
 
 
 

 

 
 

 

 
 
 

 

 

December 15, 2022 

Mary Watanabe, Director 

Department of Managed Health Care 

980 Ninth Street, Suite 500 

Sacramento, CA 95814-2725 

Via email 

Dear Director Watanabe, 
 
Our organizations write to express concerns about several recent instances in which the 
Department of Managed Health Care (DMHC) has permitted health care service plans to 
terminate medically necessary mental health and substance use disorder (MH/SUD) treatment 
in a manner inconsistent with Senate Bill 855’s requirements. These cases are troubling given 
our organizations’ previous discussions with DMHC in advance of proposed rulemaking on SB 
855, specifically with respect to health plans’ obligations to ensure timely access to ongoing 



mental health services in a manner consistent with generally accepted standards of care. These 
discussions had led us to believe that our understanding of what the statute requires aligns 
with DMHC’s.  
 
The first area of concern is that DMHC is permitting plans to terminate coverage for out-of-
network care arranged due to the unavailability of timely or geographically accessible mental 
health services when plans belatedly identify network providers. This coercive practice subverts 
the therapeutic alliance, a critical agent of cure, and disregards generally accepted standards of 
MH/SUD care, a key requirement of Senate Bill 855.  
 
The second area of concern is that DMHC is permitting plans, notwithstanding generally 
accepted standards of care, to terminate coverage for ongoing, out-of-network services when 
plans lack and fail to arrange in-network services available within timely access standards, in 
violation of the statute.  
 
These two concerns are grounded in two fundamental requirements of SB 855: 1) Plans must 
exclusively adhere to generally accepted standards of care with respect to their coverage 
determinations—independent of their economic self-interests, and 2) Plans must proactively 
arrange out-of-network services, including initial and follow-up care, when in-network services 
are not available within timely distance and access standards. Specifically, subdivision (d) of 
Health and Safety Code Section 1374.72 requires a plan to “arrange coverage to ensure the 
delivery of medically necessary out-of-network services and any medically necessary followup 
services that, to the maximum extent possible, meet those geographic and timely access 
standards.” (Emphasis added.)  
 
While the exact scope of “any medically necessary followup services” is not set by subdivision 
(d), Health and Safety Code Section 1374.72 (a)(1) and (a)(3)(A) respectively require plans to 
cover “medically necessary treatment of mental health and substance use disorders” and 
clearly define the meaning of this term. Two critical components of this definition include that a 
service be “[i]n accordance with generally accepted standards of mental health and substance 
use disorder care” and “[n]ot primarily for the economic benefit of the health care service 
plan….” 
 
Several recent examples have been brought to our attention in which DMHC has permitted 
plans to interrupt ongoing out-of-network mental health treatment arranged due to the 
unavailability of in-network services within timely access standards. These interruptions forced 
the enrollees to choose between risking clinical setbacks by ending ongoing treatment or 
continuing treatment at much-higher out-of-network cost sharing. Not only were these 
interruptions inconsistent with generally accepted standards of care and primarily for the 
economic benefit of health plans, but they were not even grounded in the plans’ ability to 
arrange follow-up services within timely access standards set by statute. 
 
Example #1 
 



In the example below (see Attachment A), the enrollee was forced to interrupt ongoing 
treatment and was then not provided with timely access to in-network services: 
 

• An enrollee with Major Depressive Disorder obtained a network exception beginning 
November 1, 2021 for an out-of-network provider because medically necessary 
psychotherapy services were not available in-network within timely access standards 
(see Attachment A). 

• Without having arranged for follow-up services from a network provider, as required by 
statute, the plan ended the network exception for psychotherapy as of June 30, 2022.  

• On July 25, 2022, the enrollee’s out-of-network provider requested a continued network 
exception on behalf of the enrollee and indicated that an interruption in treatment was 
clinically contraindicated.  

• On August 1, 2022, the plan provided a list of four in-network providers but did not 
actually confirm that these providers had available appointments by August 8, 2022, the 
10-business statutory limit from the date of the July 25, 2022 request for a continued 
network exception.  

• After the enrollee’s out-of-network provider confirmed the identified network providers 
were not timely available (or responsive to multiple outreach efforts), the out-of-
network provider faxed an appeal of the continued network exception denial on August 
17, 2022. (It bears emphasizing that the plan—not the out-of-network provider—had an 
affirmative legal obligation to communicate with and arrange for timely appointments 
by August 8, 2022.) The out-of-network provider emphasized again that transitioning 
providers was clinically contraindicated.  

• On September 16, 2022, the plan denied the appeal, failed to address the clinical 
contraindication of transitioning providers, and did not identify any additional network 
providers for the enrollee. 

• It was not until October 20, 2022, nearly three months after the request for the 
continuation of network exception (and after the enrollee complained to DMHC) that 
the health plan provided the enrollee with a network referral.  

• On November 2, 2022, DMHC contacted the health plan after this network provider did 
not return DMHC’s call, and the plan responded that the provider’s next available 
appointment was on November 15, 2022 – again, outside the timely access 
requirements for an ongoing treatment request initiated on July 25, 2022. 

 
Alarmingly, neither the health plan nor DMHC appear to have made any effort to consider if a 
transition of providers was consistent with generally accepted standards of care, despite the 
treating provider indicating the interruption was inconsistent with these standards.  
 
Our organizations believe such forced interruptions are highly problematic. In fact, a meta-
analysis of research on the patient-clinician relationship in psychotherapy affirms that the 
therapeutic “alliance” between patient and clinician is of critical importance. The same 
publication recommends, based on the accumulated evidence, that the clinician “build and 
maintain the alliance throughout the course of psychotherapy” and work to prevent 



“premature terminations,”1 which the American Psychological Association’s Dictionary of 
Psychology defines as when “treatment is ended before either the therapist or client considers 
therapy complete.”2 Plans must not be allowed to prematurely terminate coverage for ongoing 
psychotherapy, which is inconsistent with generally accepted standards of care and serves no 
purpose other than being primarily for the economic benefit of payors.  
 
Additionally, in this case, there is evidence that the plan attempted to mislead DMHC by 
claiming to have identified network providers (other than the original four) to the enrollee prior 
to his complaint to DMHC. Nonetheless, despite being far outside the timely access standards 
and having misled DMHC, DMHC failed to require the plan to extend the network exception.  
 
Example #2 
 
Another recent example that began this summer and extended into the fall is also very 
troublesome (see Attachment B). Below is the sequence of events: 
 

• An enrollee with treatment-resistant major depression received a network exception 
effective July 1, 2022 under SB 855 because the enrollee’s plan could not meet timely 
access standards for in-network services.  

• The enrollee’s psychotherapist advised DMHC that she learned on September 15, 2022 
that the plan intended to terminate the network exception as of September 30, 2022 
and that transitioning the enrollee’s psychotherapy was clinically contraindicated. 
Importantly, the network exception for psychotherapy to address treatment-resistant 
major depression had been in place for less than three months when the plan moved to 
terminate it. 

• Although on September 19, 2022 DMHC asked the health plan to address the clinical 
contraindication of transitioning the enrollee’s psychotherapy mid-treatment, apart 
from a September 21, 2021 promise by the health plan “to look into the safety 
concern of the transitioning of care” (rather than to evaluate the clinical implications of 
destroying the therapeutic alliance), there is no evidence in DMHC’s records that the 
health plan ever addressed what it said it would or that DMHC continued to pursue this 
issue. 

 
Example #3 

• An enrollee with treatment-resistant depression sought a network exception from her 
health plan for urgent treatment with Spravato, a medical pharmaceutical that may 
only be dispensed by a REMS-certified provider, on April 7, 2022. Because the request 
was urgent and the health plan approved Spravato as medically necessary from April 7, 
2022 through July 6, 2022, the health plan was required to arrange for the enrollee’s 
urgent treatment within 96 hours.  

 
1 Flückiger, C., Del Re, A. C., Wampold, B. E., & Horvath, A. O. (2018). The alliance in adult psychotherapy: A meta-
analytic synthesis. Psychotherapy, 55(4), 316–340. https://doi.org/10.1037/pst0000172 
2 American Psychological Association, APA Dictionary of Psychology, Second Edition, 2015.  



• The health plan failed to identify any network providers or to respond to an urgent 
appeal faxed on April 15, 2022. Instead, the health plan unilaterally cancelled the 
request for a network exception due to a database error of its own making (i.e., 
misspelling the enrollee’s name).  

• On April 21, 2022 the plan informed DMHC that: 
o “the Plan was unable to review the request due to the incorrect name of the 

member” and blamed the enrollee’s provider, despite the plan’s records 
corroborating that on April 11, 2022 it instructed its intake leads to correct the 
plan’s misspelling error.  

o “there is no appeal on file,” despite the health plan’s records corroborating the 
plan’s receipt of the urgent appeal on April 16, 2022 at 12:11PM ET.  

o the plan denied a network exception because a network provider was available 
for an initial Spravato consultation (not treatment) on May 4, 2022—nearly a 
month after the plan approved Spravato as medically necessary and well beyond 
the 96 hours in which the plan had to arrange for this urgent care. 

• Rather than order the plan to authorize a network exception from April 7, 2022 
onwards, as required by SB 855, DMHC simply kept asking the plan, day after day, if it 
would “agree” to a network exception on a piecemeal basis (first through May 4, 2022, 
and when network providers confirmed their unavailability, through May 18, 2022, the 
first available Spravato consultation—but not treatment—with a network provider). 

• On May 19, 2022, the enrollee’s case was “pulled from Legal and closed due to Legal 
staffing shortfalls.” Despite the enrollee being entitled to urgent treatment access 
within 96 hours of her request, DMHC advised the enrollee that her plan was required  
“to make sure patients are able to make non-urgent appointments with their primary 
care doctor within 10 business days of the request for an appointment and with 
specialists within 15 business days of the request for an appointment.” 

• When the identified network provider was unable to commence the enrollee ’s Spravato 
treatment due to logistical issues, the health plan refused to extend the network 
exception and the enrollee was required to file yet another complaint with DMHC. 
Again, DMHC asked the plan to “agree” to extend the network exception through July 
31, 2022.  

 
Based on the examples provided above, our organizations have a number of questions about 
DMHC’s enforcement of SB 855. These include: 
 

• For out-of-network care initiated due to the unavailability of timely and/or 
geographically accessible services, what is DMHC doing to ensure that plans are not 
requiring a transition to in-network services in a manner that is inconsistent with 
generally accepted standards of care? 

• How is DMHC counting days to ensure that plans are ensuring service availability within 
the timely access standards? We believe no reasonable interpretation of SB 855 permits 
a tolling of time or resetting the clock after enrollees’ initial requests for services.  



• Why does DMHC appear to allow network exceptions to be terminated without ensuring 
plans have proactively arranged for ongoing treatment by, among other things, 
confirming the availability of appropriate in-network providers, including ongoing 
availability needed to sustain a course of treatment, and communicating that availability 
in writing directly to enrollees? (To be clear, we reiterate that such terminations should 
never be allowed when inconsistent with generally accepted standards of care.) 

• When in-network timely access standards have clearly been exceeded and enrollees are 
without coverage limited to in-network cost sharing, why does DMHC allow plans to 
locate any in-network provider who may be available at some point in time—even if 
such availability is beyond applicable statutory requirements since the initial request for 
services? 

• Why is DMHC asking plans to "agree” to authorize network exceptions when plans’ 
“agreement” is not relevant to requiring that they comply with the law? 

 
With regard to the counting of days, we note that in DMHC’s “Request for Health Plan 
Information” (RHPI), which all health plans must complete when DMHC is presented with 
complaints concerning timely access, DMHC neglects to ask health plans an essential question:  
“When was the plan initially on notice of the enrollee’s request for services?” Absent this 
information, the timely access standards become essentially meaningless. Currently, health 
plans are simply asked to answer whether network providers are available within timely access 
limits—all presumably going forward (i.e., as of DMHC’s request)—without being required to 
attest to when they were initially put on notice of MH/SUD service requests by enrollees. Thus, 
health plans can easily disregard the actual amount of time elapsed from enrollees’ initial 
requests. 
 
We strongly urge DMHC to revisit all timely access complaints it has received since January 1, 
2021 (when SB 855 went into effect). Additionally, while we urge DMHC to address these issues 
in detail through regulation, we believe the statute clearly sets forth plans’ obligations, which 
DMHC must enforce. Having failed to maintain networks sufficient to meet California’s timely 
access requirements, health plans should not be permitted to terminate (or entirely fail to 
proactively arrange initial) network exceptions because they find it economically inconvenient 
to pay for such care. Rather, any coverage determinations, including those concerning 
transition of care to in-network services, must be entirely consistent with generally accepted 
standards of care and be compliant with applicable timely and geographic access standards.  
 
We request a meeting to discuss this important matter with DMHC at the earliest opportunity. 
During the ongoing mental health and addiction crisis, we urge DMHC to ensure that health 
plans are not unlawfully shifting the burden of ensuring medically necessary MH/SUD coverage 
back onto enrollees. 
 
Sincerely, 
 
 
 



Robb Layne 
California Association of Alcohol and Drug 
Program Executives  
 
Le Ondra Clark Harvey  
California Council of Community 
Behavioral Health Agencies 
California Access Coalition 
 
Catherine Atkins, J.D. Esq. 
California Association of Marriage & Family 
Therapists  
 
Chad Costello 
California Association of Social 
Rehabilitation Agencies 
 
Jen Alley 
California Psychological Association 
 
Paul Yoder  
California State Association of Psychiatrists 
 
 
 

Diana Douglas 
Health Access California 
 
Lauren Finke 
The Kennedy Forum 
 
Karen Fessel 
Mental Health & Autism Insurance Project 
 
Heidi Strunk 
Mental Health America of California 
California Youth Empowerment Network 
Connection Coalition 
 
Paul Kumar  
NUHW 
 
Randall Hagar 
Psychiatric Physicians Alliance of California 
 
Corey Hashida  
Steinberg Institute 
 
Joy Burkhard 
2020 Mom 

 
  



ATTACHMENT A









 
 
Letter to Mary Watanabe 
Page 5 of 6 

 

Incredibly, although the health plan did not identify any network providers to Mr. 
 other than the ones appearing in its August 1, 2022 letter and October 20, 2022 and 

November 3, 2022 emails, DMHC wrote on November 14, 2022 that it declined to enforce SB 
855 because the health plan newly identified , LMFT and , PhD as 
available, and because DMHC claimed the health plan “gave us emails showing it provided you 
with participating provider names for the past few months.” As discussed above, the emails 
provided by the health plan were deceptive and woefully untimely. 
 

DMHC Failed to Enforce California Law 
 

Apart from requiring health plans to cover followup mental health services, including 
psychotherapy, in a manner consistent with Cal. Health & Safety Code § 1374.72(a)(3), SB 221 
and SB 855 require health plans to proactively arrange for medically necessary care within 
prescribed timely access standards. For example, Cal. Health & Safety Code § 1367.03(a)(5)(E) 
sets an access limit of 10 business days for initial and return psychotherapy appointments, 
whereas Cal. Health & Safety Code § 1374.72(d) obligates health plans to proactively arrange for 
services on an out-of-network basis when in-network mental health treatment cannot be accessed 
within 10 business days: 
 

If services for the medically necessary treatment of a mental health or substance 
use disorder are not available in network within the geographic and timely access 
standards set by law or regulation, the health care service plan shall arrange 
coverage to ensure the delivery of medically necessary out-of-network services and                                                         
any medically necessary followup services that, to the maximum extent possible, 
meet those geographic and timely access standards. As used in this subdivision, 
to “arrange coverage to ensure the delivery of medically necessary out-of-
network services” includes, but is not limited to, providing services to secure 
medically necessary out-of-network options that are available to the enrollee 
within geographic and timely access standards. 
 
The enrollee’s health plan was clearly on notice as of July 25, 2022 that the enrollee 

required ongoing psychotherapy and a continued network exception accommodation. Therefore, 
even if transitioning psychotherapists mid-treatment was not clinically contraindicated and 
inconsistent with Cal Health & Safety Code § 1374.72(a)(3), the health plan was required to 
proactively arrange for the enrollee’s ongoing treatment within no more than 10 business days—
or by August 8, 2022. The health plan did not, however, proactively arrange anything. In fact, the 
health plan’s own email screenshots corroborate that it did not attempt to communicate the 
availability of network providers to the enrollee until October 20, 2022—87 days after being put 
on notice of Mr. ’s request for a continued network exception accommodation.  
 

The health plan cannot plausibly claim that the network referrals it may have provided to 
other  patients were actually referrals for Mr. . After all, patients reside in 
different parts of the state, have different clinical needs, and have different scheduling concerns 
that cannot possibly be accommodated by all (or even the same) providers, whose availability 
frequently changes. That a single network provider, Dr. , may have informed the health 
plan she was available to treat another patient as of August 26, 2022 did not translate into notice 
by the health plan to Mr.  that Dr.  was suitable or timely accessible for him. In 
fact, Dr. ’s purported August 26, 2022 availability was 32 days after Mr. ’s  
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July 25, 2022 request for a continued network exception accommodation, and thus far beyond the 
10 business day limit set by Cal. Health & Safety Code § 1367.03(a)(5)(E) for followup 
psychotherapy. 

 
Additionally, unlike the enrollee’s health plan,  was not legally responsible for 

tracking which of the health plan’s network providers may have become available to Mr. 
 months after making network access requests on behalf of other patients. Put simply, 

under Cal. Health & Safety Code § 1374.72(d), health plans—not out-of-network providers—
“shall arrange” coverage and shall “provid[e] services to secure medically necessary out-of-
network options” for ongoing care within timely access standards by communicating tailored 
referrals directly to affected enrollees. DMHC lacks any discretion to alter this standard. 

 
Conclusion 

 
Cal. Health & Safety Code § 1374.72(a)(3) prohibits health plans from making mental 

health coverage decisions that prioritize their financial interests. Yet by requiring enrollees to 
terminate ongoing psychotherapy with out-of-network providers initiated due to network 
inadequacy, health plans privilege their own bottom line over generally accepted standards of care. 
DMHC may not collude with such a perverse course of action. Additionally, without statutory 
authority to extend timely access limits for followup mental health care under SB 221 and SB 855, 
DMHC may not indulge health plans with such a luxury at consumer expense. 

 
We expect DMHC to immediately order the enrollee’s health plan to cover his ongoing 

psychotherapy at  under a network exception accommodation, and we look forward to 
your prompt confirmation of this. 

 
 

Sincerely, 

 
Meiram Bendat, J.D. Ph.D. 

 
 
Enclosures: Exhibit 1—Health Plan Case File (July 25, 2022) 
  Exhibit 2—Health Plan Initial Denial Letter (August 1, 2022) 
  Exhibit 3—Health Plan Appeal Denial Letter (September 16, 2022) 
  Exhibit 4—Health Plan Correspondence to DMHC (November 3, 2022) 
 
 
Cc: Sarah Ream, DMHC General Counsel 
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Patient:  
DMHC#:  
Health Plan:  

Dear 

Thank you for sending your Independent Medical Review (IMR)/Complaint Form to the 
Department of Managed Health Care (Department). 

The Department’s mission is to protect consumers’ health care rights and ensure a stable 
health care delivery system. The Department protects the health care rights of more than 
28.4 million Californians through the regulation of health plans. 

The Department reviewed your complaint asking  (  
to provide continued treatment with  (  an out-of-network 
provider, from July 1, 2022, through December 31, 2022, at your in-network level of 
benefits. You also requested reimbursement for all services with  since July 1, 
2022. Our review included your complaint documents, health plan response, and 
Evidence of Coverage (EOC or health plan contract). 

In this type of  health plan, members may choose to seek services from non-
participating providers. However, covered services obtained from non-participating 
providers will usually result in a higher cost share for the member…If  has no 
qualified and available participating providers,  will pay for the services at the 
in-network benefit level. (EOC pp. 16-17.) 

CONTINUED TREATMENT WITH  

You requested continued treatment with  covered at the in-network level benefit 
because you asserted there are no participating providers who are available and 
appropriately qualified to treat your condition.  

 told the Department that it will not authorize continued treatment with  
at the in-network benefit level because it has the following participating providers 
available: 

/// 
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, LMFT 

 
 

 
, PHD 

 
 

 
 

 
The Department’s clinical staff confirmed that both above therapists are qualified to treat 
your condition and have timely appointments available. 

REIMBURSEMENT FOR  SERVICES 7/1/2022 – CURRENT 

As stated above, in the instance where  does not have any available 
participating providers who can treat your condition, they will authorize a non-
participating provider and pay the claim at the participating provider rate. However, in 
your case, the plan provided multiple participating providers who can provide the 
services.  Further,  gave us emails showing it provided you with participating 
provider names for the past few months. 

Because appropriately qualified participating providers have been identified, the 
Department is unable to direct coverage of the requested services. 

The Department determined that  complied with your health plan contract 
and California health plan law about the issue in your complaint. 

The Department’s review of your complaint does not prevent you from pursuing other 
legal options that may be available, including contacting an attorney. 

If you have questions, please call us toll-free at 888-466-2219. You may also go to our 
website at www.HealthHelp.ca.gov, which has more information about the Department 
and consumer health care rights in California. 

Sincerely, 

 
Attorney   
Help Center 
Department of Managed Health Care 

cc:  
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Subcase : Subcase created 09/26/2022 3:01 PM by

Rule Action 09/23/2022 5:37 PM by Dovetail Rulemanager

Action notify case owner of rule Notify case owner of activity fired 

Received email 09/23/2022 5:37 PM by Dovetail Carrier

Date 09/23/2022 5:37 PM
From
To DMHC 
Cc  

Subject RE: [SEND SECURE] DMHC Case 

Hi ,

 completed a clinical review of the provided 
additional information and the Plan’s RFI response is provided below:

1. Based on the above information and the attached documents, please advise if the 

Plan will authorize psychotherapy services with , LMFT, at 
 beyond September 30, 2022.

-No
a. If no, then please provide denial basis and whether the Plan’s referral to a new 
provider for the enrollee is clinically appropriate under Cal. Health & Safety Code § 
1374.72(a)(3) and good professional practice.
-The Plan will not authorize psychotherapy services with  LMFT at 

 beyond September 30, 2022 because the Plan has identified available and qualified-to-
treat in-network providers within access standards of the enrollee’s geographic area, and who 
provide outpatient psychotherapy in person.

2. If the plan will not authorize continued services with , LMFT, 

then please identify in-network providers qualified to provide therapy services to 
the enrollee in the enrollee’s geographic area and in-person.
-Previously identified providers sent to the enrollee at 

on 8/26/22:

 

/28/2022// l / / / / 232357/



 PSYD

Available 9/6/22 1:30 PM, 2:30 PM

 LMFT

Available 9/7/22 11:30 AM

 LMFT

Available 9/8/22 2:00 PM

Currently identified providers sent to the enrollee at on 
9/22/22:

 PSYD

Available 10/3/22 1:30 PM, 2:30 PM, 4:30 PM

 LMFT

Available 10/3/22 forward

The Plan is not responsible for lack of timely response to schedule an appointment with an in-network 
provider. Upon notification, the provider must be called immediately to secure the appointment.

Please let me know if you have any questions.

Thank you.

Regulatory Complaint Specialist, Appeals and Grievances

g      g

/28/2022// l / / / / 232357/
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Patient:   
DMHC#:  
Health Plan:  

Dear  

Thank you for sending your Independent Medical Review (IMR)/Complaint Form to the 
Department of Managed Health Care (Department). 

The Department’s mission is to protect consumers’ health care rights and ensure a stable 
health care delivery system. The Department protects the health care rights of more than 
28.4 million Californians through the regulation of health plans. 

The Department reviewed your complaint asking  (  
to authorize coverage for psychotherapy services at  (  at 
the in-network benefit level. Your complaint also raised quality of service concerns 
against  Our review included your complaint documents,  
response, and your Evidence of Coverage (EOC or health plan contract). 

Page 9 of your EOC states that mental health services received from an out-of-network 
provider are covered at 50% of the allowed amount.  

 agreed to authorize coverage of the requested psychotherapy services at 
 through September 30, 2022, at your health plan’s in-network benefit level. 

However,  denied your request for coverage of those services at the in-
network benefit level with  beyond September 30, 2022, because it identified 
appropriately qualified and available in-network providers to provide the psychotherapy 
services at issue. Specifically,  identified the following in-network providers: 

, PSYD 

 
 

/// 

/// 



  November 9, 2022 
Case #  Page 2 
 
 

#7044 

, LMFT 
 

 
 

 

You may contact one of the above in-network providers discuss appointments.  

Based on the available information, the Department is unable to direct  to 
approve coverage of the requested services with  at the health plan’s in-network 
benefit level beyond September 30, 2022.  

The Department determined that  complied with your health plan contract 
and California health plan law about the issues in your complaint. 

Quality of Service Concerns  

For the quality of care and service issues in your complaint,  referred your 
concerns to its quality assurance program for further investigation. This means it will 
evaluate the quality of care and service you received. 

California law requires health plans to identify and correct any quality of care and service 
problems. The Department monitors health plan quality assurance programs to make sure 
they are overseeing the quality of care and service provided to members. 

Timely Access Concerns  

California health plan law requires health plans to make sure patients can get appointments 
for medical services within certain timeframes. This requirement includes preventive health 
services and appointments with primary care doctors, specialists, and mental health 
providers. The law requires  to make sure patients can make non-urgent 
appointments with their primary care doctor within 10 business days of the request for an 
appointment and with specialists within 15 business days of the request for an appointment.  

The Department finds that  did not comply with its obligations under California 
health plan law about the timely access to care issue raised in your complaint. Specifically, 

 failed to provide you timely access to a provider that could provide the treatment 
at issue in your complaint. The Department noted this incident for the purpose of 
determining a pattern of noncompliance by  and potential enforcement action. 

The Department’s review of your complaint does not prevent you from pursuing other 
legal options that may be available, including contacting an attorney. 

/// 

/// 
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If you have questions, please call us toll-free at 888-466-2219. You may also go to our 
website at www.HealthHelp.ca.gov, which has more information about the Department 
and consumer health care rights in California. 
 
Sincerely, 

  
Senior Counsel  
Help Center 
Department of Managed Health Care 

cc:   
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4. A copy of the cover page and all relevant pages of the enrollee’s Evidence of Coverage 
(EOC) with the specific applicable sections underlined.  If the Plan relied solely on the 
EOC, the Plan shall notify the Department of this fact. 

5. All other information used by the Plan or relevant to the resolution of the complaint, 
including but not limited to the following: 

a. All written correspondence, including letters and e-mails, between the Plan, 
medical group, provider or enrollee 

b. Telephone logs or other documentation of telephone communication between the 
Plan, medical group, provider or enrollee 

c. If the complaint involves a claimed waiver of financial responsibility signed by 
the enrollee; a copy of the waiver, the pages of the provider contract relating to 
waiver and a written analysis by the Plan of whether it believes the waiver is valid  

d. Any relevant contract provisions from the subscriber or provider contract or any 
other relevant contract 

e. Any Plan or medical group medical policies, clinical criteria or coverage policies 
relating to the dispute 

f. Any outside clinical or coverage review obtained by the Plan in resolving the 
complaint, including any utilization management determination made by an 
outside organization or medical group 

g. Internal notes of the Plan, medical group or provider reflecting the handling of the 
enrollee’s dispute 

h. Where the dispute involves an assertion that the requested service is not available 
from a contracted provider, the name, specialty, contact information, of available 
network providers with a description of the providers’ experience and an estimate 
of the wait time for an appointment. 

 
I trust this information has clarified the matter for which the member sought assistance. Please 
contact me at , if you have any questions or concerns. 
 
Best regards, 
 

 
 
 

 
Grievances and Appeals Risk Analyst 
Grievances and Appeals  
Risk Management 
 
Enclosures: 
 

















the Plan nor the Department to advise she was unable to schedule care with the in-
network provider timely, prior to receiving continued treatment, with the out of 
network provider, after the expiration of the out of network exception approval. As a 
result, the Plan was not afforded the opportunity to redirect the member to another 
available in-network provider. Therefore, the Plan is upholding our previous coverage 
decision of processing of the claims for the disputed services rendered after 5/18/22, 
at the out of network benefit.

I trust this information has clarified the matter for which the member sought assistance. Please 
contact me at , if you have any questions or concerns. 

Best regards, 

 

  
Grievances and Appeals Risk Analyst 
Grievances and Appeals  
Risk Management 








