illustrate the information
on the total number of IMRs in 2005 and identify
whether or not the independent review organization
upheld or overturned the health plan’s original
denial. Results are provided separately for
experimental/investigational reviews and medical
necessity reviews.

Upheld—The review organization upheld the health
plan’s original denial.

Overturned—The review organization overturned
the health plan’s original denial, and the health
plan is now required to provide the service to the
patient.

216 Experimental/Investigational IMRs
Upheld vs. Overturned in 2005

Overturned Upheld
25% 75%

773 Medical Necessity IMRs
Upheld vs. Overturned in 2005

Overturned Upheld
35% 65%

Consumer Assistance

Standard vs. Expedited Reviews

Generally, IMR cases are processed (through
completion) within 30 days of qualification of the
application. However, in certain circumstances, an
IMR can be processed on an expedited basis.

For a service that has been denied based upon the
finding that it is experimental or investigational, the
IMR can be expedited if the patient’s physician
states that the treatment would be significantly less
effective if not done promptly. In these cases, IMR
processing is completed within nine days.

For a service that has been denied, delayed or
modified based upon the finding that it is not
medically necessary, the IMR can be expedited if there
is an imminent and serious threat to the health of the
patient. In these cases, IMR processing is completed
within seven days or less.

The chartbelow provides information on the number
of IMRs that were processed as standard versus
expedited.

Standard vs. Expedited
Cases Closed Through IMR in 2005

Experimental/Investigational IMR 173 39 212
Medical Necessity IMR 695 51 746
Withdrawn IMR 31

ola 868 90
Continuing Care IMRs

IMR cases often involve “continuing care” where
the health plan has issued a medical necessity
denial for services that are expected to continue for
some time. The most common situations involve
denials of prescription drugs, speech therapy, or
continued admission to facilities. In several cases
there has been a question of how long the plan
must continue to authorize the care. While the
reviewing physician is at many times unable to
define a future point in time when, for example,
a patient can safely be transferred to a lower level
of care, a variety of solutions to this problem are
used. The Department encourages its reviewing
physicians to identify the significant aspects of
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the patient’s medical history, as well as the known
treatment plan, and set out the important factors
used in analyzing the alternative treatments. The
Department has advised health plans to work
with providers prior to performing a post-IMR
utilization review to ascertain whether there have
been changes in the patient’s condition warranting
the review. Health plans were advised that failure
to do so might be construed as a violation of the
Department’s order.

Consumer Complaint Resolution Options

In addition to resolving health plan denials through
the Department’s IMR program, the HMO Help
Center strives to resolve consumer issues at the first
possible level in the shortest amount of time. Based
on the circumstances presented by the member,
the HMO Help Center uses one of four resolution
processes for consumers:

1. Quick Resolution—An informal process that
resolves consumers’ concerns within hours or a
few days.

2. Urgent Case Resolution—An informal process
that addresses urgent clinical issues that cannot

wait 30 days to go through the formal complaint
process.

3. Early Review—A formal process that addresses
time-sensitive non-clinical issues prior to the
member’s participation in the health plan’s
grievance and appeal process.

4. Complaint Resolution—A formal process that
resolves complaints within 30 days. This
process follows the member’s requirement by
law to participate in the health plan’s 30-day
grievance and appeal process.

Quick Resolution

The HMO Help Center utilizes the informal Quick
Resolution process to resolve consumer complaints
within hours or a few days. In some cases, our
agents bring a representative from the health plan
on the line with the consumer in a three-way call to

Consumer Assistance

expedite resolution and eliminate additional delays.
Many issues can be resolved quickly by opening
the lines of communication between the health
plan and the consumer. In 2005, there were 606 calls
resolved through the Quick Resolution process. The
HMO Call Center enhanced the this process by
implementing the following changes:

¢ Worked more closely with the clinical and
nursing staff to expand the Quick Resolution
process to improve and expedite resolution of
consumer complaints/issues.

¢ Expanded the Quick Resolution staff by four
new positions.

¢ Hosted meetings between Help Center staff and
health plans to discuss and train them on our
processes.

¢ Changed and distributed new guidelines and
developed internal mechanisms to identify key
characteristics that qualify complaints for quick
resolutions.

All these factors have contributed to the overall
increase the number of Quick Resolutions compared
to prior years. If either party decides to pursue the
issue via a formal complaint or Independent Medical
Review, the issue is immediately transitioned from
the Quick Resolution process to the appropriate
formal dispute resolution process.

Quick Resolution Issues Received in 2005

No. of % of
Quick Resolution Issues Issues Issues
Enroliment or Cancellation 112 19%
Claim Payment 99 16%
Medical Appointment 83 14%
Provider Access/Change & Block Transfers 54 9%
Coordination of Care 44 7%
Access to Member Services/Benefit Info. 41 7%
CalCobra/Cobra/HIPAA 36 6%
Prescription Issues 21 3%
Medical Record Access 17 3%
Other 99 16%
Total 606  100%
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Urgent Case Resolutions

Consumers often call the HMO Help Center with
issues that cannot wait 30 days to complete a health
plan’s formal complaint process. These complaints
involve delays or denials in refilling prescription
medications, delays in obtaining appointments or
surgery for pressing health care issues, premature
release from a hospital or facility, or an inability to
obtain a referral for treatment.

In 2005, there were 290 urgent complaints that
required an immediate resolution compared to
862 in 2004. Urgent complaints were generally
referred to our clinical nurses who worked with the
consumer and the health plan to resolve the issue.

2-Year Comparison of Urgent Cases

——2005 2004
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The overall number of urgent complaints has
steadily decreased during the past three years. As
the health plans gained greater experience with
the Department, met adherence to the Knox-Keene
Act, and collaborated with the HMO Help Center
clinical staff, they became more likely to resolve
clinical matters in favor of the member without
HMO Help Center intervention. In addition, the
changes implemented in the Quick Resolution
process have affected the number of urgent cases
being directed to our clinical nurses.

During the Quick Resolution process, cases
were more thoroughly reviewed before being
sent through the Urgent Review process, further
decreasing the number of cases.

Consumer Assistance

Urgent Complaints Received in 2005

Urgent Complaint Type Number

Access/Referral Issue 73
Rx/Medication Supply 39
Benefit Issue 25
Denied Treatment 22
Diagnostic Test Access 16
Early Discharge - Facility 16
Acute Pain 9
Experimental Treatment 7
Chronic Pain Management 5
Mental Health Services 4
Durable Medical Equipment 3
Problems with Pregnancy 3
Poor Health Plan Communication 2
Medical Group Closure 1
Other 65
Total Number for 2005 A%0)

Our staffis available 24 hours a day, 7 days a week,
to resolve urgent issues. The Department is also
responsible for assuring that health plan contacts
are available 24 hours a day, 7 days a week, to help
respond to these urgent issues.

Early Review

If an member is involved in a time-sensitive dispute
requiring intervention prior to a health plan’s thirty
day grievance and appeal process, staff performs
an early review of the case. During 2005, the early
review process was applied to 139 cases. Examples
of these types of reviews include:

e HIPAA, Cal-COBRA, or federal COBRA deadline
issues.

* Cancellation of coverage deadline issues.

¢ Continuity of care issues involving a severe
medical condition that requires the member to
receive care from the same physician or medical
group for a specified period of time. Some of these
issues are addressed in the urgent and quick
resolution process referenced in this report.

¢ Health plan delays in implementing a
Departmental decision or agreed upon
resolution.
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Complaint Resolution

Consumers file formal complaints about benefit
and coverage disputes, claims and billing problems,
eligibility, inadequate access to care, and attitude
or service concerns. Disputes regarding denials of
service may qualify for an IMR. The HMO Help
Center has developed the infrastructure necessary
to ensure that complaints are resolved and that we
are responsive to California’s health plan members.

Complaints are researched and resolved by a team
of HMO Help Center staff that includes consumer
service representatives, analysts, patients’ rights
attorneys, and clinical staff. However, before a
complaint is eligible for review, the health plan,
through its own grievance and appeals process,
must have an opportunity to assess and resolve
the issue within 30 days (or 72 hours for expedited
urgent grievances).

A member may submit a complaint to the HMO
Help Center by telephone, letter, e-mail, in-person,
or by completing a consumer complaint form
available on the Department’s Web site <www.
hmohelp.ca.gov>. Though it is not a requirement to
complete the consumer complaint form, it facilitates
the complaint resolution process by assuring that
the HMO Help Center receives all the information
necessary to resolve a complaint. We review all
written information provided by both the member
and the health plan, including relevant medical
records. There is no charge to the member to file a
complaint with the HMO Help Center.

If research determines that the issue is not critically
time sensitive, it will be resolved through the
standard 30-day complaint process. The HMO Help
Center will then issue a written explanation of the
complaint decision. If the complaint is resolved in
the member’s favor, the health plan is required to
provide and cover the disputed service or take other
appropriate action as defined by the Department. If
the complaint is not resolved in the member’s favor,
the member may pursue other remedies, as defined
in the health plan’s Evidence of Coverage (EOC).

Consumer Assistance

A significant number of requests for assistance are
outside the Department’s jurisdiction. If we cannot
assist the consumer, we will connect them with
the appropriate organization who can. As a result,
our staff are required to have full knowledge and
understanding of programs sponsored by other state
and federal agencies as well as advocacy groups.
HMO Help Center staff consistently refer consumers
to organizations such as: Health Rights Hotline,
Centers for Medicare & Medicaid Services, Major
Risk Medical Insurance Board, Department of Health
Services, Department of Insurance, Department of
Consumer Affairs, CalPERS, Department of Labor,
and the Health Insurance Counseling and Advocacy
Program.

Data on all incoming complaints, regardless of type,
are entered into the HMO Help Center’s automated
case management system. Accurate data collection
and maintenance of the automated case management
system enables us to identify systemic issues and
track emerging issues.

In 2005, the HMO Help Center researched and
analyzed the following types of complaints:

Complaint Categories

OCoverage/
Benefits OEnroliment
34% Disputes

6% W Plan Service &
Attitude

@ Coordination of

Care
12% 3%
@ Provider
H Billing, Claims Service &
& Financial Attitude
Disputes 3%

38% OAccess
4%

Complaint Response

We focus on effectively resolving individual
consumer complaints.
discovered as a result of multiple complaints, the
issues are referred to the appropriate Departmental

If systemic problems are
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COMPLAINT TYPE DEFINITIONS

Accessibility - These complaints include: long wait fimes for appointments, lack of availability of primary care or specialty
physicians, delay or failure to respond to patient requests for authorization or referrals, difficulty changing primary care pro-
viders or medical groups, and difficulty obtaining medical records, efc.

Attitude & Service of Health Plan - These complaints include: health plan staff behavior (including attitude, communication,
rudeness), complaints about slow responses to inquiries, grievances, and request for plan materials, etfc.

Attitude & Service of Provider-These complaintsinclude: physician or office staff behavior (including attitude, commmunication,
rudeness, rushed appointment), the physical condition of a hospital or physician office, complaints about slow responses
to inquiries, etc.

Billing, Claims & Financial Disputes - These complaints include: claims disputes (including slow payment, insufficient payment
or disputes about co-pays or co-insurance), and premium disputes (including refund requests and premium increases).

Coordination of Care — These complaints include: lack of coordination among multiple specialty areas, discharge plan-
ning or early release, inadequate diagnosis, inadequate treatment, or the failure of a physician to order a sufficient level
of care or length of freatment. These also include complaints about the inability to continue freatment with an established
provider.

Coverage & Benefits Disputes - These complaints include: disagreement about whether a service is covered under the
member's evidence of coverage and how it may be covered, refusal to refer to a specialist or out of network provider
when the service is available within the network, a denial of ancillary services on the basis that benefit maximums have
been reached, etc.

Enroliment Disputes - These complaints include: false or misleading marketing information, disputes regarding enrollment
and underwriting issues, confinuation of group coverage, and cancellation or termination of coverage.

office for further action. (Please refer to Appendix B
for complaint results by category and health plan.)

complaints filed in 2005 and those carried over
from 2004, there were a total of 6,136 cases closed

Written complaints received by the HMO Help Center during 2005.

are reviewed by a complaint analyst, who gathers The following chart is a summary of the number of
the relevant facts and supporting documentation
and then informs the member of the Department’s
intended action. The analyst coordinates efforts
between health plan administrators and the HMO

Help Center’s clinical and legal staff to resolve the

complaints received by month.

2-Year Comparison
Number of Complaints Received By Month
(Does not include IMRs)

complaint. The analysts work cooperatively with 200 #2005 2004

the Major Risk Medical Insurance Board, the Health 650 1|

Insurance Counseling and Advocacy Program, the ol N

Department of Health Services’” Medi-Cal program 550 | / /

administrators, and the Department of Insurance 500 +— —

to research and resolve complex cases. Reports 450 1

of discovery and resolution are shared with the 400 >

appropriate organization when necessary. 350 . N . T
< NI N ¢ S 9 9 19 9

Regardless of the outcome, the member is notified xo@o@@‘oo S 5 ‘r°g;6@ © 5\1040‘(2@0@‘&

of the Department’s decision in writing.

Volume of Formal Complaints Received

From January 1 through December 31, 2005,
consumers filed 6,087 formal complaints in
comparison to 6,220 filed in 2004. Of the 6,087

Complaint Compliance Determinations

California’s patients’ rights laws are embodied
in the Knox-Keene Act. The HMO Help Center
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resolves disputes using one or more of the following
determinations, in accordance with the Act:

¢ In Compliance—Based upon staff’s review of
complaint documents (including the health
plan’s response to the complaint), no violations
of California’s patients’ rights laws were found.

¢ In Compliance / Benefit Provided—The health
plan initially denied a service or benefit and
then reversed its position by providing the
service or benefit after the member accessed the
health plan’s grievance system or submitted a
complaint to the HMO Help Center. Even after
the health plan decision reversal, the facts and
circumstances of the case warranted a final
finding that the actions taken by the health plan
complied with California’s patients’ rights laws.

¢ Out of Compliance—Based upon review of
complaint documents (including the health
plans’ response to the complaint), staff identified
a specific violation of California’s patients’ rights
laws.

e Out of Compliance / Benefit Provided—The

health plan initially denied a service or benefit
and then reversed its position by providing the
service or benefit after the member accessed the
health plan’s grievance system or submitted a
complaint to the HMO Help Center. Even after
the health plan decision reversal, the facts and
circumstances of the case warranted a finding
that the actions taken by the health plan did not
comply with California’s patients’ rights laws.

* Indeterminate—This determination is used
in two scenarios: (1) there was insufficient
evidence to indicate non-compliance on the
part of the health plan; or (2) a compliance

determination may not have been applicable.
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Consumer Assistance

Compliance with Patients’ Rights Laws - 2005

O In Compliance/

Benefit Provided @ Out of Compliance
19% 2%

OIn Compliance
78%

0O Out of Compliance/
Benefit Provided
2%

O Indeterminate
8%

Provider Complaints

AB 1455 (2000 — Scott) (Chapter 827, Statutes of 2000)
added sections1371.36, 1371.37, 1371.38 and 1371.39 to
the Health and Safety Code to prohibit health plans
from engaging in unfair payment practices. The
prohibited practices include the failure to process
complete and accurate claims, reducing or denying
complete and accurate claims, failing to make timely
pay claims, and failing to automatically include
interest. The legislation also amended section
1367(h) to require health plans to maintain a dispute
resolution mechanism for providers and authorized
the Department to investigate whether payers are
engaging in unfair payment patterns.

Pursuant to AB 1455, the Department promulgated
extensive regulations establishing specific claims
settlement standards. These regulations apply to
both health plans and their capitated providers that
have been delegated claim payment responsibility.
These regulations define the term “unfair payment
pattern” as any practice, policy or procedure that
results in repeated delays in the adjudication
and correct reimbursement of provider claims.
These regulations also set forth minimum dispute
resolution standards for both health plans and
their capitated providers including the issuance of
written determination within 45-days of receipt of
a payment dispute that addresses the provider’s
specific complaint.

These changes led the Department to establish the
Provider Complaint Unit (PCU), which became
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operational on September 20, 2004. This process
allows the Department to track provider complaints
to determine whether any health plans are engaged
in demonstrable and unjust payment patterns
prohibited by the law, or by its implementing
regulations.

On June 1, 2005, the Provider Complaint System
was enhanced to allow providers to submit multiple
“like” claim disputes. This system saves time for
providers or their representatives by allowing them
to submit “bulk” or multiple “like” complaints
through the Department’s Web portal without filling
out a complete form for each individual claim.

Through December 31, 2005, the PCU received over
2,130 complaints and closed approximately 1,979
complaints. The complaints closed break down as
follows:

53% Did not complete the Payer’s Dispute
Resolution process.

12% Non-jurisdictional.

11% Provider non-responsive to request for
documentation.

4%  Duplicates or misdirected complaints.

3% Payer was found out of compliance and
referred to Enforcement.

2% A technical violation was found and corrected,;
payer was issued a warning letter.

15% No violation was identified.

The PCU’s activities have resulted in California
providers receiving additional compensation of
more than $322,000.

Contract Disputes and Continvity of
Care Issues

The HMO Help Center provides assistance to
members whose health plan, medical group, or
hospital is unable to reach agreement on contract
negotiations by informing them of their rights and
what will happen if they lose their doctor, hospital
or medical group.

Consumer Assistance

These contract terminations result in potential
disruptions in the delivery of covered health care
services for California managed care consumers.
Consumers are protected in these circumstances
under the Continuity of Care laws that became
effective in 2004. These laws state that a member
has the right to continue service with a terminating
provider for a period of time under the following
circumstances:

e If the member has an acute condition — for as
long as the condition lasts.

¢ If the member has a serious chronic condition
—until the course of treatment is completed and
the terminating provider can safely transition
care to another provider up to 12 months.

¢ If the member is pregnant.

e If the member has a “terminal” illness — as
long as the person lives.

¢ Careofachild under three yearsold —treatment
can continue up to 12 months.

e For surgery or other procedure already
authorized by the health plan.

In 2005, the Help Center assisted over 1,000
consumers in understanding their options in these
contract terminations and in facilitating expedited
appeals with health plans when needed to ensure
that continuity of care rights were met.
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“We all have a common
goal: to make sure Californians are
healthier.”

Cindy Ehnes
Director

Stakeholder Interaction

The Department is accountable to its external
stakeholders which include, but are not limited to:
members and patients; health plans; physiciansand
other providers; advocacy groups; legislators; and
federal, state, and county agencies. Our philosophy
holds that distinct business entities can work
together in a mutually beneficial relationship. We
all have a common goal: to make sure Californians
are healthier.

Advisory Boards & Committees

The Financial Solvency Standards Board is an
independent body that continues to provide input
to the Department. Two other advisory groups,
the Clinical Advisory Panel and the Advisory
Committee on Managed Health Care, both ended

by law in May 2005.

Financial Solvency Standards Board

The purpose of the Financial Solvency Standards
Board (FSSB) is to advise the Director on matters
of financial solvency that affect the delivery of
health care services. The FSSB also develops and
recommends financial solvency requirements and
standards relating to health plan operations, plan-
affiliate operations and transactions, plan-provider
contractual relationships, and provider-affiliate
operations and transactions. Additionally, the
FSSB periodically monitors and reports on the
implementation and results of the financial
solvency laws, and reviews proposed regulation
changes. Disputes regarding the reimbursement
of health care claims is the most frequent issue
brought to the FSSB by providers.
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Stakeholder Interaction

Stakeholder Ovutreach

We work with our stakeholders to form cooperative
relationships. In order to
successfully together, we reach out to stakeholders
to develop concensus-based solutions.

working interact

HMO Help Center Health Plan Newsletter

The HMO Help Center publishes a Health
Plan Advisory Newsletter to promote better
communication between the HMO Help Center
and the health plans. Articles feature such topics as
regulatory and statutory updates, tips for responding
to HMO Help Center requests for medical and
benefit information, updates on the HMO Help
Center’s operational complaint processes, the HMO
Help Center’s referral process, and IMR process
requirements.

HMO Help Center Statewide Forums

The HMO Help Center met with health care
partners in statewide forums to identify the needs
of health care consumers and develop collaborative
approaches to resolving their issues:

® The Director, Assistant Deputy Director and
Assistant Chief Counsel attended the State of Our
State Forum on Healthcare Quality Measurement
and Improvement at U.C. Berkeley.

e Staff attended the 15th Semi-Annual
Agency Health Forum. Representatives from
the Department of Insurance, the Department
of Labor, and the Centers for Medicare and
Medicaid Services were in attendance.

Inter-

e Staff attended the Cultural and Linguistics
Community Forum. Forum organizers were
advocacy groups that assist individuals with
interpreter services and provide public interest
legal services for discrimination cases.

e Established working relationships with major
stakeholders concerning mental health services
in California — consumer advocates, provider
groups and local and state mental health
systems- in conjunction with a review of how
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behavioral health plans are delivering services
with a specific focus on the implementation
of the mental health parity law, AB88. Staff
convened or attended meetings with one or more
stakeholder groups to obtain background and to
assist in shaping the Department’s actions in this
complex area.

* Provided training on managed care issues to
legal staff at Protection and Advocacy, Inc., a non-
profit organization that provides legal assistance
to the disabled, particularly in state Regional
Centers.

The HMO Help Center also provided speakers
for conferences that promoted awareness of
managed care consumer rights and responsibilities
and Departmental expectations of health plans.
Conferences included:

Mental Health Focused Surveys, sponsored by
the California Association of Health Plans.

Obesity Seminar, sponsored by the California
Association of Health Plans.

Protecting Patient Rights Within Managed
Healthcare, sponsored by the California Dental
Association.

HMO Help Center Compliance Oversight

HMO Help Center staff dedicated resources toward
the following efforts:

* Developed and implemented an outreach-
training program focused on improving health
plan grievance responses. The program, which
uses a case study approach, was presented to
health plan representatives in Sacramento and
Los Angeles in conjunction with the Division of
Plan Survey health plan training.

* Provided legal analysis and advice regarding the
redesigning of the Department’s Web site.

* Worked closely with UC Berkeley on a health
literacy project to deliver health information in
an easily understood and consumer-friendly
manner.

Stakeholder Interaction

¢ Reviewed health plan filings relating to product
changes made by Medicare supplement issues
required in connection with the new Part D
prescription drug benefit.

* Reviewed health plan licensure filings relating
to Quality of Care Review Systems, in addition
to continuing the review of health plan filings
pertaining to the grievance process, IMR, and
arbitration.

HMO Help Center Educational Ouireach

The HMO Help Center provided educational
regarding the
Department’s mission, patients’ rights, and the role
the Department serves in assisting members with
their health care disputes. The following efforts
were made:

outreach within California

e Distributed more than 50,000 brochures to
libraries across California.

* Visited four health plans to discuss the Quick
Resolution process to promote the collaborative
efforts that enhance our overall ability to
expeditiously process and resolve consumer
issues.

¢ Continues to partner with the California
Department of Insurance (CDI) to fulfill the
requirements of the SB 1913, Joint Senior Level
Work Group Pr