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EXECUTIVE REPORT

ACA Medicaid Expansion: What’s at Stake?

A

t the date of this article, there’s plenty of buzz in
Washington about repeal of the ACA, but little
clarity about a potential replacement. The stakes are
high: 20M Americans are covered through the ACA. 12M
of those were covered through Medicaid expansion in 32
States, including 14 States that have Republican Governors.
In California, more than 3.5M residents gained coverage
through Medicaid expansion, with federal funding exceeding
$15B. Many local providers have increased capacity as
more patients are seeking care with their new coverage. In
Congress, there is concern on both sides of the aisle for the health of the nation as
the ACA debate unfolds.
In the Alliance’s tri-County Service Area:
●● More than 83,000 Alliance members became newly enrolled through the ACA’s
option for States to expand Medicaid to cover low income childless adults. That’s
about 24% of the Plan’s 350,000 members.
●● Many of these new Alliance members have one or more chronic health
conditions…heart disease, diabetes, asthma…that require ongoing treatment.
Loss of coverage would cause delays in care, increased illness, and higher cost.
●● Any repeal of coverage for the Alliance’s 83,000 Medi-Cal expansion members
would threaten more than $314M/year in Plan payments to local health care
providers serving these members.
With so much at stake in the ACA debate, the Alliance has joined with fifteen other
local, non-profit Medi-Cal health plans across California to inform and advocate
with federal and State legislators regarding Medicaid expansion. We are concerned,
and hopeful, that federal policy makers will sustain and build on the progress we’ve
made toward healthier communities. In every possible scenario, the Alliance will
prioritize serving our members to the best of our ability, in partnership with you.
In closing, I’m pleased to inform you that the Alliance was recently ranked #1 for
Quality of Care among mid-sized Medi-Cal health plans by the State Department
of Health Care Services. Our providers’ preventive care and chronic disease
management services earned this recognition. While the political wheels turn, we
have a lot to be proud of, and a strong foundation to build on for the future…for
all our Alliance members.

Alan McKay

Alan McKay, Chief Executive Officer
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Seven Tips to Streamline Referral Tracking

A

reliable system for tracking
referrals is essential for care
coordination and patient
safety, yet it can be challenging to
maintain for many primary care
providers. High referral volume
requires considerable staff time to
ensure that specialists have accurate
information, patients make and
keep their appointments, and the
referring provider receives and
acknowledges all notes and results.
Below are seven tips to help your
practice process referrals efficiently
and accurately:
1. Map Your Referral
Tracking System
To implement an effective
system, map your process in
detail, including potential
variances (e.g., referral type or
site). Ensure that opportunities
for system failures or open loops
are addressed. Then define your
end points (i.e., “Clinician
acknowledges notes/results”).
2. Define All Referral Dispositions
Depending on the options
available in the electronic
health record (EHR), define
all possible statuses of a referral
(i.e., Open, Pending, Scheduled,
Closed, Canceled).
3. Document Patient Declines
When a patient chooses to
decline a referral, best practice is

to include a statement in
the referral order or patient
chart indicating “Patient
declines referral/test/procedure
after verbalizing understanding
of risks, benefits, alternatives
and consequences of failing
to complete the referral/
test/procedure.”
4. Centralize Referral
Coordination or Dedicate
Referral Coordinators
Dedicate specific (non-clinical) staff
to act as referral coordinators.
Adding referral tracking to the
responsibilities of clinical care
team members (MAs, LPNs,
LVNs) can detract from patient
care duties.
5. Stratify Your Referrals
Consider stratifying referrals
as urgent or routine, then
developing protocols for each

type. Ensure that status changes
for various referral types are
defined and well-documented,
including notifications to the
referring provider.
6. Leverage Technology
Most EHRs have systems in
place for entering and tracking
referral orders. Ensure that all
care team members enter orders
according to your standards. If
possible, utilize your existing
electronic system instead of
using a spreadsheet or paper
log system.
7. Develop Written Policies
and Procedures
A best practice is to develop
a detailed referral tracking
policy and procedure. This
document should include all
definitions, workflows, roles and
responsibilities, and reporting.

Checking Referral Status
To check the status of open referrals within the Alliance Provider
Portal, select the “Open Referrals” tab under the “Linked Member
List” report and sort by date range. You may also find referrals by
authorization number or by using the patient’s name, Social Security
number or member ID by using the “Authorization/Referral Search”
section of the Portal (see “Auths and Referrals” menu).
If you have questions, contact your Provider Services Representative
at (800) 700-3874 ext. 5504.
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Tobacco Cessation Services
Documentation
Requirements

Effective November 1, 2014,
comprehensive tobacco cessation
services are a covered benefit for
Alliance members. Requirements
for claims and associated
documentation for these services
are outlined below.
Smoking and tobacco use
counseling is reported using the
following Current Procedural
Terminology (CPT) codes,
which are specific to the duration
of counseling:
●●

●●

99406: Smoking and tobacco
cessation counseling visit;
intermediate, greater than
3 minutes up to 10 minutes.
99407: Smoking and tobacco
cessation counseling visit;
intensive, greater than
10 minutes.

Counseling services must
be provided face-to-face by a
physician or other qualified health
professional. Documentation must
include total time spent with the
patient and what was discussed,
including cessation techniques,
resources and follow-up.

Alliance Program
Integrity Efforts
The Alliance routinely evaluates
billing compliance with our
claims coding and documentation
standards. An evaluation of Alliance
providers’ compliance for smoking
and tobacco use counseling claims
documentation requirements is
underway. The Program Integrity
department has notified several
providers of their selection for
participation in this evaluation.
For benefit-specific information,
please see Alliance Policy

405-2217 - Comprehensive
Tobacco Cessation Services, linked
on page 21 of the Alliance Provider
Manual, or visit medi-cal.ca.gov.

Challenges and Solutions for Pain Management

T

reating pain is among
medicine’s oldest and
most fundamental
responsibilities, yet modern
medicine continues to strive to
understand pain mechanisms
and how to best relieve pain
and suffering.
Pain is an enigmatic issue
that places significant burdens
on patients, families, providers
and employers. Pain is the most
frequent reason patients seek
physician care in the United
States. Successful chronic pain
management is individualized,
patient-centered, evidence-based
and goal-oriented with emphases
on functional improvement and

achievement of life goals, in
addition to pain reduction.
The Centers for Disease Control
and Prevention (CDC) recently
published the “CDC Guideline for
Prescribing Opioids for Chronic
Pain” to assist clinicians with this
issue. This guideline covers when
to initiate or continue opioids for:
chronic pain for non-cancer pain,
palliative care and end-of-life care;
opioid selection, dosage, duration,
follow-up and discontinuation; and
assessing risk and addressing harms
of opioid use. You can download
a CDC Opioid Guideline
Mobile App, which includes
the guideline and a morphine
milligram equivalent calculator, at

cdc.gov/drugoverdose/prescribing/
app.html.
The Alliance is working with local
partners to develop community
standards based on these and other
evidence-based guidelines. For more
information, please contact Alliance
Pharmacy Director John Hanley,
PharmD, at (831) 430-5574 or
Alliance Medical Director Julio
Porro, MD, at (831) 430-5551.
Pain affects more Americans
than diabetes, heart disease
and cancer combined.
Reported by the American Academy of
Pain Medicine
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Alliance Drug
Formulary Changes
Q4 2016
Additions to Formulary
Cellcept
Incruse Ellipta

A

Depression Screening Tools
for Primary Care Providers

ccording to the World
Health Organization,
depression is the fourth
most disabling medical disorder and
is predicted to be the second most
disabling medical disorder by 2020.
Physical symptoms of depression,
such as fatigue, sleep disturbance,
appetite or weight change, and
psychomotor disturbance, can also
be related to medical comorbidities.
However, an evaluation of physical
symptoms alone is inadequate to
diagnose depression.
Brief depression screening
tools, such as the Patient Health
Questionnaire-2 (PHQ-2), have
proven to be as accurate as longer
screening tools and are used frequently,
as they can be administered quickly.

However, because brief screening
tools do not include the full spectrum
of depression symptoms (including
suicide), they should be followed
with more detailed screening and a
diagnostic interview.
The Patient Health
Questionnaire-9 (PHQ-9) includes
physical symptoms of depression
not referenced in the PHQ-2
and can be used to determine
if depression is present when a
patient’s PHQ-2 score is high.
For more information about
screening and treatment of depression,
please refer to the Institute for
Clinical Systems Improvement’s
Health Care Guideline on Depression
in Primary Care, available at
morehealth.org/icsi.depression.

Behavioral Health Services
for IHSS and MCAP

O

n January 1, 2017,
Beacon Health Options
(Beacon) assumed the
administration of behavioral health
benefits for the Alliance’s In-Home
Supportive Services (IHSS) and
Medi-Cal Access Program (MCAP)
members, including inpatient
and outpatient mental health and
substance abuse services.

The Alliance worked closely
with Beacon and the transitioning
vendor, OptumHealth, to ensure the
seamless transition of approximately
550 IHSS and 90 MCAP members.
The toll-free number used to
access benefits for IHSS and MCAP
has not changed. Providers and
members can reach Beacon at
(800) 808-5796.

Prograf
Trilipix 45mg Generic

Changes to Formulary
Antara 43mg and 130mg
(Generic) (Non-Formulary;
PA Required)
Armour Thyroid (Brand)
(Non-Formulary; PA Required)
Budesonide EC (NonFormulary; PA Required)
Levothroid (Non-Formulary;
PA Required)
Levoxyl (Non-Formulary;
PA Required)
Lialda, Asacol HD, Delzicol
(Non-Formulary; PA Required)
Lipofen 50mg and 150mg
(Generic) (Non-Formulary;
PA Required)
Pepcid Oral Susp (NonFormulary; PA Required)
Synthroid (Non-Formulary;
PA Required)
Tirosint (Non-Formulary;
PA Required)
Zantac Capsules (NonFormulary; PA Required)
Prescriptions for legacy members taking
a medication prior to its reclassification
as Non-Formulary will be honored.
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Spore Testing Best Practices

S

terilization is a process that
destroys all microorganisms
on the surface of an item, such
as a surgical tool, to prevent disease
transmission associated with use
and reuse. The most widely used
and reliable sterilization method is
steam sterilization, which can be
achieved in an autoclave.
The effectiveness of your practice’s
procedures can be monitored by spore
testing, by which live, highly resistant,
nonpathogenic spores are processed
through the autoclave. If the spores
are killed during the run cycle, it is
assumed that all microorganisms are
destroyed, the load is sterile and the
autoclave is working properly.

The Centers for Disease Control
and Prevention recommends
spore testing weekly at minimum,
while the California Department
of Health Care Services requires
testing at least monthly. Spore
tests should be documented,
including the date, result, types
of spore test used and person
performing the test. Written
procedures for spore testing and
the response to positive spore
test results should be available to
staff onsite.
Alliance Quality Improvement
department nurses are available to
answer questions about this critical
process at (831) 430-4147.

Tips to Improve HPV Vaccination Rates

I

n 2016, the National
Commission for Quality
Assurance added human
papillomavirus (HPV) vaccine to
the Immunization for Adolescents
Healthcare Effectiveness
Data and Information Set
(HEDIS) measure.

Since HPV vaccine rates trail rates
for Tdap (tetanus, diphtheria and
acellular pertussis vaccine, adult/
adolescent formulation) and MCV
(meningococcal conjugate vaccine),
it’s important to review vaccination
coverage for all teens. Here are
some tips to keep teens protected:

●●

●●

●●

●●

●●

●●

First and most importantly,
recommend HPV vaccine to
both genders equally.
Do not miss an opportunity to
vaccinate. Immunize at every
visit, not just the well-care visit.
The language used by providers
can be critical. Instead of asking
if a parent would like their child
to receive an HPV vaccine,
recommend “your child is due
for an HPV vaccine today.”
Help parents understand that the
HPV vaccine is a normal part of
the adolescent immunization series
by administering all three (Tdap,
MCV and HPV) at the same visit.
HPV vaccine has a high parent
refusal rate due to sex stigma. Use
terms that put parents at ease and
emphasize cancer prevention.
After administering the initial
dose, ensure that subsequent
doses are scheduled before the
patient leaves the clinic.
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Utilizing Staff and Data to Prevent
Avoidable Emergency Room Visits

A

patient’s visit to the local
emergency room (ER) may
cost an average of five times
the cost of an equivalent service
offered in the primary care office
($999 versus $200). Furthermore,
according to the National Center
for Health Statistics, when
comparing adults ages 18–64 from
2004 to 2014, those with Medicaid
coverage were more likely than
privately insured or uninsured
patients to have visited the ER
within the past 12 months.
High utilization and high cost
not only impact the health care
system but also your practice’s Care
Based Incentive payment. Some
visits are unavoidable, but keeping
patients out of the ER and in your
office may also be achieved by
utilizing staff and data wisely.
Tips to reduce preventable
ER visits:
●● Ensure that clinic staff
routinely verify patient contact

●●

●●

●●

information to make sure
communication is available
when needed.
Identify and contact patients
with recent ER visits to
schedule follow-ups and
begin educating patients on
resources to prevent ER use.
Ensure that patients are
aware of extended office
hours, and remind Alliance
patients that the Nurse Advice
Line is available 24 hours a
day, 7 days a week, at
(844) 971-8907.
Focus on high utilizers:
Consider working with ER staff
to flag high utilizers at the time
of walk-in and loop them back
to their primary care physician
for an appointment.

Decreasing the percentage of
patients in the ER for preventable
diagnoses not only benefits
your practice financially, but

Adults ages 18–64:
ER utilization within the
past 12 months by type of
coverage: U.S., 2004–2014
50

Adults with one or more
visits in past 12 months

40
Medicaid
30
20

Uninsured

2014

Private
10
0

2004
Source: Health, United States, 2015: With Special
Feature on Racial and Ethnic Health Disparities,
National Center for Health Statistics

equips patients to better navigate
their health by utilizing the
proper resources to address basic
health concerns.
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The Power of Team-Based Care

M

any practitioners are
driven by the ideals of
altruism and compassion
in pursuing health care careers.
Despite these noble goals, 50% of
providers report feeling trapped in
a cycle of reactivity and response
rather than being proactive and
generative. A few steps can help
providers begin reversing burnout
and discouragement while honoring
every patient at every visit.
The first step toward sustainable
change is making the commitment
to a clear clinical culture that rallies
its team around a shared, patientcentered, proactive purpose.
Teamwork is the critical next
step. Empowering clinical staff

as vital carriers of this vision
has resulted in proven increases
in productivity and morale,
improved patient engagement
and satisfaction, higher quality
of care, and improved outcomes.
Team-based care maximizes every
visit by closing care gaps and
involving the patient in unified
support of his or her health and
wellness goals.
Essential techniques utilized
by effective, patient-centered care
teams include:
●● Pre-visit planning to identify and
address care gaps at every visit.
●● Optimizing the care team,
including standing orders for

●●

●●

●●

●●

chronic care labs, tests, preventive
screenings and referrals.
Mini-huddles for real-time care
plan review.
Offering preventive screenings
and chronic care maintenance
when they are due, regardless of
reason for visit.
Maximizing the electronic
health record for clinical decision
support, clinical reminders,
reporting and patient education.
Utilizing after-visit summaries
to engage patients and reinforce
plan of care, follow-up actions,
education and prevention.

By embracing these techniques,
providers can end each day feeling that
they have made a positive difference.
Learn more at stepsforward.org.

Grant Program Strengthens Region’s
Health Care Solutions

T

he Alliance is, and will
continue to be, a strong
partner in providing health
care solutions for our members and
the community at large.
To date, grant funding from
the Alliance has subsidized the
recruitment of over 40 new
providers to the region. Awards
also provide support in the
Alliance’s three counties for
construction of new medical
and behavioral health facilities,
supportive housing for Alliance
members with complex medical
needs, health information
technology, and other needed
health care infrastructure.
The Medi-Cal Capacity Grant
Program prioritizes funding in three
focus areas:
1. Increasing provider capacity.

2. Expanding access to behavioral
health and substance use
disorder services.
3. Developing and strengthening
support resources for
high utilizers.
Grant funding is available for
provider recruitment and equipment
subsidies for eligible Medi-Cal
providers. Practice coaching and
technical assistance funding is also
available for providers focused on
the patient-centered medical home
model of care and other efforts to
increase access, coordinate care and
integrate services.
Grants for capital and
infrastructure projects that
address one of the three focus
areas are additional opportunities
for 501(c)(3) nonprofits and
government agencies.

The next two application
deadlines are March 20, 2017, and
July 17, 2017. For detailed program
information, including eligibility,
please visit www.ccah-alliance.org/
grantprogram.html or call grant
program staff at (831) 430-5784.
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Qualifiers for Referrals vs. Authorizations

T

o ensure that authorizations
are properly mapped to
the correct location in
the Alliance’s new adjudication
system, please ensure that the
correct qualifier is used for referrals
vs. authorizations.

Paper Claim
CMS 1500 Form:
1. If box 23 contains a number
that begins with a V or a C,
map the referral number to
the REF02 (Reference ID)
field of the REF segment in
loop 2300, and the REF01
(Reference ID Qualifier) must
equal 9F.

2. If box 23 contains a number
that does not begin with a V
or a C, map the authorization
number to the REF02 (Reference
ID) field of the REF segment
in loop 2300, and the REF01
(Reference ID Qualifier) must
equal G1.

Paper Claim
UB04 Form:
1. If box 63 contains a number that
begins with a V or a C, map the
referral number to the REF02
(Reference ID) field of the REF
segment in loop 2300, and the
REF01 (Reference ID Qualifier)
must equal 9F.

2. If box 63 contains a number that
does not begin with a V or a C,
map the authorization number
to the REF02 (Reference ID)
field of the REF segment in loop
2300, and the REF01 (Reference
ID Qualifier) must equal G1.

EDI 837 Professional Claim
or Institutional Claims:
1. If the REF segment in loop 2300
is billed with a qualifier of 9F
or G1, review the authorization
number provided in REF02.
2. If REF02 begins with a V or a C,
REF01 must equal 9F.
3. If REF02 does not begin with a
V or a C, REF01 must equal G1.

Reset Your Provider Portal
Password Every 90 Days

S

tandard security practices
require users to reset their
Provider Portal (Portal)
passwords every 90 days. Users will
receive a prompt to reset passwords
upon login to the Portal.
Passwords will need to meet the
following guidelines:
●● Must be at least 10 characters.
●● Must contain at least one
character from each of the
following four groups:

Uppercase letters.
Lowercase letters.
➜➜ Numbers.
➜➜ Special characters
(examples: !, @, #, $).
Must not contain your username.
Must not be any of your past
10 passwords.
➜➜
➜➜

●●
●●

If you have questions about
accessing your Portal account, please
contact the Provider Services Web &
EDI Specialist at (831) 430-5518.
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Hearing and Speech Assistance Line

T

he Alliance provides tollfree phone numbers to help
providers communicate
with deaf, hard of hearing or
speech-disabled persons. The Deaf
and Disabled Telecommunications
Program (DDTP) is a public
program of the California Public
Utilities Commission. The
California Relay Service (CRS) is a
component of this program.
You or your office staff can
dial 711 to reach the CRS line
whenever a deaf, hard of hearing
or speech-disabled member needs
to be reached. Your call will be
routed to a specially trained
communication assistant, who will
relay your messages verbally to
hearing parties or electronically over
Type of Call

Language

Toll-Free Number*

English

(800) 735-2929

Spanish

(800) 855-3000

English

(800) 735-2922

Spanish

(800) 855-3000

English and Spanish

(800) 854-7784

TTY/VCO/HCO to Voice

Voice to TTY/VCO/HCO
From or to Speech-to-Speech

a text telephone (also called TTY
for “Teletype”) as needed. The CRS
is available 24 hours a day, 365 days
a year, with no restrictions on the
length or number of calls placed
and no charge for using the service
within your local calling area.
To immediately route your
call to a communication assistant
providing the requested mode of
communication (TTY, Voice Carry
Over [VCO] or Hearing Carry
Over [HCO]), dial one of the
toll-free, language-specific phone
numbers listed below.
To learn more, visit the Deaf
and Disabled Telecommunications
Program’s website at ddtp.org or call
the Alliance Health Education Line
at (800) 700-3874 ext. 5580.

*Voice users can also dial 711 to connect with a CRS operator.

Communicating with ASL Members

T

he Alliance is committed
to providing equal access to
quality health care to all of
our members.
American Sign Language (ASL)
users are more likely to experience
barriers when accessing health
care, receiving health information,
conducting health research and
pursuing health-related careers, which
can limit their ability to achieve
optimal health for themselves, their

families and their communities.
According to the Centers for
Disease Control and Prevention,
adults in the United States who
have been deaf since birth or early
childhood are less likely to have
seen a physician. The full effect of
these barriers on chronic disease is
mostly unmeasured.
One of the main factors limiting
ASL users from receiving adequate
health care services is the lack of

Voice User
1. Voice user dials appropriate
toll-free number listed
below to relay his or her
voice message.

Relay Operator
2. Operator listens to the
voice message and
types to the TTY user.

TTY User
3. TTY user reads
and then types his
or her reply.
trained ASL interpreters. In order to
address this shortage, the Alliance
has partnered with various agencies
to provide interpretation services.
To request a trained ASL interpreter
for an Alliance member, please
submit your request to our Cultural
and Linguistic Services team via the
Face-to-Face Interpreter Request
Form available on the Alliance
website at www.ccah-alliance.org/
cultural_linguistic.html or call the
Alliance Health Education Line at
(800) 700-3874 ext. 5580.
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Preventing Falls

Talking with Older Patients

F

alls for older patients are
dangerous and are not a
normal part of the aging
process. Patients over age 80 are
more susceptible to a fall, as are
those who have already suffered
one. Falls can result in broken hips,
head injuries and even death.
In many cases, patients suffering
a fall struggle with recovery, and
some never fully regain their health.
Falls can be just as devastating as
myocardial infarctions, strokes and
pneumonia, yet they’re rarely the
focus of a routine doctor visit.
According to the Fall Prevention
Center of Excellence, studies have
shown that:
●●

●●

●●

More than 40% of people
hospitalized due to hip fractures
do not return home and are not
capable of living independently
again.
Of those who have fallen, 25%
pass away each year.
On average, two older adults die
from fall-related injuries every
day in California.

Fortunately, falls are preventable,
and providers can play a key role.
The following tips may be used
as a guideline for talking to older
patients about falls:
●●

●●

Ask patients or caregivers yearly
if they have ever had a fall with
or without injury, or if they’ve
had a “near fall.”
Provide clear messages to patients
and families about how falls can be
prevented or managed so that older
adults can live independently and
safely in their own homes.

●●

●●

●●

Refer patients to exercise programs,
especially those incorporating
balance training, such as Tai Chi.
Encourage patients and caregivers
to perform a home safety
checklist to identify risky areas
in the home.
Ask patients to perform the
Timed Up and Go Test: Observe
the patient as they get up from
a chair, walk 10 feet, return and

sit down. If this takes more than
12 seconds, refer the patient for
further assessment in physical
therapy. For detailed instructions,
see morehealth.org/TUG.
These simple guidelines have the
potential to be life-changing. To
learn more, visit the Fall Prevention
Center of Excellence at stopfalls.org
or call the Alliance Health Education
Line at (800) 700-3874 ext. 5580.

Care Management Resources
for Alliance Members
Nurse Advice Line

(844) 971-8907

Members can receive health advice 24 hours a day, 7 days a week.

Case Management Line

(800) 700-3874 ext. 5512

Supports providers in managing care for members with complex health issues.

Health Education Line

(800) 700-3874 ext. 5580

Programs to help members stay healthy and manage chronic diseases.
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Genetic Testing

T

he Alliance supports
evidence-based genetic
testing and counseling to
improve health outcomes for our
members, including screening for
genetic disorders and syndromes;
screening for genetic mutations
or expression patterns associated
with increased risk of disease or
metastasis; and testing for genetic
variations that increase susceptibility
to adverse events from medications.

Definitions and Types
of Genetic Testing

Single gene/limited panel
testing: Sequencing or screening
a single gene or a small set of
genes (usually fewer than 10) for
mutations that diagnose a disease or
confer an increased risk of disease.
Large/extended gene panel
testing: Sequencing/screening for
mutations in a very large set of
genes—usually 30 to 200 genes.
Whole Exome Sequencing
(WES): S equencing/screening for
mutations in all coding regions of
the DNA (~1.5% of the genome).
~180,000 exons coding for 22,000
genes are analyzed.
Whole Genome Sequencing
(WGS): S equencing the entire

C LINICA L CO R NE R

genome (including exons and
intervening DNA).
Karyotyping: A
 nalyzing the cell’s
chromosomes for large duplications
or deletions to diagnose a disease or
genetic syndrome.
Array-based Comparative
Genomic Hybridization (CGH):
A high-resolution chromosome
analysis that allows detection of
small duplications or deletions,
often used in evaluations for
developmental delay.
RNA Expression Testing (e.g.,
Oncotype Dx): Testing (usually of
a tumor) for the expression of RNA
from genes that are known to be
associated with a specific function,
such as metastasis.
Germline Mutation Testing:
Testing for inherited mutations
present in every cell of a patient’s
body—usually a blood test.
Tumor Mutation Testing:
Testing a tumor specimen for
specific tumor mutations that may
guide selection of chemotherapy,
or the expression of specific genes
that may determine the need for
chemotherapy or radiation.
Pharmacogenetics: Testing
for mutations in genes involved
in drug metabolism. This may be
useful in determining if a patient
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will have an adverse reaction to a
prescribed medication.
Generally, the Alliance approves
genetic testing when the request
meets medical necessity requirements
under Medi-Cal or MCG Health
(formerly Milliman Care Guidelines).
National Comprehensive Cancer
Network guidelines are also
considered, particularly for requests
for tumor testing (usually for
specific mutations, duplications
and RNA expression testing).
U.S. Federal Drug Administration
recommendations are referenced
for medications with a black box
warning for patients with specific
genetic variations in allowing
pharmacogenetic testing.
Whole exome, whole genome or
very large gene panel testing would
generally not be approved, as these
methods are not recommended
by the American College of
Medical Geneticists because they
often produce un-interpretable,
misleading and potentially
harmful information.
For additional information
on Alliance guidelines related to
genetic testing, refer to Policy 4041715 - Genetic Testing, which can
be found on page 63 of the Alliance
Provider Manual.
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Claims . . . . . . . . . . . . . . . . . (831) 430-5503
Authorizations . . . . . . . . . . (831) 430-5506
Status (non-pharmacy)  . (831) 430-5511
Member Services . . . . . . . (831) 430-5505
Web and EDI . . . . . . . . . . . (831) 430-5510
Cultural & Linguistic
Services . . . . . . . . . . . . . . (831) 430-5580
Health Education Line . . . .(831) 430-5580

New Providers
Santa Cruz County
Primary Care
●●
●●

●●

Gary Bean, MD, Pediatrics
Farnoush Ghaderi, DO,
Family Practice
Uchenna Ogbozor, MD,
Pediatrics

●●

●●

●●

●●

●●

●●
●●
●●
●●
●●

●●

●●

●●

Hardeep Ahluwalia, MD,
Cardiovascular Surgery
Ajanta De, MD, Cardiology
Paul Godin, MD, Pulmonology
Lingman He, MD, Ophthalmology
Heajin Kamalani, MD, OB-GYN
Shubhangi Kesevan, MD,
OB-GYN
Zenowij Majuk, MD,
Gastroenterology
Benjamin Potkin, MD,
Cardiology
Francisco Rhein, MD,
Internal Medicine

Monterey County
Primary Care
●●

●●

●●

●●

Natalie Aratow-Gallardo, DO,
Family Practice
David Coutin, MD,
Family Practice
Gillian Generoso, MD,
Internal Medicine
Anastasia Kolasa-Lenarz, MD,
Family Practice

Sign Up
to receive
Provider News by email
Three Easy Steps:

1. Text: CCAH
2. To: 22828
3. Follow the

Referral Physician/Specialist
●●

Referral Physician/Specialist

Lindsey Nakao, DO,
Family Practice
Saumya Pandey, DO,
Family Practice
Neeraj Satyanarayana, MD,
General Practice
Elizabeth Varadian, DO,
Family Practice

●●

●●
●●
●●

●●
●●
●●

●●

●●
●●
●●

Damian Caci, MD, Radiology
Heather Cunningham, MD,
Hematology
Kelvin Lim, MD, Orthopedics
Anna Malkina, MD, Nephrology
David Morwood, MD,
Plastic Surgery
Kanae Mukae, MD, Cardiology
Jeanne Phillips, MD, Cardiology
Spencer Rogers, MD,
Ophthalmology
Nadine Semer, MD,
General Surgery
Nancy Thorner, MD, OB-GYN
Nicholai Weibell, DO, OB-GYN
Marta Zulik, MD, Pulmonology

Merced County
Primary Care
●●

●●

●●

●●

Leann Chadhar, MD,
Family Practice
Rodolfo Garcia, MD,
Family Practice
Gloria Malabed-Verona, MD,
Internal Medicine
Katie Meyer, DO, Pediatrics

text response

ALLIANCE HOLIDAY
CLOSURES
The Alliance offices will be
closed on the following day:
Monday, May 29, 2017

●●

●●
●●

Marvi Miranda, MD,
Family Practice
Morgan Theis, MD, Family Practice
Richa Verma, MD, Pediatrics

Referral Physician/Specialist
●●

●●

●●

●●

●●

Vincent Colin, MD,
Orthopedic Surgery
Andrea French, MD,
General Surgery
Pamela Mehta-Gogia, MD,
Orthopedic Surgery
Melin Narayan, MD,
Internal Medicine
Charlotte Vang, DPM, Podiatry

