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MEETINGS
Alliance Board Meetings
Wednesday,
June 27, 2018
3:00 to 5:00 PM
Wednesday,
September 26, 2018
3:00 to 5:00 PM
Meetings are held
via video conference
at the Alliance offices
unless otherwise stated.
Physicians Advisory
Group (PAG) Meeting
Thursday,
September 6, 2018
12:00 to 1:30 PM
Whole Child Clinical
Advisory Committee
(WCCAC) Meeting
Thursday,
September 13, 2018
12:00 to 1:00 PM

EXECUTIVE REPORT

Putting Our Members First

A

focus on member wellness, the health of the whole
person, is front and center in the Alliance’s work
these days.
First, as of July 1, 2018, we implement the Whole Child
Model (WCM): the integration of the California Children’s
Services (CCS) program into Alliance operations. The goal
of the WCM is to improve care coordination for CCSeligible children through a patient and family centered
approach to care, ensuring all necessary care for the whole child. Input from our
CCS families, County partners and providers about the transition is vital to our
success. We’ve been listening and will continue to do so to ensure our members
receive well-coordinated patient and family centered pediatric care.
Second, we’ve identified Member Wellness as a strategic priority to be achieved
through Member Activation, Prevention and Wellness Programs, and Partnerships to
Address Social Determinants of Health. We’ve taken action toward Member Activation,
expanding education resources and programs to support members in managing
their health. Our first step? Listening to member feedback to guide our actions.
We looked to the outcomes of the Consumer Assessment of Healthcare Providers
and Systems (CAHPS) survey and held member focus groups to hear what Alliance
members had to say about how to support them to achieve wellness.
In the CAHPS survey, Alliance members rated their doctors highly, recognizing
and appreciating the good work you do. Congratulations and thank you! Members
rated access to care and communication lower, and we used focus groups to ask
about these areas.
In the focus groups, Alliance members shared specific ideas about how to
support them in achieving wellness, including improved communication and
access, reducing barriers to care, and healthy eating and active living. As we act to
address our members’ feedback, we will share our plans and ask for your feedback
to guide us. We look forward to our continued work together to achieve Alliance
Member Wellness.

Stephanie Sonnenshine
Stephanie Sonnenshine, CEO
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Vaccine
Hesitancy

H

Integration of CCS Services:
The Whole Child Model

I

n July of 2018, the Alliance
will assume responsibility for
California Children’s Services’
(CCS) services rendered to Alliance
members. Currently, CCS services
are carved out benefits managed
by the county in which the CCS
member resides. Integrating care
for CCS members into the Alliance
will improve care coordination for
primary, specialty and behavioral
health services. This integration of
services, called the Whole Child
Model (WCM), will provide
diagnostic and treatment services,
medical case management, and
physical and occupational therapy
services to children under 21 years
of age with a CCS-eligible
medical condition.
The Alliance will ensure that

CCS children maintain the existing
relationship to their current CCS
providers wherever possible and will
work closely with families to ensure
that the patient and family centered
approach fundamental to the
WCM is realized. This will include
actively seeking parent input in our
efforts to maintain continuity of
care. After integration, the Alliance
will utilize our current referral,
authorization, and concurrent
review processes, which have been
updated to ensure continuity of
care for our CCS members and
are responsive to CCS members’
needs. In addition, the Alliance
will utilize a pediatric health risk
assessment to identify members’
needs and provide comprehensive
case management support.

ave you ever
encountered a parent
that was hesitant
about giving their child
vaccines? Convincing a parent
to vaccinate their child can
sometimes be challenging.
When you listen to understand,
rather than listen to respond,
a parent may be more likely to
approve the vaccination.
According to the American
Academy of Pediatrics (AAP),
a parent’s willingness to listen
starts with the provider listening
to, and acknowledging, their
concerns. This strategy will
help establish a partnership
with the parent, enable you to
understand any misbeliefs or
misconceptions, and help with
decision-making.
After understanding and
acknowledging parental
concerns, AAP recommends
discussing the benefits of
vaccines and being honest about
adverse effects. Providing a
hesitant parent with educational
information at the appropriate
literacy level will also help the
parent understand the pros and
cons of vaccinations.
Parents rely on physicians
as trusted sources for health
information, especially
immunizations. Understanding
concerns and reassuring
parents of the importance
and efficacy of vaccines can
make a powerful impact.

Reference: American Academy of Pediatrics webpage:
Immunizations—Vaccine Hesitant Parents. aap.org/
en-us/advocacy-and-policy/aap-health-initiatives/
immunizations/Pages/vaccine-hesitant-parents.aspx
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Joy in Work

W

orkplace burnout
leads to lower levels
of staff engagement,
which correlates to poor patient
experience, decreased productivity
and an increased risk of workplace
accidents. Lower levels of staff
engagement are also linked with
reduced quality of patient care,
including patient safety.
●● A 2015 study found that more
than 50% of physicians report
symptoms of burnout.
●● A 2013 report notes that 33%
of new registered nurses seek a
different job within one year due
to burnout.
Burnout limits provider empathy,
which is a crucial component of
effective and person-centered
care. Burnout is becoming the
new normal, but it doesn’t have
to be.

Spark Joy to Fight Burnout
The good news is that the
health care field is beginning to
recognize the strategic significance

of improving joy in work.
Studies show that fairness and
equity in the work environment
are core principles of a joyful
workplace. Those who
experience unfairness and inequity
tend to feel disempowered and
will likely disengage, regardless of
the basis for the inequity. Luckily,
there are tools to help improve
the work experience of
your staff.
The Institute for Healthcare
Improvement (IHI) has identified
four steps for clinic leaders to
develop a joyful workplace.

Step 1: Find Out Which Aspects
of Their Work Are Important to
Your Staff
Ask your staff, “What matters to
you?” Listen to their answers to
identify what contributes to, or
detracts from, joy in work.

Step 2: Identify Unique
Impediments or Barriers
to Joy in Work

Ask your staff, “What is getting in
the way?”

Step 3: Make Joy in Work a
Shared Responsibility at All
Levels of the Organization

Everyone from senior executive
leaders to clinical and administrative
staff has a role to play in making
a workplace joyful. Each person
contributes to creating effective
systems, building teams, bolstering
one’s own resilience and supporting
a positive culture.

Step 4: Test Approaches to
Improving Joy in Work and
Continuously Improve

Four critical components have been
identified for improving joy in work:
1. physical and psychological safety;
2. meaning and purpose; 3. choice
and autonomy; 4. camaraderie
and teamwork. These fundamental
human needs require the greatest
attention in the workplace.
The IHI four steps for improving
joy in work provide an approach for
organizations to begin the important
journey toward increasing joy and
decreasing burnout. For more
information, visit ihi.org/topics/
joy-in-work.
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Seven-Day Supply Limit for Opioid-Naïve Patients

S

tarting July 1, 2018, the
Alliance will implement a sevenday supply limit for opioids
prescribed to opioid-naïve patients.
Quantity limit restrictions are
O p io id
Norco (hydrocodoneacetaminophen) tablets

outlined in the table below. Note that
exceptions may be made for members
stable on high doses of opioids,
members with cancer and members
with palliative/hospice care plans.

Prior authorizations will be required
for regimens exceeding the quantity
limits. Opioid-naïve patients will also
be subject to a ceiling of 50 MED
(morphine equivalent dose).

Ge ne ri c Na m e an d S tren gth s

Lim it

Hydrocodone-acetaminophen 2.5–325mg

70 tablets per 7 days

Hydrocodone-acetaminophen 5–325mg

60 tablets per 7 days

Hydrocodone-acetaminophen, 7.5–325mg and 10–325mg 30 tablets per 7 days

Percocet (oxycodoneacetaminophen) tablets

Oxycodone-acetaminophen 5–325mg

42 tablets per 7 days

Oxycodone-acetaminophen 7.5–325mg and 10–325mg

21 tablets per 7 days

Ultram (tramadol) tablets

Tramadol, tramadol/acetaminophen (all strengths)

42 tablets per 7 days

Oxycodone 5mg

42 tablets per 7 days

Oxycodone 10mg

21 tablets per 7 days

Hydromorphone 2mg

42 tablets per 7 days

Hydromorphone 4mg

21 tablets per 7 days

Acetaminophen with codeine solution

400ml per 7 days

Acetaminophen with codeine tablets

30 tablets per 7 days

Hydrocodone-ibuprofen 7.5–200mg

42 tablets per 7 days

Hydrocodone acetaminophen solution

473ml per 7 days

Morphine sulfate immediate-release 15mg tablet

21 tablets per 7 days

Morphine sulfate solution 10mg/5ml

175ml per 7 days

Oxycodone IR tablets

Dilaudid (hydromorphone) tablets

Other opioids

Improved HEDIS Scores in Merced

C

hallenged with a health
professional shortage,
the Alliance provider
network in Merced County
delivers quality health care to
127,000 Alliance members. In
2017, HEDIS performance in
Merced showed positive strides
in the following measures: breast
cancer screening, prenatal and
postpartum access, childhood and
adolescent immunization, weight

assessment and counseling, and
child and adolescent access to PCPs.
Opportunities for improvement
include the childhood immunization
measure, annual monitoring for
patients on persistent medications,
and controlling blood pressure.
“Significant improvements
in results for HEDIS measures
in areas including effectiveness
of care, access to care, and
utilization in Merced are a notable

accomplishment,” said Alliance
Chief Medical Officer Dale
Bishop, MD. “The Alliance truly
appreciates the effort made by
our Merced providers to achieve
these results.”
In addition, the Alliance partners
with local leaders to develop
solutions to innovate and improve
our members’ health and reduce
gaps in treatment with solutions
such as telehealth, urgent care,
Intensive Case Management and
the ED Navigator program.

JUNE 2018
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Alliance Drug Formulary Changes
Q1 2018
ADDITIONS TO FORMU LA RY
Eliquis, Xarelto, Admelog vial and KwikPen, colchicine capsule,
cyclosporine modified (Gengraf, Neoral), diclofenac ER tablet,
diclofenac potassium, naproxen DR
PREFERRED PRODUC TS
Steglatro (ertugliflozin)—Preferred SGLT2-I Admelog vial, Admelog
KwikPen (insulin lispro)—Preferred rapid-acting insulin
REMOVED FROM FORMU LA RY—
N ew Pri or Authori zati on Cr iter ia
Humalog KwikPen, Humalog Junior KwikPen, vials (insulin lispro),
ergotamine/caffeine, Ergomar (ergotamine tartrate sublingual
tablet), isometheptene-APAP-dichloralphenazone capsule (Nodolor),
butalbital/aspirin/caffeine/codeine, butalbital/acetaminophen
capsules (all strengths), naratriptan, fentanyl formulations
(Duragesic, Fentora, Actiq, Lazanda, Abstral, Subsys), oxymorphone
formulations (Opana, Opana ER), Nucynta, Nucynta ER, tramadol
ER, methadone, hydromorphone ER tablets (Exalgo), oxycodone
ER formulations (Oxycontin, Xtampza), oxycodone 20mg/5ml
solution, Embeda, morphine sulfate ER capsules (Kadian, Avinza),
hydrocodone ER tablets (Hysingla), almotriptan (Axert), eletriptan
(Relpax), frovatriptan (Frova), zolmitriptan (Zomig), zolmitriptan
ODT (Zomig ODT), Zomig nasal spray, butorphanol tartrate 10mg/
ml spray, dihydroergotamine spray (Migranal), Cambia, butalbital/
acetaminophen tablets 50/300
REMOVED FROM FORMULA RY
Hydromorphone solution (all strengths), morphine sulfate
suppository (all strengths), oxycodone 5mg capsule, oxycodone
tablets 15mg, 30mg, morphine sulfate solution 20mg/5ml,
100mg/5ml, hydrocodone acetaminophen 5/300, 7.5/300, 10/300mg,
salsalate tablets (all strengths)
NEW QUANTITY LIMI TS
Sumatriptan nasal spray (1 box per 30 days),
sumatriptan cartridge, pen injector, syringe,
vial (4 boxes/30 days), rizatriptan,
rizatriptan ODT, sumatriptan
(9 tablets per 30 days)
Prescriptions for legacy members taking a medication prior to its reclassification as
non-formulary will be honored.

Palliative Care
Benefit

P

alliative care services
became an Alliancecovered benefit on
January 1, 2018. Members who
are experiencing the advanced
stages of disease or have a
terminal illness that may not
be ready or appropriate for
hospice care, can be candidates
for these services. PCPs and
specialists can request the suite
of palliative care services to
enhance treatment of advanced
disease and ultimately promote
a more comfortable transition
to a hospice program when
appropriate. Since the benefit
was launched, palliative care
has provided additional support
and services that have improved
patient comfort and aided in
long-term planning.
If you have questions about
this new benefit, please reference
the Alliance Provider Manual
at www.ccah-alliance.org/
provider-manual-toc.html
or call an Alliance Provider
Services Representative at
(800) 700-3874 ext. 5504.
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New Grant Program Focused on
Food Insecurity

Limited Allied
Health Benefit

T

he Alliance’s limited allied
health benefit allows members
to self-refer for acupuncture,
chiropractic care, and speech and
occupational therapy. Podiatry visits
not requiring authorization are also
included under this benefit.
This benefit allows up to two
limited allied health services per
month for Alliance Medi-Cal
members without a referral or
prior authorization. These services
can be mixed and matched across
modalities each month (e.g.,
one chiropractic visit and one
acupuncture visit), for a maximum
of two visits total per month.

Additional Treatment
Authorization
Additional visits per month for
acupuncture, podiatry, speech and
occupational therapy require an
approved authorization from the
Alliance. The number of additional
treatments authorized are based on
the member’s medical condition
and current Alliance and Medi-Cal
guidelines and benefits.
The Alliance will not authorize
additional chiropractic services.
The Alliance advises chiropractic
providers to ask self-referred Alliance
Medi-Cal members to keep the
limited number of visits in mind
and plan accordingly to help ensure
that the Medi-Cal patient has not
exceeded their monthly benefit and
to avoid claims denials.

T

he Alliance’s Medi-Cal Capacity Grant Program has
introduced a new focus area: Healthy Eating and
Active Living (HEAL). Under this focus area, a new
funding opportunity called the Partners for Healthy Food
Access program has been launched to address food insecurity.
Lack of access to nutritious food may be one of the most significant
social determinants of health Medi-Cal members face, resulting in
poor health outcomes and reduced quality of life. In a recent Alliance
membership survey, 40% of children and 55% of adults reported
experiencing food insecurity within the last 12 months. Partners for
Healthy Food Access grants will support innovative partnerships
between health care providers, community-based organizations and/or
government agencies to improve food security in the Medi-Cal
population in Santa Cruz, Monterey and Merced counties. For more
information, visit the Medi-Cal Capacity Grant Program page of the
Alliance website at www.ccah-alliance.org/grantprogram.html.

JUNE 2018
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Latent Tuberculosis Infection Treatment in Primary Care

T

he Alliance’s March
Provider Bulletin, available
at www.ccah-alliance.org/
bulletins.html, included an outline
of current recommendations
for screening to support the
elimination of tuberculosis in
California by 2040. The Alliance
also encourages providers to
review latent tuberculosis infection
(LTBI) and the short-course
treatment regimen recommended
i
in 2011.
Before initiating treatment for
patients diagnosed with LTBI,

it is strongly recommended to
assess a patient’s medical history,
which includes a tuberculin skin test
(TST) or Interferon-Gamma Release
Assays (IGRA) result, and a chest
radiograph/physical examination
to effectively rule out any active
disease, pulmonary or otherwise. A
treatment regimen should be based
upon the patient’s age, current
health status and current medications
to optimize response and avoid drug
interactions. If providers are aware of
the likely source case, they should also
take the drug-susceptibility profile

of that individual into account. See
Table 1 below for recommended
LTBI treatment regimens.
For important details about these
regimens and additional resources,
providers may refer to the California
Department of Public Health’s fact
sheet located at morehealth.org/
cdph.ca.gov/LTBI.

Table 1. Treatment Regimens for Latent Tuberculosis Infectionii
D ru g s

Du rati on Inte r val

C omments

Isoniazid

9 months

Preferred treatment for:
• Patients living with HIV.
• Children between 2 and 11 years old.
• Pregnant women (with pyridoxine/vitamin B6 supplements).
Preferred treatment for pregnant women (with pyridoxine/ vitamin
B6 supplements)

6 months

Isoniazid
3 months
and
Rifapentine

Rifampin

4 months

Daily

Twice
weekly*
Daily
Twice
weekly*
Once
weekly*

Treatment for patients 12 years of age or older.
Not recommended for patients who are:
• Younger than 2 years of age.
• Living with HIV/AIDS, taking antiretroviral treatment.
• Patients taking medications that may have drug interactions that
are difficult to manage with the 12-dose regimen.
• Presumed infected with INH or RIF-resistant M. tuberculosis.
• Women who are pregnant or expect to become pregnant within
the 12-week regimen.

Daily

*Use Directly Observed Therapy
Adapted from LATENT TUBERCULOSIS INFECTION: A
ii
GUIDE FOR PRIMARY HEALTH CARE PROVIDERS.
Recommended resource: LTBI Fact Sheet cdph.ca.gov/
Programs/CID/DCDC/CDPH%20Document%20Library/
TBCB-INH-RIF-LTBI-fact-sheet.pdf

Guidelines for Directly Observed Therapy Program Protocols
in California ctca.org/filelibrary/file_347.pdf
i
Sterling TR, Villarino ME, Borisov AS, et al; TB Trials
Consortium PREVENT TB Study Team. Three months of
rifapentine and isoniazid for latent tuberculosis infection.
N Engl J Med. 2011; 365(23): 2155-2166.

LATENT TUBERCULOSIS INFECTION: A GUIDE FOR
PRIMARY HEALTH CARE PROVIDERS. U.S. Department of
Health and Human Services Centers for Disease Control
and Prevention National Center for HIV/AIDS, Viral
Hepatitis, STD, and TB Prevention Division of Tuberculosis
Elimination Atlanta, Georgia. Developed in partnership
with Tuberculosis Institute at Rutgers, The State
University of New Jersey 2013. cdc.gov/tb/publications/
ltbi/pdf/TargetedLTBI.pdf

ii
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Boost CBI and HEDIS Scores with the Data Submission Tool

T

he Alliance Data
Submission Tool (DST)
allows Alliance providers
to upload data files via the
Provider Portal. The DST can
support providers in submitting
glycated hemoglobin (HbA1c)
and cervical cancer screening
(PAP and HPV) results from the
electronic health record to achieve
compliance in the Care Based
Incentives (CBI) program and
HEDIS audit. Submitting data is
optional, but it is recommended to
ensure complete data is reported
for the following CBI and
HEDIS measures:
●● Diabetic testing for HbA1c.
●● Diabetic HbA1c good control
(less than 8%).
●● Cervical cancer screening.

20 1 8 M easu rem ent Per iod

S u p p lem enta l
Data Du e D ate

Quarter 1 (January 1, 2018–March 31, 2018)
Quarter 2 (April 1, 2018–June 30, 2018)
Quarter 3 (July 1, 2018–September 30, 2018)
Quarter 4 (October 1, 2018–December 31, 2018)

April 30, 2018
July 31, 2018
October 31, 2018
February 28, 2019

Supplemental data must be
uploaded by the end of the month
following the close of the quarter.
However, provider sites can submit
supplemental data files as often as

they choose, and thereby monitor
their progress.
If you have questions, please contact
a Provider Services Representative at
(800) 700-3874 ext. 5504.

Long-Term Care Facilities—
MC171 Form Routing Clarification
The Medi-Cal Long Term Care
Facility Admission and Discharge
Notification (MC171) form must
be completed upon a Medi-Cal
member’s admission to, and
discharge from, a long-term
care facility, and submitted by
the facility to various entities.
The Alliance Provider Manual,
located at www.ccah-alliance.
org/provider-manual-toc.html,

provides guidance regarding
form submission, which varies
by situation. For clarification,
please include the MC171 form
in the treatment authorization
request for all long-term care
admissions, and fax the
completed form upon discharge
to the Alliance Utilization
Management Team at
(831) 430-5850.

REMINDER: PALLIATIVE CARE CLAIMS
As a reminder, claims for Palliative
Care Services require the following:

• Modifier U1
• Prior Authorization

For more details, please reference the Alliance Provider Manual at
www.ccah-alliance.org/provider-manual-toc.html.

Second Assistant
Surgeon
Claims for surgical procedures
that allow second assistant
surgeons require documentation
in the “remarks” field of the
claim that the services were
rendered by more than one
assistant surgeon for the
same surgery on the same
date. For additional details,
please reference the Medi-Cal
Manual at morehealth.org/
medi-cal.ca.gov/Manuals.

JUNE 2018
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Alliance Language Assistance Services

T

he Alliance strives to
provide culturally and
linguistically appropriate
health care services for our
members. As part of this work,
we offer interpreter services at no
cost to eligible Limited English
Proficiency (LEP) members or
members who are deaf and/or hardof-hearing when accessing Alliancecovered services.
Per federal and state regulations
and Alliance requirements,
contracted medical providers
must also:
●● Offer qualified interpreters at
no cost.
●● Not suggest that patients ask a
friend or family member to act as
an interpreter.
●● Avoid using untrained
interpreters.
●● Document each patient’s
language in the medical record.
●● Document if the patient refuses
an interpreter and prefers to use
a family member or friend in the
medical record.
The Alliance offers two types
of interpreter services for our
providers, eligible members
and staff:
●● Telephonic: available in both
foreign languages and indigenous
languages (from Mexico and
Central America). No prior
approval is required.
●● Face-to-Face: available for
American Sign Language (ASL)
members who are deaf and/or
hard-of-hearing and non-ASL
members experiencing end-oflife issues, abuse or sexual assault
issues, or complex procedures
and courses of therapy. Prior
approval is required.

2017 Face-to-Face Interpreter Utilization
229

198

Merced

183

Monterey

Providers can submit a request
for ASL or non-ASL interpreter
services by fax using the Alliance
Face-to-Face Interpreter Request
Form, which is available on the
Cultural and Linguistic Services
page of the Alliance provider
website at www.ccah-alliance.org/
cultural_linguistic.html. Please
allow five to seven business days
for ASL requests and seven to
ten business days for non-ASL
requests for processing prior to the
appointment date. All non-ASL
requests will require supporting

Santa Cruz

medical documentation in order to
establish eligibility.
For more information about
Alliance Language Assistance
Services, please call the Alliance
Health Education Line at
(800) 700-3874 ext. 5580 or
email cl@ccah-alliance.org.
An Interpreter Services Provider
Quick Reference Guide is also
available on the Cultural and
Linguistic Services page of the
Alliance Provider website at
www.ccah-alliance.org/
cultural_linguistic.html.
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New and Improved Nutrition
Facts Label—Key Changes

T

Old

New

Nutrition Facts
Serving Size 2/3 cup (55g)
Servings Per Container 2
Amount Per Serving

Calories 230

Calories from Fat 72
% Daily value*

Total Fat 8g

12%

Saturated Fat 1g

5%

he U.S. Food and Drug Administration’s nutrition facts
label has been revamped to support consumers in choosing
healthier foods and beverages. Changes reflect new research
related to diet and risk for chronic disease and obesity, as well as
recommendations in the USDA’s 2015–2020 Dietary Guidelines.
Most food and beverage manufacturers must comply with the new
label guidelines by July 2018.
Critical changes include:
●● Bolded calories and serving sizes: Calories per serving, serving
size and servings per container on the new label are up front, larger
and bolder than on the previous label. This will help consumers to
be more aware of calories consumed and encourage them to pay
close attention to how much they’re eating.
●● Serving sizes revised: In 1990, the serving sizes were determined
as recommendations for what a consumer should consume in one
serving. On the new label, the serving size is based upon what
consumers typically eat in a serving to help prevent consumers
from underestimating what they’ve consumed.
●● Calories from fat removed: The type of fat consumed remains
listed to encourage consumers to focus on eating beneficial fats and
limiting harmful fats.
●● Added sugars included: On the new label, carbohydrates are
broken down further to include total sugars and added sugars. This
allows consumers to identify how much of the sugar in the food
they are consuming is naturally occurring. It’s recommended that
no more than 10% of calories consumed a day should come from
added sugars.
●● Nutrients: Vitamin D and potassium are now required on the
label, while vitamins A and C have been removed. The actual
amount (in milligrams or micrograms) with percent Daily Value
(% DV) must now be listed for vitamin D, calcium, iron
and potassium.
●● Footnote: The daily values for nutrients have all been updated
based on recent scientific evidence. The footnote at the bottom has
changed to better explain the meaning of % DV.

Trans Fat 0g
Cholesterol 0mg

0%

Sodium 160mg

7%

Total Carbohydrate 37g

12%

Dietary fiber 4g

16%

Care Management Resources
for Alliance Members

Sugars 1g
Protein 3g
Vitamin A

10%

Vitamin C

8%

Calcium

20%

Iron

45%

*Percent Daily Values are based on a 2,000 calorie diet.
Your Daily Values may be higher or lower depending on
your calorie needs.
Calories:

2,000

2,500

Total fat

Less than

65g

80g

Sat fat

Less than

20g

25g

Cholesterol

Less than

300mg

300mg

Sodium

Less than

2,400mg

2,400mg

Total Carbohydrate

300g

375g

Dietary fiber

25g

30g

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.

Beacon Health Options

(855) 765-9700

Referrals for outpatient behavioral health services 24 hours a day, 7 days a week.
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Long-Acting Reversible Contraception

L

ong-acting reversible
contraception (LARC),
including intrauterine devices
(IUDs) and the contraceptive
implant, are considered among
the safest, most effective and most
appropriate contraceptive methods
for most women and adolescents,
with pregnancy rates of less than
1% per year for typical use.
The IUD and the contraceptive
implant also have the highest rates
of satisfaction and continuation of
all reversible contraceptives. With
top-tier effectiveness, high rates of
satisfaction and continuation, and
no need for daily adherence, the
American College of Obstetrics and
Gynecology has recommended LARC
as a first-line contraceptive method
for all women and adolescents.

LARC is Acceptable,
Reliable and Effective
In the United States, 82% of
adolescent pregnancies are
unplanned, accounting for onefifth of all unintended pregnancies.
This statistic indicates an unmet
need for acceptable, reliable and
effective contraceptive methods
for adolescents. Adolescents most
commonly use contraceptive
methods with relatively high typical
use failure rates such as condoms,
withdrawal or oral contraceptive
(OC) pills, and are thus at high risk
of unintended pregnancy. Nonuse, inconsistent use, and methods
with high typical use failure rates
are reflected in the high rate of
unintended adolescent pregnancies
in the United States. Short-acting
contraceptive methods, including
condoms, OCs, the contraceptive
patch, the vaginal ring and depot
medroxyprogesterone acetate

(DMPA) injections, are mainstays
of adolescent contraceptive choices,
but they have lower continuation
rates and higher pregnancy rates
than LARC methods. In one large
study, the continuation rate for
LARC was 86% at 12 months
compared with 55% for shortacting contraceptive methods.
Between 2000 and 2015, the
birth rate in California among
females 18–19 years of age declined
by 61%. Females 15–17 years of
age experienced a larger decline in
birth rates, dropping 69% during
the same time period. As is true for
California overall, teen birth rates
(births to mothers 15–19 years
of age) in the Alliance’s Service
Area (Santa Cruz, Monterey and
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Merced Counties) have decreased
significantly since 2000. In 2015,
teen birth rates in Santa Cruz
(14.9 pregnancies out of 1,000 per
year) were below the state average
of 21 out of 1,000 per year, while
rates in Merced (28.3 out of
1,000 per year) and Monterey
(29.2 out of 1,000 per year)
remained above the state average.
As discussed at the Alliance’s
Provider Advisory Group meeting
in March 2018, and in review of
Alliance LARC claims over the
last year, access to LARC is readily
available through many Alliance
PCPs and OB/GYNs. Providers
are encouraged to offer LARC as a
top-tier option when contraception
is considered.
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IMPORTANT
PHONE NUMBERS
Provider Services . . . . . . . . (831) 430-5504
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
●●

●●

●●

●●

Julia Krechter, MD,
Family Medicine
Arnold Leff, MD,
Family Medicine
Corinne McClaughry, MD,
Family Medicine
Sandra Mendel, MD,
Internal Medicine

Referral Physician/
Specialist
●●

●●

●●

●●

●●

●●

Katherine Gabriel-Cox, MD,
OB/GYN
Sandeep Gidvani, MD,
Orthopedic Surgery
Robert Ley, MD,
Plastic Surgery
Christopher Mele, MD,
OB/GYN
Nezhat Solimani, MD,
OB/GYN
Silvia Teran, MD,
OB/GYN

Monterey County
Primary Care
●●

●●

Laura Bertani, MD,
Family Medicine
Paige Moore, MD,
Family Medicine

Referral Physician/
Specialist
●●

●●

●●

Bess Brackett, MD,
Orthopedic Surgery
Sunthara Hay, DO,
OB/GYN
Ping Hu, MD,
Hematology

●●

●●

●●

●●

●●

●●

●●

Winston Montero, MD,
Physical Medicine & Rehabilitation
Elizabeth Murphy, MD,
Endocrinology
Shin Young Park, MD,
General Surgery
Karim Rasheed, MD,
Ophthalmology
Thomas Unruh, MD,
General Surgery
Raymond Villalobos, MD,
Physical Medicine & Rehabilitation
Michael Zupancic, MD,
Neurology

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

1. Text: CCAH
2. To: 22828

3. Follow the text response.

Merced County
Primary Care
●●

●●

●●

Maher Eladadad, MD,
Pediatrics
Divya Gangwar, MD,
Family Medicine
Kian Kaveh, DO,
Internal Medicine

Referral Physician/
Specialist
●●

●●

●●

●●

●●

●●

Serene Alexander, DO,
OB/GYN
Camille Barnes, MD,
OB/GYN
Parul Gupta, MD,
OB/GYN
Parminder Sidhu, MD,
Hospice & Palliative Medicine
Jessica Simpson, MD,
OB/GYN
Dasaratha Vemireddy, MD,
Internal Medicine

ALLIANCE HOLIDAY CLOSURES
The Alliance offices will be closed
on the following days:
Wednesday, July 4, 2018
Monday, September 3, 2018

