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Welcome to the third
Future of Medi-Cal
Commission Meeting

Thank you for joining us in
Oakland. We appreciate your
partnership and engagement

The meeting will begin shortly

Public attendees are invited to
sit in the theater-style seating

Please silence mobile devices. Recording is not
permitted. ASL interpretation is available. Public
comment will be invited around 11:35am

WiFi: TCEGUEST
Open a browser and navigate to www.calendow.org to
connect
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The Commission is defining what Medi-Cal must
deliver & how it can endure over the next decade

What the Commission is working toward

Today is another
Articulating a 10-year vision for the future of Medi-Cal . _
Defining the capabilities the program must have to serve Californians s.tep Inayear Iong
over the next decade journey to frame
Identifying priority challenges and opportunities for system change Ch.a"enges' exp]ore
Clarifying where Medi-Cal must evolve to better serve members and ideas, and build
communities recommendations
Developing actionable, evidence-informed recommendations that will improve
Grounded in real-world experience, feasibility and tradeoffs the lives of millions
Advancing an accessible, equitable, high-quality, and sustainable of Californians
Medi-Cal

Serving all populations, providers, and regions of the state




Our context and our charge

» Medi-Calis operating in a period of significant near-
term change, including federal policy shifts, fiscal
pressures, the upcoming gubernatorial election, the
increasing capabilities and use of Al, and shifting
eligibility and enroliment dynamics all shaping the
environment in which members receive care today

« Even amid this change, the Commission's charge is to
define where Medi-Cal needs to go over the next
decade: clarifying the outcomes the system must
achieve for members and the principles that should
guide it

* This long-term vision is meant to anchor near-term
policy and implementation decisions, giving the state,
plans, and providers a shared direction as they navigate
today's choices

« Our focusis system-level design (e.g., care models,
financing, governance, and infrastructure) built to
serve members durably across changing conditions




Key questions surfacing across Workgroup dialogue as the Commission moves
toward solutioning

Near-term pressures and the 10-year vision: How can the Commission's recommendations support the state, plans, and
providers navigating immediate pressures, including federal funding changes, and H.R.1, while strengthening the core
capabilities Medi-Cal will need over the next decade?

Scope of the Commission's focus: How should the Commission's recommendations address the experience of current Medi-
Cal members, Californians moving in and out of coverage, and the broader health ecosystem in which Medi-Cal operates?

To be resolved in future Workgroup discussions —

Funding adequacy and how dollars flow: How should the Commission address both the level of funding available across
federal, state, and county sources and how existing dollars move across the program's fragmented structure?

Local responsiveness and statewide consistency: How can the system enable place-based, locally responsive care while
ensuring members across California experience consistent access and quality?

Accountability across the system: How should accountability be structured across the entities that serve Medi-Cal members,
so that responsibility for member outcomes within a geography is clearer than it is today?

Advancing technology and protecting members: How can the Commission pursue best-in-class technology and data
capabilities while ensuring the infrastructure, privacy protections, and responsible use of Al needed to keep members safe?
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Where we are in the Commission journey

Jan-Feb

Established a
shared vision
for Medi-Cal
and informed
seven draft
priorities to
guide work

March

KT
2

Refined the
priorities,
organized into
Workgroups
and clarified
expectations
for next phase

we are here
9 End of March through October November

Workgroup development and commission review Final report
6

Workgroups develop recommendations and Finalize a set of

bring them to the full Commission for recommendations

discussion and refinement and a roadmap for
implementation

A Commission Meetings



Our objectives for

the morning
session

Anchor discussion in guiding principles to ensure
alignment on values and direction

Share problem statements and key drivers across
Workgroups, highlighting cross-cutting themes and
input from the Advisory Group

Invite public comment on problem statements and key
drivers



Refining the principles that will
anchor the Commission's work

Commiission input
Reflecting priorities Commissioners have raised in prior meetings,
with this meeting as a moment for feedback on draft principles

Stakeholder perspectives
Incorporating input from consumer advocates and community
partners, including the recent consumer advocate letter

Workgroup grounding
Anchoring how Workgroups develop solutions and how the
Commission tests emerging recommendations

The principles will
anchor the
Commission's final
report - keeping
recommendations
grounded in
members' needs and

honest about
tradeoffs required to
build more
accessible,
equitable, high-
quality, and
sustainable Medi-Cal




For discussion |
Principles to
guide our
recommendations

Centeron Ensure access to comprehensive,
whole-person care across the lifespan, improving access, quality, and experience while
reducing disparities and addressing the full range of member needs

Advance high-impact, forward-looking solutions grounded in reality. Build on proven
models while enabling innovation, optimizing available resources, and ensuring
feasibility, scalability, and long-term system sustainability, challenging the status quo
when needed

Align stakeholders around
measurable improvements in health and experience, ensuring resources are used
effectively to maximize member benefit and enable transparent, timely, actionable data
to inform decision-making at all levels

Design with and for members and communities. Embed member voice and lived
experience in program design and decision-making

Support a strong, stable workforce to meet member needs. Ensure sufficient capacity
and a workforce that reflects and understands the communities it serves, enabling
high-quality, culturally and linguistically appropriate care

Uphold member rights, dignity, and access to care. Ensure members are treated with
respect and can access care without barriers

Set a standard of excellence for California and beyond. Develop a model that
demonstrates data-driven governance, proactive decision-making, and effective
resource deployment at scale 10



Our objectives for

the morning
session

Anchor discussion in guiding principles to ensure
alignment on values and direction

Share problem statements and key drivers across
Workgroups, highlighting cross-cutting themes and
input from the Advisory Group

Invite public comment on problem statements and key
drivers



The Commission's work is organized across four Workgroups, each
examining a core part of the Medi-Cal system

Member Experience &
Care Model

Examining how
members enroll, find
care, and navigate the
system, and how care
models can better
support coordination
and provider access

£

Payments and Financing

Examining how Medi-
Cal is funded and how
payment structures
shape access, quality,
and the program's long-
term sustainability
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Rationalized System
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Examining how Medi-Cal is
organized across plans,
counties, and programs,
and how accountability
and coordination can be
strengthened

Technology, Data
& Infrastructure

Examining how data and
technology can better
support members,
providers, and decision-
makers across the
program



Several cross-cutting themes are emerging across the Workgroups' dialogue

OOOE O

Equity is often the variable that absorbs the cost of other reforms. System simplification, value-based
payment, technology adoption, and rationalization can unintentionally erode equity if it is not embedded as a
top-line design constraint. When efficiency becomes the primary optimization target, the populations with the
least capacity to navigate change bear the cost.

Real-time data are not consistently captured, shared, or linked to outcomes. The availability of quality, real-
time data is essential for Medi-Cal reform. Data needed to drive accountability, care coordination, and equity
are either not currently collected, are collected inconsistently, or are captured in formats that do not drive
decisions.

There is no single entity accountable for whole-person outcomes. Entities accountable for member
outcomes sit too far from the providers and community organizations delivering care, creating complex chains
of responsibility and handoffs and ultimately weakening accountability for whole-person outcomes.

Funding adequacy, structure, and predictability constrain reform. Providers need adequate, stable rates,
including for safety-net primary care, to deliver core services; county behavioral health sits inside the "gilded
cage" of realignment, protective in downturns but limiting in growth periods; and significant investment will be
needed for technology and infrastructure.

Workforce capacity and trust are stretched thin across the program. Provider capacity, county staffing, and
frontline workers are already managing insufficient resources; new reforms risk adding burden unless paired
with adequate training, workflow redesign, and execution support.
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Core problems and key drivers

Member Experience & Care Model
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Member Experience & Care Model problem statements

Medi-Cal eligibility and enroliment >>

9 Model for care delivery and
system navigation

>> 9 Care access >

Many eligible Californians are
unable to either obtain or maintain
coverage, particularly those with
administrative or accessibility
barriers or changing eligibility,
resulting in gaps in coverage and
disruptions in care.

The Medi-Cal care model leaves
many members without an
appropriate provider of core
primary care functions (e.g., low-
acuity care, coordination,
prevention) matched to their
needs. At the same time, members
and their households face difficulty
navigating the system across plans,
providers, and programs, with no
clear ownership of the end-to-end
care journey.

Members face barriers to
accessing timely care in the
appropriate setting, including
primary, specialty, behavioral, or
other types of care and supports, to
effectively address whole person
health.



Member Experience &
Care Model

Members face
structural barriers
across eligibility,

enroliment, system
navigation, care
quality and access,
and the care model
itself

Key drivers

« Enrollment and coverage processes are complicated, opaque, and
difficult for members to follow

« Care coordination across entities is breaking down, making the system
hard to navigate

« Patient metrics are not linked to the health outcomes that matter to
members

e The care modelis not equipped to effectively deliver care based on each
member's unique needs
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Core problems and key drivers

Payments and Financing



Payments and Financing problem statements

° Medi-Cal financing does not consistently enable stable, predictable and adequate funding for long-term
investment, resulting in uncertainty that drives more reactive decision-making. This constrains long-term system
planning and limits the ability to invest in and sustain transformation.

———————————————————————————————————————————————————————————— dependent on rationalized system -

e Members have difficulty accessing consistent, high-quality care and determining what is covered where because
payment levels, approaches, and delivery models vary across provider types within Medi-Cal (e.g., FQHCs, hospitals,
private providers).

|
|
|
|
|
|
|
|
|
: e Members too often get care in higher-cost settings because Medi-Cal payment structures incentivize care in

: higher-cost or less appropriate settings rather than supporting the right care in the right setting for members. As a
| result, providers face competing incentives across programs and services, contributing to variability in care delivery
! and failure to improve outcomes.

:

|

|

|

|

|

|

|
|
|
|
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|
|
|
|
|
|
|
|
e Some members experience fragmented and uncoordinated care because payment and financing structures across !
programs are misaligned, creating conflicting incentives, duplicative requirements, and significant |
administrative burden that limit coordination across systems and increase overall system spend. |

|



Payments and
Financing

Medi-Cal's funding
and payment
structures are not
stable, aligned, or
adequate enough
to support high-
quality care over
time

Key drivers

Structural fragmentation across funding streams and actors dilute
accountability and make care coordination challenging

Reactive budgeting and fiscal constraints reinforce short-term
decisions and constrain long-term investment

Reliance on federal funding presents adequacy and structural
challenges as state financing mechanisms have not been designed to
provide stability

Timeliness of funds flow does not match the pace of care, and even
approved payments can take years to reach providers

Incentive misalignment is embedded in payment design as payment
structures do not consistently reward desired outcomes
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Core problems and key drivers

Rationalized System



Rationalized System problem statements

Members who require services across multiple systems of care experience fragmented care leading to
inconsistent benefits, coordination, and outcomes. Misaligned incentives weaken accountability and impede Medi-
Cal's ability to operate as an efficient outcomes-driven purchaser and deliver coordinated, whole-person care.

Medi-Cal's plan and delivery system structures, across managed care and county-administered programs, vary
significantly in roles, responsibilities, and maturity, and often rely on multiple layers of delegation, which can
dilute accountability, create inconsistency across regions and limit effective care coordination and performance
oversight.

21



Rationalized System

Medi-Cal has been
layered over time
rather than
designed as a
system, leaving
fragmentation,
uneven capability,
and unclear
accountability
across the state

Key drivers

&

The system was never co-designed as an integrated whole - legacy
structures were built for a different era and protect services in downturns
but limit flexibility and integration today

Structural fragmentation across state, counties, and plans - splits in
authority and responsibility create accountability gaps and complicate
whole-person care

County-administered carve-outs and system separation can lead to
service silos, cost shifting, and gaps for high-need populations

Plans and counties are routinely tasked with major reforms, without
sufficient bandwidth, infrastructure or expertise, and county asset variation
means implementation capacity differs dramatically

There is no shared outcomes framework or longitudinal data to drive
improvement

22



Core problems and key drivers

Technology, Data & Infrastructure
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Technology, Data & Infrastructure problem statements

Medi-Cal's technology and data infrastructure is fragmented across plans, counties, providers, and state systems,
limiting the ability to exchange and connect information across care settings today and to scale and adapt to evolving
technologies over time.

Inconsistent approaches to consent, privacy, security, and governance limit trust in data sharing across entities,
reducing participation from members and providers and slowing adoption of new capabilities.

Members experience difficulty navigating Medi-Cal across enrollment, coverage, and access to care and services.
Barriers such as fragmented entry points, inconsistent information, and uneven access to digital tools limit their ability
to effectively engage with the system.

Providers and the Medi-Cal workforce face significant administrative burden and fragmented workflows (e.g.,
referrals, prior authorizations, documentation), limiting time for care and contributing to burnout. At the same time,
inconsistent access to usable data, tools, sufficient workforce capacity, and training constrains effective care
delivery.

Medi-Cal lacks consistent ability to generate actionable insights about performance, population needs, and
outcomes. Data is siloed, inconsistently collected, and not effectively linked to decision-making or accountability.

24



Key drivers

Technology, Data & « Systems cannot reliably exchange data across settings due to differences
Infrastructure in systems and data definitions or notations, concerns around data
protections, identity matching, and broad public mistrust

« Significant resourcing is required to both implement new technology(e.q.,
Medi-Cal lacks the Al)and bolster existing infrastructure, but many entities lack the support of

technology, data, upfront and ongoing investments and sufficient incentives

and governance - Datagovernance is fragmented across entities, with no clear authority
foundations setting expectations for what data are collected, how they are stored and

needed to support shared, or how privacy is protected

members, « Technology is designed around institutional workflows, rather than
providers, and members, frontline workers, or other clinical consumers

fl'Oﬂt'lI.’le workers « Implementation pathways for Al and other technologies are

and drive system underdeveloped, with insufficient capabilities to bridge new tools to

improvement existing workflows, prepare the workforce, or ensure responsible
deployment that supports members, frontline staff, and system leaders!

1. Emerging key driver for further Workgroup dialogue 25




Prompts to guide discussion

Do these problem statements and
key drivers capture the core
challenges across the Medi-Cal
system?

Across Workgroups, is there
anything that hasn't been captured?




Our objectives for

the morning
session

Anchor discussion in guiding principles to ensure
alignment on values and direction

Share problem statements and key drivers across
Workgroups, highlighting cross-cutting themes and
input from the Advisory Group

Invite public comment on problem statements and key
drivers

27



Public comment period guidelines

If you are signed up to speak:
* Pleaseline up at the standing microphone
« Speakers will be called in the order they signed up
* Please share your name and organization; you will have To share written comments,
2 minutes to speak to allow for as many contributors as please scan the OR code below:
possible to share

We invite your input on:

* How guiding principles should shape the Commission's
work as it moves toward recommendations

 Whether problem statements and key drivers capture
core challenges and what is driving those challenges




Thank you for joining us

This concludes the
public portion of today's
Commission meeting

We appreciate your continued engagement
and the perspectives shared today

Your input helps shape how this work
moves forward. Please stay connected at
info@futureofmedi-cal.org
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