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AB 369/FQHC Street Medicine Listening Session 
March 22, 2021 

 
Amendment Updates 

 Inclusive of PEH living in shelters; shifting focus from providers to people experiencing homelessness 

 HMIS look ups now included; not purely benefits ID card  

 Referrals required, but any PCP can give the referral  

 
AB 369 Overview  

 AB 369 intends to remove barriers to care by requiring the Department of Health Care Services (DHCS) to add 
street medicine as a Medi-Cal benefit and/or to incorporate it within new models, such as CalAIM, and makes 
other changes intended to better support care delivery via street medicine. 
 

Members Discuss:  

 High level overview the street medicine services provided by your organization.  
 

FQHC Reimbursement 
 FQHCs are reimbursed under the Prospective Payment System (PPS), a federally-required, state-administered, 

cost-based, per-visit payment structure – this includes for services provided to people experiencing 
homelessness (PEH), their most expensive and hard to reach patients.  

 Recommended Amendment: We must ensure that the bill does not interfere or hinder FQHCs’ ability to 
continue to be reimbursed under the PPS structure for services provided to patients experiencing homelessness. 

 
Resolution: Assurance from Neda that FQHCs will continue to receive reimbursement under PPS for services provided 
to PEH. Language included in bill amendments.  
 
Members Discuss:  

 Discuss that FQHCs are not paid in the FFS system and that your organization receives PPS payment for all visits, 
including street medicine services provided to PEH. (Be mindful that staff may not know what PPS is or how 
FQHCs get paid). 

 How would being paid FFS impact your organization’s ability to serve people experiencing homelessness? 

 

Specialty Care Referrals & Access 

 As written, AB 369 would allow a patient experiencing homelessness to be referred to a specialist without 
authorization by their primary care provider (PCP), health plan, IPA, etc.  While we understand the intent is to 
provide maximum access and reduce barriers, this presumes that there is a specialist willing to accept the 
patient at Medi-Cal FFS reimbursement and poses challenges for care coordination and case management. 

 The bill also proposes to allow PEH to remain in the FFS system until they proactively select a plan/provider 
(currently they would be auto-assigned to a provider/plan after a set period of time if they do not select one). 
While FFS offers some potential benefits for PEH in seeking/accessing care, the FFS specialty network is currently 
less robust than the specialty network available to managed care members (largely due to low FFS 
reimbursement rates). 

o Placing referrals for folks who do not see their PCP (most common scenario), which is a barrier to 
receiving care. 

o IPA would not be involved if patient is unassigned 



 

o Need for PEH to be switched to new PCP quickly 

o Referral coordination consideration  
o Particularly a LA County/San Diego concern; important to coordinate between other providers in same 

SPAs 

 Additionally, fewer benefits may be available in the FFS system (e.g. Health Homes and ECM and ILOS under 
CalAIM). Some of these benefits and services offered under managed care are geared toward PEH, but PEH in 
the FFS system would not be able to benefit from them. How does this bill propose to address this? 

o Not trying to take folks out of managed care, but want to ensure doctors are not getting paid for not 
seeing homeless patients. 

o Want to stop the random patient assignment piece that often happens with PEH. 
o Recommendation: Emergency disenrollment at state level and re-enrollment for PEH so they can get the 

care they need. State has ability to do this. Active enrollment model preferred. 

 PEH often have high medical needs and require intensive case management and care coordination, which are 
normally the responsibility of the patient’s health plan or IPA, and are often handled at the clinic level 
(sometimes under programs such as Health Homes). How does this bill propose to address providing and paying 
for these critical services for PEH patients remaining in FFS? 
 

Recommended Amendment: Emergency PCP disenrollment at state level, so PEH can get re-assigned to PCP that can 
provide care/referrals needed.  
 
Members Discuss:  

 What is your organization’s main concern regarding allowing any provider to refer patients experiencing 
homelessness into specialty care without PCP/plan authorization? 

 Explain your organization’s thoughts on what happens if PEH are potentially receiving care from providers they 
are not assigned to and what that means for a clinic with regard to the IPA and health plan if their assigned 
members are seen elsewhere. 

 Explain your organization’s thoughts on how this will create issues with contracts, risk, and financial 
responsibility... also what about quality metrics, HEDIS etc. 

 Discuss the additional services and supports available to managed care members vs. FFS and any challenges 
associated with referring people in FFS for specialty care. 

 

Other Concerns 
 AB 369 does not address the ongoing issue that an FQHC cannot establish a patient outside of a clinic’s four 

walls. This is an important component of FQHCs’ ability to practice street medicine effectively. 

 Previously, DCHS proposed language via a state plan amendment (SPA) that allowed FQHCs providing street 
medicine services to establish patients experiencing homelessness outside of a clinic’s four walls. However, the 
SPA was rejected by CMS.  

 Recommendation: This bill may provide an opportunity to remove other existing barriers to street medicine and 
clearly establish FQHCs’ ability to meet the patient where they are at by establishing a patient and providing 
services outside of a clinic’s four walls.  

o Less about Medi-Cal eligibility and more about FQHC land rules. This bill should fix this issue with 
establishing patients outside of the four walls. 

o Can the bill more explicitly include language around this? 
 
Recommended Amendment: Can the language in the bill explicitly state that FQHCs can establish PEH as patients 
outside of their clinic’s four walls? 
 
Members Discuss:  

 How does the lack of flexibility and clarity surrounding establishing patients and providing care outside of a 
clinic’s four walls impact your ability to care for people experiencing homelessness? 

 Discuss what clarity would look like regarding FQHCs’ “four walls” limitations? 



 

 What other AB 369 concerns does your organization want to address? 

 


