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Office of the Deputy Mayor for Health and Human Services

COMMISSION ON HEALTHCARE SYSTEMS TRANSFORMATION
July 30, 2019
1152 15" Street NW, Suite 900

10:00 am —12:00 pm

Commission Members

Name Affiliation/ Attendance Designee Attendance
Designation
David Catania Co-Chair Present
Sister Co-Chair Present
Carol Keehan
Kimberly Russo George Washington Present
University Hospital
Kevin Sowers Johns Present
Hopkins Medicine,
Sibley Memorial
Hospital
Oliver Johnson MedStar Health Present
Dr. Malika Fair United Medical Center | Present
Dean Hugh Mighty | Howard University Present
Hospital
Corey Odol Psychiatric Institute of
Washington
Denise Cora- Children’s Hospital Present
Bramble, M.D.
Marc Ferrell Bridgepoint Present
Don Blanchon Whitman-Walker Present
Health
Kim Horn Kaiser Foundation Present
Health Plan
Maria Harris Tildon | CareFirst BlueCross Not present Colette Present
BlueShield Chichester
David Stewart University of Present
Maryland, Family
Medicine
Kelly Sweeney Community of Hope Not present Melissa Millar Present
McShane
Maria Gomez Mary's Center Not present
City Administrator | City Administrator Not present Ben Stutz Present
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Rashad Young

Deputy Mayor
Wayne Turnage

Deputy Mayor for
Health and Human
Services

Present

Dr. LaQuandra D.C. Health Not present
Nesbitt
Dr. Department of Present
Barbara Bazron Behavioral Health
Melisa Byrd Department of Health Present
Care Finance
Dr. Faith Gibson Thrive by Five Present
Hubbard
Chief Gregory Fire and Emergency Present
Dean Medical Services
Councilmember Council of the District | Not Present Eric Goulet Present
Vince Gray of Columbia,
Committee on Health
Tamara Smith D.C. Primary Care Present
Association
Jacqueline Bowens | D.C. Hospital Present
Association
Dr. Washington Hospital Not present Dr. Jeffrey Dubin | Present
Gregory Argyros Center
Additional District Government
Name Role Office or Agency
. Office of the Deputy Mayor for
Rayna Smith Staff Health and Human Services
. . Office of the Deputy Mayor for
Amelia Whitman Staff Health and Human Services
Fern Johnson-Clarke Staff DC Health
Lauren Ratner Staff DC Health
Sharon Lewis Staff DC Health
John Coombs Staff Fire gnd Emergency Medical
Services
April Grady Staff Department of Health Care
Finance
Noah Smith Staff D_epartment of Health Care
Finance
Alice Weiss Staff Department of Health Care
Finance
Melanie Williamson Staff D_epartment of Health Care
Finance
Aviana Cooper Staff Department of Health Care
Finance
Raessa Singh Staff Department of Behavioral
Health
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Public Attendees

Name Role Organization
Justin Palmer Public D.C. Hospital Association
Roderic Woodson Public Parker Poe
Regina Knox Woods Public MedStar
Calvin Smith Public Bridgepoint
Eric Wolff Public DLA Piper
Feseha Woldu Public MedStar
Dr. Raymond Tu Public Medical Society of DC
Robert Hay, Jr. Public Medical Society of DC
Michael Crawford Public Howard University
Patrick Canavan Public IdeaCrew
Lisa Fitzpatrick Public Grapevine Health
Kevin Wrege Public Pulse Advocacy
Karen Dale Public AmeriHealth Caritas DC
Vincent Keane Public Unity Health Care
Dr. Gloria Wilder Public Core Health and Wellness

Cener
Agenda and Minutes

1. Call to Order Commission Co-Chairs

e Co-Chair David Catania called the meeting to order at 10:02 am.
e Co-Chair Sister Carol Keehan introduced herself and shared her priorities for the
commission.

2. Commission Administration Commission Co-Chairs

e Co-Chair Catania informed the Commission that Karen Dale, Dr. Raymond Tu, and
Vincent Keane have been added to the Commission as non-voting members.

e Co-Chair Catania introduced Eric Wolff who has offered his assistance with data
collection and analysis

e Co-Chair Catania circulated a draft report for subcommittees to use. He indicated that the
goal was to create a consistent template for all subcommittees to fill out.

o Dr. Barbara Bazron requested clarity about whether each subcommittee is
expected to do a sustainability plan.
= Co-Chair Catania indicated that this item was to encourage subcommittees
to think about different types of sustainability — financial, environmental,
infrastructure — as the recommendations are developed.
o Co-Chair Catania requested members send any additional feedback after the
meeting.

e Co-Chair Catania shared that subcommittees are already having robust conversations and
indicated that the relationships formed during this process is one of the biggest benefits to
these conversations. He hopes that these relationships continue beyond the Commission’s
time.
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3. Presentation by the Department of Health Care Finance DHCF

e Deputy Mayor Wayne Turnage introduced his presentation as a foundation setting
presentation by the core parts of our government, focusing on what the problems are from
a government perspective. He worked with DC Health, Department of Health Care
Finance, and the Deputy Mayor’s office to provide a high-level overview of the system,
including patient utilization, structure, and challenges faced by Medicaid and providers.
Medicaid is a focus at the end due to its significant impact on the system.

The District Of Columbia’s Hospital Sector Is A Nationally !
Recognized System of Care But Most Beds Are Concentrated
In The North West Quadrant Of The City
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e Hospitals are a focus of any health care system. In the District, a substantial portion of the
beds reside in the NW quadrant of the city. 14% of the beds belong to secondary
hospitals and 25% are specialty beds.

e We use two capacity measures for hospital beds — licensed and operating — and these two
are not always equal.
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Compliments To Hospital Care

W In addition to its hospital assets, the District health care system offers
the following:

# More than 50 primary care clinics and 34 are community health
centers hat accept walk-in patients with at least half of these
facilities offering evening and weekend hours

# Seven ofthese clinics are federally qualified health centers that
offer primary care, dental, mental health and substance abuse
sernvices

# (On a per-capita basis, the highest number of active physicians,
direct patient care physicians, specialty, and primary care doctors in
the United States

e DHCEF recently redesigned payment methodology for FQHCs

T

Insurance Coverage Is Not A Problem In
The District of Columbia

] District has embraced the view that health care access is a right

d Leveraged partnership with federal government and was an early expansion
State

e Aggressive set of policies to expand Medicaid insurance coverage
for its residents

W . . - .

** High functioning insurance exchange that mandates coverage
and facilitates access to federal premium tax credits for commercial
coverage

#* Result = 97% of residents have health insurance - 2™ in the Mation

| Virtually same coverage as Medicaid for approximately 15,000 residents
who are not citizens

e Insurance coverage isn’t a problem in the District. We were an early entry into Medicaid
expansion and implemented an aggressive set of policies to expand coverage for as many
residents as we could. In addition, we initiated a high functioning health insurance
exchange and have since implemented a mandate despite federal changes.

e Because of Medicaid expansion and the Exchange, 97% of residents in the District have
insurance. We also provide coverage to non-citizen residents.
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The District’s Eligibility Levels Exceed
Federal Requirements And Statewide
Averages
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e This slide compares the District to rest of country, with the blue bars representing the
District. We compare favorable to the rest of the country in terms of insurance.

9
Though Most DC Residents Have Commercial Coverage,
Nearly Four in 10 District Residents Rely on Public Health
Insurance — This Has Payment Implications For Providers
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e The impact of these policies is that policies is that Medicaid coverage has grown and
uninsured rates have decreased between 2009 and 2018.

e On the commercial insurance side, a majority of the coverage is large employer, with
smaller percentages of small employers and individual through the exchange.
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e There is interplay between commercial insurance and Medicaid — with expansion to
approximately 83,000 childless adults, we have taken the most expensive people of the
commercial pool.

Primary Care Services Are Heavily Located
In Two Wards But Generally Available
Across The City

*DC = 240 Active Primary Carz Physiciznz 100,000
*US ratz = 91 Active Physicians'100,000
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e Primary care is spread across the city, but heavily concentrated in Wards 2 and 5
e The second map indicates capacity for a given location — in Wards 3, 7, and 8 there is

evidence of primary care operations, but they are not as numerous or as big.
13

ForResidents in Three Wards, The Capacity For
“Barrier Free” Primary Care Visits Relative To Need
Is SufficientBut Among The LowestIn The City

Popuistion par PC Capacity as %

Seoguy Providsr FTE | Bamier-Fres Visits
Ward 1 o 180%
Ward 2 2 523%
Ward 3 a2 165%
Ward 4 327 o)
Wargs a8 3%
Wards 503 264%
& ) Warg7 4358 0%
Repmademi Ward s 1610 81%
-
g DC Total 667 197%
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e This slide shows the capacity of primary care operations against potential need, if
everyone in a ward went to a primary care visit at least once a year in their ward.
o Barrier-free visits are very high in wards 1 and 2, and low in wards 4, 7, and 8.
This demonstrates that if everyone went to the doctor as recommended, there
would be stress on the wards with low capacity.

= Would be stress on the wards low— seeks to
14

Primary Care Engagement By DC Medicaid Enrollees
-- Including Well Child and Preventative Care -- Is
Low, Falling Just Below 60 PercentOverall

TI1IR K Overall 56%
' ' ' ' ' ' = 100+
i i i i i Adults 54%
35 -84
XK Women 32%
' ' ' {18~ 34
Children 65%

«1¥
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e Medicaid seeks to increase patient engagement with primary care.
Neither Is Primary Care Usage Defined By
Geography Or Travel Time For Medicaid
Patients

15

Where Was Primary Care Received?

In and Outside of Patients” Ward | 11%
All Inside Patients' Ward 14%

All Outside Patients'Ward

Soince: D Heath
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e This slide shows where Medicaid patients receive their care. Usage is not defined by

geography as 75% of beneficiaries get their care outside of their ward.
16

Key Primary Care Takeaways

# DC Metwork consists of well-distributed FQHCs, hospital-based, private,
and primary care practices

# DC has the highest rate of primary care physicians in the nation

v

Isolated gaps may exist but clinic capacity is not a leading issue
# At 60 percent, primary care engagement is low for Medicaid enrollees

# Medicaid recipients opt to travel significant distances to access primary care
senvices, despite the fact that there are access points in their communities

ThereAre 3,161 Licensed Beds In The City’s Acute 1z
Care Health Care System (Excluding Providence),
But Only Three Hospitals Have Their Full
Complement Of Beds In Service

Total Number of Licensed and Operating Acute Care Beds by Hospital, 2019
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e This slide shows licensed beds compared to the operating beds in hospitals across the
city. There are a total of 3,161 licensed beds, but only three hospitals have their full
complement of beds online: Children’s, George Washington, and UMC.
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20
For Most Hospitals, The Critical Care Service

Line Accounts For The Largest Portion Of
Their Licensed Specialty Beds
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With The Closure Of Providence, The Termination Of The '
OBIGYN Service Line At UMC, And Business Decisions By
Other DC Hospitals, The Proportion Of Licensed OB/IGYN
Beds In Operation Has Declined By Almost 20 Percent

Licensed And Mon-Operating OB/GYMN BEDS
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For Similar Reasons, The Proportion Of
Operating Psych Beds Have Also
Declined

PSYCH BEDS: ALL ACUTECARE FACILITIES
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e The decline in psych beds is a critical issue when we look at the incidence of people
dealing with behavioral health issues that require treatment for psychiatric care.

o

However, Except For UMC, Distances Patients Are
Traveling For Hospital Services Are Similar And Are
Comparable To National Patterns

ricuRres 17 DC MOSPITAL DISCHARGES —~ DESTINATION
AND PRENTERENCE Yo IBY ZIP CODE ORIGIN

25

e Hospitals are concentrated in the NW quadrant of the District, and with the exception of
UMC, the distances people are traveling for care is similar to the national pattern.
o The lines of this map represent a starting point of where people live and then go
for hospital care. The thicker the line, the higher the volume coming from that zip
code.
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o There are not many lines around UMC, suggesting UMC does not have much
reach from other zip codes.

At LeastHalf Of The Patients Discharged From 2
ThreeHospitals -- George Washington, Sibley, and
Washington Hospital Center -- Live In Their
Hospital’s Zip Code
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e This slide shows hospital care to patients in the zip code in which they are located, based
on discharges.
o At least 50% of discharges from GW, Sibley, and Washington Hospital Center
(WHC) come from the zip code in which the hospital exists.
o Howard didn’t have any immediately in their area, which suggests a substantial
opportunity to engage patients around them.
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Key Takeaways On Capacity

# District hospitals have significant amounts of unused licensed bed
capacity

re Operational bed capacity in DC is nearly twice the national average

> Medical/Surgical beds account for nearly half of all hospital beds and
critical care beds represent the largest share of specialty beds

» Recent market place changes and associated capacity reductions have
created challenges for two key specialty areas — psychiatric and OB/GYN
SEemnices

Utilization Of DC Health Care System Is =
Hospital Centric, Ranking 1 in The
Nation On Key Metrics

National Rate District Rate District's National
Hospital Metric | (per 1,000 population) (per 1,000 Ranking
populaticn)

Hespital Operational Beds

Hospital Admissions
Emergency Room Visits

Inpatient Days
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e The District’s health care system quite hospital centric, ranking number 1 by a long shot.
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Hospitalization Rates (Per 10,000 Population),
Are Highest In East End Of The City, 2017
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e This slide shows hospitalization rates across the city, with darker areas, representing
higher hospitalizations. The east end of the city has highest rate of hospitalizations.

Notwithstanding The High Levels Of ER Use,”’
Most Such Visits Do Not Require Or Result In
An Inpatient Admission

Distributicn Of Emergency Room Admissiens By Hospital And Type

Did ER Wistt Result Teci
in &n Inpatient Of Admission, 2017
Admiesbon?

o

No <

CHH Sibley  Providence HUH GWUH uMc GTUH WHC

e Thereis heavy use of ER but ER use does necessarlly result in high rate of inpatient
admissions. 85-95% of ER visits do not result in inpatient admission. WHC has highest
conversation rate; and Children’s has the lowest.

o This indicates that a lot of the traffic going to emergency room should be diverted
to address systemic problems.
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More Than 16,000 Medicaid Recipients Who Do Not
Use Primary Care, Visit The ER For Low-Acuity
Medical Problems Nearly 26,000 Times Per Year

Medicaid Recipients With No Primary Care But Low-Acuity ER Visits In, 2018

Recipients Low Acuity ER Visits
Did Beneficiary Live
InWard7 Or 8

No

Yes 49% 49%

N

D e s Cobrctarmrmstand o bkl |- Jarh ot b, MRS o R

16,183 25,892

e DHCEF looked at if there are Medicaid patients who have no primary care physician
(PCP) relationship, but go to ER for low-acuity medical problems. It is fine if people are
going to the ER for a broken bone, but issues arise when they are going for issues that
should be addressed by a PCP.

o DHCF found that here are 16,000 Medicaid recipients who did not visit PCP, but
went to ER for low acuity medical problem. This accounts for almost 26,000 ER
visits that likely should have been seen at one of the primary care clinics.

o 50% of these beneficiaries live in ward 7 or 8 where there is sufficient,
underutilized primary care.
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Broadly Speaking, Four Service Lines Account For

More Than Half Of All Hospital Discharges
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Yet, Age-Adjusted Hospitalization Rates ShowA’
Declining TrendIn Hospital Discharges, Overall
And ForMenandWomen, 2013-2017
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e There was a steady decline in inpatient admissions between 2013 and 2017.
However, The Announced Plans For The Closure Of 5
Providence In July 2018, Appears To Have Pushed

Segments of That Market To Washington Hospital
Center, Sibley, And Children’s National

Comparizonof DC Hospital Inpatient Growth Rates from 2016-2017 to 2017-2018
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e When Providence closed, admission numbers flipped for several hospitals. There was an
increase at Children’s, UMC, and WHC, as well as a slight increase at GW.
e Total inpatient growth was only 1.6%, but there is a maldistribution of patient care with

respect to inpatient admissions, which has resulted in some hospitals experiencing
overcrowding.

Data Examined Since The Providence Closure, Show That '
Hospital Occupancy Rates For Some Facilities Vary
Significantly Based On The Metric Of Licensed Versus
Operating Beds

# Ocoupancy Level Based On

91% Licardsd Gads
84% 86% 85% gan, 80% m-ia:;%l;:fl Basad On
T2%
o
56% 60 JIE
50%
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29% |
I |
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e Looking at occupancy levels for both licensed and operating beds since Providence
closure:

o Children’s and GW have no difference because all their licensed beds are
operating.

o WHC, Geogetown, and Howard have a big difference in their occupancy rates due
to the gap in licensed vs. operational beds.

o UMC doesn’t have a big gap, but they also do not have a lot of inpatient
admissions.

At Current Operating Levels, Three Of The District’s Acute Care
Hospitals Experience Utilization Rates That Are At Or Above
Recommended Occupancy Thresholds — The Closure Of Another
Hospital Could Be Especially Problematic

38

A Comparisoen Of Hospital Occupancy Levels Te Threshelds For The Safe And Profitable Operation
Of Acute Care Facilities
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e Hospitals should have an occupancy rate around 85%. If it is above 90%, hospitals should
be concerned about their ability to manage patients, while if it is below 70% hospitals
should be concerned about losing money.

o Three hospitals have rates at or above the recommended threshold. If we have
another closure in the city, it could be especially problematic due to these
occupancy rates.
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Also, As A Part Of The Market Shift From The Providence *
Closure, PIW Now Faces Increased Demand For Beds To
Treat Persons Who Have Been Involuntarily Committed

Trend In PIW Involuntary Bed Days, 2014-2019

Prowvidence Hespital Armounces  Plars To
Clerse In 2019
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e When Providence announced their closure, inpatient bed days at PIW began to spike. If

they continue at the same pace, we project they will have 1,500 bed days by the end of
this year.

o There is also a challenge of payment for adults in Medicaid, which DHCF is
working to fix as the operating expense for PIW is growing immensely.

40

Similar Shifts Are EvidentWhen PIW Psychiatric
Stabilization Encounter Data Are Examined

Trend In Psychiatric 5tabilization Bed Days, 2014-2019
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e Similarly, PIW is projected to hit 5,486 psychiatric stabilization encounter bed days by
the end of the year.
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Washington Hospital Center Witnessed A Precipitous

Increase In The Number Of Involuntary Admissions
Following The Closure of Psychiatric Beds At Providence

. Trend in involuntsry Admisslons For Community Hospitats, 2018 to 2018
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e WHC witnessed a precipitous increase in the number of involuntary admissions
following the closure of psych beds at Providence. Through the 1115 waiver, we are
trying to purse a model to move out of DRG hospitals and move into CPEP type
operations across city.
42

Key Inpatient Takeaways

# DC residents are profligate consumers of hospital-bazed services, ranking the Diztrict firstin
the nation against every major metric of hospital use

# In the process, many residents eschewthe use of primary care treatment, instead choosing to
uze the emergency room as their entry point for health care, even for low-acuity illnezses

> Still, hospital inpatient growth trends are relatively flat, but the clesure of Providence and
historicalty low volumes at UMC, have spawned maldistribution problems for several
hospitalz, most of which have chosen to operate at less than their licensed capacity

1n part, because of decisions by most DC hospitals to operate at less than their licensed bed
capacity, several acute care operations have occupancy rates that fluctuate bevond the ideal
capacity level of 85%

¢ Asa result, the hospital market could not easily absorbk the closure of another acute
care facility at current operating capacities
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Sharp Differences In Health Outcomes
Exist in DC Wards 7 and 8

# African-Americans are disproportionately impacted by chronic diseases
like high blood pressure, diabetes, and asthma

# Rates of preventable and early detectable cancers (breast, cemical,
lung, colon, and liver} are higher in African-Americans, Latino residents,
and residents in Ward &, and, maost especially, in Wards 7 and 8

# There is an established association between nine key drivers and health
outcomes in DC — Education, Employment. Income, Housing,
Transportation, Food Environment, Medical Care, Outdoor Environment,
and Community Safety

<+ Ward 7 and 8 residents typically compare unfavarably on these
measures to their peers citywide

e When we look at key drivers for health outcomes, residents in wards 7 and 8 compare
unfavorably on measures by a large margin compared to their peers citywide.

The Impact Of These Disparities Is A Significantly™
Reduced Life Expectancy For The Residents Of
Ward 8

Life Expectancy For DC Residents By Ward

Ward 8 T2

Ward 7 Te.T

Ward 5 TE4

Ward & a1

Ward 1 809

Ward 4 81

Ward 2 853
Ward 3 a6
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Medicaid Enrollment Levels -- A Proxy For Poverty s
Thresholds Within Each Ward Of The City -- Reveal The High
Concentrations Of Poverty In Wards 7 & 8, And Have Direct

Implications For Provider Payments

# Percent OFf Ward On Medicaid w Percent of Medicaid Caseload In The Ward

TT%
[ 1
4T% 48%
I8
32% 32%
19% 21%
14% 14%
1%

9% 10% 7,
| o I

Ward1 Ward2 Ward3 Wardd Wardd Ward6 Ward7 Ward8

Suarce Wend pyndin sl from Unfsed S Camas s Meakod cosksed s nparised friom DHCE ' MV sdem

e Using Medicaid eligibility as a proxy for poverty, Wards 7 and 8 are almost entirely
captured in poverty — nearly 80% in Ward 8 and 70% in Ward 7. This has implications
for the health of residents, but also for providers seeking to provide care in these Wards.

o Medicaid rates are limited by an upper payment limit, and while managed care
plans negotiate with hospitals, there is recognition that they are public plans in
these negotiations.

&7
Although The Residents Of Wards 7 & 8 Have The Highest
Morbidity Levels In The City, They Do Not Have Access To
An Organized And Integrated System Of Care

a The absence of a system of care in Wards 7 and & has
undermined the operation of the area’s only acute care
hospital

1 No referral network from primary, urgent or specialty care
providers.
< This echoes through the hospital’s finances, making if
difficult for UMC to operate without the benefit of a public
subsidy

O When combined with the hospital’'s other challenges — brand
Issues, aging and obsolete infrastructure, no outpatient
business model - UMC confinues to struggle with issues
around patient volume
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¢ One of the biggest tragedies of health care system is summarized on this slide: Wards 7
and 8 have the highest morbidity levels and do not have access to an organized and
integrated system of care.

o There is no real referral network, which echoes through finances of UMC. UMC
also has brand issues, an aging and obsolete infrastructure, and no outpatient
business model.

o The subsidy UMC has received since the time it was created is massive.

43

Presently, As A Result, UMC Only Draws 13% Of
The Discharges From Its Primary Service Area

Total Inpatient Discharges From UMC's Primary Service Area

inpediend Dleoharngss > 35|953

Discharges

At UMC puam—

Inpatient
Discharges At —-ﬂ a?%
Hospitals
Other Than
UMC

D e arcabc e T o il D o Do, DT iicanpiiond s cwcinionn
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e UMC only has 13% of the discharges from their primary services area.
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With An Underperforming Hospital And No Outpatient Specialty Care In *?
East End, This Means Most Medicaid Spending On Secondary And
Tertiary Care For Residents In Wards 7 & 8 Escapes UMC

6% To UMC
Hospital in 2018
($34.1M)

Note: Mo caid and Alance 2000t ng 36 Inciued N hese DA 2nd iy 1eTacts Sarts M 10 iovcens |0 CYZ013 for manaoad aare and Bod-
marbars 4 Ingaiert oupatent, and roc-oam, hsicansavices
2 dManagemnart rJ alon Syatam (MMAES] and Unitad Madi cal Canter NaForFoit Hos ot unaudiind oot rapant CY2018 fom OCF0

o Medlcald has spent almost $600 million on residents of ward 7 and 8 health care, but
UMC has only received 6% ($34m) of this — almost all of this spending went to other
hospitals.
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Key Takeaways Regarding Health Care
In The City’s East End

d Although home to the District's sickest residents, there is not workable
system of care in Wards 7 and 8

L This causes many to seek health care outside of their neighborhoods in
large numbers and often in a very inefficient manner, thus exacerbating
the present challenges in the District's health care system

[ Moreover, those who remain and seek care from the hospital, typically rely
upon on Medicaid to pay for their care, reducing the per-person payments
UMC can expect relative to patients with commercial insurance

1 These problems must be directly addressed in any effort to build a reliable
and sustainable system of integrated care in the East End of the city.
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Key Takeaways Regarding Health Care u
In The City’s East End

d Although home to the District's sickest residents, there is not workable
system of care in Wards 7 and 8

L This causes many to seek health care outside of their neighborhoods in
large numbers and often in a very inefficient manner, thus exacerbating
the present challenges in the District's health care system

[ Moreover, those who remain and seek care from the hospital, typically rely
upon on Medicaid to pay for their care, reducing the per-person payments
UMC can expect relative to patients with commercial insurance

1 These problems must be directly addressed in any effort to build a reliable
and sustainable system of integrated care in the East End of the city.

Medicaid Overview And Challenges

() DHCF has set 3 priorities for the Medicaid/CHIP, Alliance and Immigrant
Children programs:

— Build a health system that provides whole person care
— Ensure value and accountability
— Strengthen internal operational infrastructure

d Key Challenges:

Aging of Medicaid and Alliance Populations

Fee-for-Service members with chronic health challenges and
inappropriate use of health care resources

Behavioral health needs

Alliance cost growth and demographic changes

e Medicaid has three major priorities, listed on this slide, under the leadership of Melisa
Byrd. There are also several key challenges facing the Medicaid program.
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Baby Boomer Generation Are A GrowingShare Of
The Medicaid Program And They Will Require More
Comprehensive Care

10
0%
B
%
=k
0%
40%
E ok
Lk
0%

Enrolimant

Az 2013 04 b ik mr 0%

Prapartion of Total Baby Boomer Cohort

ndf-64 mB5+

ourcs: DT Mool Maragemrent Infomaton Systom MMIC) baradfciary dats extrachod Masch 2019,
Bode: Borcdciary ago was caloudabed a5 of Sophombar 30 each Iscal year.

e The Baby Boomer population within the Medicaid program has increased by a factor of
seven.

Nearly Three-Fourths of MedicaidEnrollees Are Inm
The Managed Care Program But Plans Are To Grow
This Number To Near100 Percent

DC Medicaid Enrollment by Coverage Type, FY2009 - FY2018

mmFee-For-

250,000 Service

204,000
mmManaged
150,000
(Medicaid)
100,000
—m-Tolal

80,000 Enraliment

Average Monthly Enrollment

F 2008 FY2010 FY2011 FY2012E FY2013 FY201d FY2015 FY2018 FYdoiT FYyaoie

Source: DC Medicaid Management Information System (MMIS) beneficiary data extracted Februany 2015,

e Medicaid is increasingly becoming a managed care operation. The goal is to make
completely managed care, and it is well on its way. A large proportion of current fee-for-
service beneficiaries will be moved by 2022, then we hope to tackle long-term care
members by 2023.
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Despite Managed Care, Most Medicaid Visits To The
Emergency Room Made By Health Plan Members Are For
Low Acuity, Non-Emergency Conditions

Emergency Room Utilization For Members By Level OF Acuity, 2018

AmeriHealth Amengroup Trusted

*Total Emergancy ! Total
Room Visits — —s H=26281 M= 27,78 M = 23,662 I =370
I
Uiar Emangancy l
-] —_—— I
el
' | ! 62%
(=5 gam |/ /1 B850 |
Low Rl Y
‘b'—h’r.::ef / / 595G 1 /
(LAME] Wimtn . .
| —— = s S - 1 -
[

*Total emergency department visits consists of all visits to the emerngency room regardless of diagnosis
which did not resultin an inpatient admission. *“Low acuity non-emergency (LAMNE) visits are emengency
room visits that could have besn avoided based on a list of disgnosis applied to cutpatient data.

Sowrce: Encounter data submitted by mansged care plans to Department of Health Care Finance

e In 2018, Medicaid members had 137,000 emergency room visits, 60% of which were low
acuity. This needs to be addressed.

Those Who Are Not In Managed Care Have
Health Care Needs That Are Significantly
More Expensive To Treat

Medicaid Beneficiaries Total Medicaid Expenditures
Fee-For-Service Annual Per-Person
Beneficiaries = Cost

T # 525,408
Managed Care 7%
Beneficiaries 5% ::> 56,141
Total =+ N=236,479 $2,478,426,560

Source: Data were extracted from DHCF MMIS system.
MNote: Only persons with 12 months of continuous eligibility in 2018 are incleded in this anahysis.

John A. Wilson Building | 1350 Pennsylvania Ave., NW, Suite 513 | Washington, DC 20004

*x Kk Kk




Top Ten Chronic Conditions For Fee-For-
Service BeneficiariesInclude Hypertension
and Behavioral Disorders

Top Ten Chronic Conditions For FFS Children And Adults, FY18

| Condition | Percent oftotal | Condition | Percent oftotal |
Hypertension 33% Behavior Disorder 18%
Hyperlipidemia 8% Asthma 13%
Diabetes 0% Allergy 1%
Depression 23% Depression ™%
Personality Disorder 25% Obesity W%
Asthma 1% Personality Disorder 5y
Ostecarthrosis 2% Cengenital 3%
Obesity 18% Anxiety %
Peripheral 7% Sickle 1%
Atherosclerosis Hypertension 1%
Other heart disease 14%

Source: DC Medicaid Management Information System (MMI5) data extracted in Januany 2015,

Note: FF5 beneficianes were identified as those with at least three MTM payments and no MCOD
payments in FY¥ 18, Children are defined as under age 21. Adults are at or above age 21. Examples of
behavior disorders include eating disorders, condwct disordars, and attention deficit disordars.

More Than Half of Fee-For-Service
Beneficiaries Have A Behavioral Health
Diagnosis

Diztribution OfB shavioral Health Dispnoses Among FeeFor-Service Beneficiaries, FY18

BH Disgrieais,
5%

SUD only, 8%

her Mi ondy, 21%
SUD stk otbvar M
Diagnosks, 9%

M=45. 77T b Clas e

Foures: DO Mhacical d Maragemant hiomation Systam MIS] data e in Feonary 219
Bole: FRE. beora o arf o5 winne o8 a5 Hree wl B2k | et e BT pasmanks and mo MO payrnanis in FYH S Bahavional Healh
i 5 cnchsr (BH|, Savecn Mbortal Wrass s (36, Sulbe tarane Uk D scechar (5D, Mol Miracess

e More than half of fee-for-service beneficiaries have a behavioral health diagnosis. These
patients are dealing with a system that is fragmented and difficult to understand.
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Nearly $50 Million Of The Medicaid FFS Custﬁg
Incurred In FY2018 Were Avoidable

Potentially Avoidable Hospital Costs Among FF S Beneficiaries, FY18

$27,052,070
$15,300,372
£5,556 972
Low-Acuity ER Visits Potentially Preventable 30-Day Hospital Readmissions
Hospital Admissions

W=43,777 Beneficiaries

owrees: D7 Pefionohiod of Blarnasgeeand IMASmratior Sy o WS clata codranted i n Febnery 2019
Mo FRS. baarma o ar e waaine | Goniified 26 e wi B 2k | s § hness WTTR pamernits aind no MDD pamnants in FE S Paend 2y e antaida acmissons

fior @il abory care Senailee chionc aond Bons IndLoke conclions such &5 d abetas, yperension and asthma. I s fof comparal e the mons eapanche
reasung of poberilaly preventahl e adwissians reatiad i the Y9 budet enot

e This slide shows the dollars we would have not spent if people used the system correctly
— it was nearly $50 million in 2018.

Alliance Enroliment Growth Has Been Flat, The
Cost Per-Enrollee Has Sharply Spiked

Parcent Changs in Allancs Enroliment and Cost-Per Enroliss, FY2012 to FYa01s

e PN Boraftt: Drpuarciest $5,580

Raam Serde s and Labar

‘s Covary firs Carvid
O T Mscieaiel
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- Parge In
Enrollmant
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51,626
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24,379

I
I
I
013 _:';lM 208 s 2 s

» 15815

Percentage Change From FY 2041

Fiscal Yaar
Source: Spending totals extracted from MMIS by fiscal year (October, 1 through September, 30) and
date of payment.
MNotes: Includes only fee-for-service paid claims, including capitation payments. Incledes only claims
adjedicated through MMIS; excledes expenditures paid outside of MMIS (e.g. pharmacy rebates,
Medicare Premiums).

e While enrollment has decreased in Alliance, costs have increased. While some of this is
due to coverage expansion, it does not explain all of the increase. The aging population is
also an issue here. This is not sustainable, especially given that it is all local dollars.
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Every Resident Should Have Access To An
Integrated System Of Care, Regardless Their
Zip Code

O Goal - create a streamlined, seamless coordinated systemthat delivers
high-guality, high-value care, regardless of the point-of-entry in the system

O Elements of the Integrated System

= Acute care hospital

= Ambulatory specialty care facility on the campus with the hospital

= Several urgent care facilities in the network of care

= Contractual or referral agreements with primary care clinics in the PSA
# Mexus to a nationally renown Level | Trauma Center

= Modern [T platform to seamlessly link the elements of the system for
patient management;

4

e We believe that no matter where you live you should have access to integrated system of
care. This includes the elements listed above.

Key Questions For Subcommittees

O What are the facilitators/barriers to the creation of integrated healthcare
delivery systems inthe District of Columbia relative to the work of your
subcommittee?

O How can the issues addressed by your subcommittee facilitate accessto
an integrated healthcare delivery system for every resident of the District of
Columbia?

O What factors internal to the healthcare delivery system pose the greatest
risk of success to the recommendations from your subcommittee?

O What factors external to the healthcare delivery system pose the greatest
risk of success to the recommendations from your subcommittee?

G5

e This lists the key questions we believe subcommittees should consider as they develop
their recommendations.
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4. Presentation by the Department of Behavioral Health DBH

e Dr. Bazron stated that this presentation will provide a brief overview of system,
individuals served, and issues that need to be addressed.

Behavioral Health Care System

MH = 58 . .
SUD =31 Services for individuals
CPEP =1 . . N
- - requiring stabilization or
Psychiatric Hospital = 1 longer-term care to address

severe impairment
Acute Care Hospitals=8

MCOs =4 FQHCs = 7 Services for individuals
*FSMHCs = 32 with mild-moderate
ed
Primary Care Practices =786 feeds
Private Practitioners
*Transfers to DBH October 1, 2019 7

e Within DBH, we have mental health service providers, substance use providers, a crisis
program, urgent care clinics, and one psychiatric hospitals
o In addition, eight acute care hospitals accept patients for psychiatric crises
stabilization, and managed care organizations (MCOs), Federally Qualified
Health Centers (FQHCs), Free Standing Mental Health Clinics (FSMHC), and
primary care practices also serve providers with mild-moderate problems
= We need the system to provide good care coordination and linkages
=  FSMHCs will move to DBH October 1
o When children’s experience crises only Children’s and PIW are available to them.
Children often end up boarded in ERs and not admitted. This needs to be
addressed and we are working with colleagues to try to open up access points.
= Currently, we have to send children across the border to Maryland or to
other states to get care.
o DBH treats individuals regardless of ability to pay.
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Residents Receiving Behavioral
Health Services through DBH

DBH Served Consumers

4

e DBH serves about 30,00 people throughout the system of care, about 16% of which have
co-occuring disorders.

Range of Services Provided

Preventon Services | '}
Urzeat Care | }
Crizis Services [ ™
Owrpatient MESUD [ P
Eﬂ".'" Bazed | PCIT, CPF, TE-CRT, FFT, CPRFY TIACT, ACRA, SE ACT, SE >
LCOCET

High Fideliry Wraparsued | Tpu il jmanald 3

Health Homes | )
RebabilivstenThay Services I :}
Homsing | y
PETF [ Up i 13 1eams ol ™

In-Patiewt Psychiscric | “'>

il

o DBH’s goal is to promote recovery, respect, cultural and linguistic competence,
choice-driven care. People must agree to come in to service delivery system, with
the exception of those who are committed or FD-12 because they are a danger to
self or others.

= This means that, in terms of engagement, other barriers must be addressed.
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o Services must be tailored to meet the needs of families, as well as individuals.
= Young people exist within context of families and we can’t treat children
without thinking about families.
= There are a range of services offered, from prevention through inpatient.
We are looking at how we increase urgent care services and crisis services
to decrease individuals using the ER as their service provider.

The District’s Mental Health
System Is In Need Of Reform

J several problems undermine the efficacy of the District's
Behavioral Health System

» Uneven accessto care

= Patchwork of imited serviced options

» Poor integration of services

» Ahospital-centric model for emergency treatment

» Administratively burdensome system

e There are several areas in need of reform, and we have made limited progress on this.

o Uneven access to care: We need to get services where people are and accessibility
across the network. With regard to this, we have made progress in the school-
based mental health program. We are in 52 schools now, and will expand to 67
more next year.

o Patchwork of service limited options: Need to get trauma informed services to
people who need them, keeping in mind the needs of the entire family.

o Poor integration of services: Since 2014 we have been working towards true
integration, but we are still somewhat working in silos. Our goal is that every
provider can assess and refer clients appropriately, and eventually that all
providers will be able to provide whatever services people need.

o Hospital-centric model: Many people end up in ER for psychiatric disorders. We
are attempting to expand the array of services.

= AsofJuly 1, DBH’s new crisis response team, a team of clinicians out in
the community to address individual as well as community crisis, is
operational.
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Significant Gaps Exist in the Behavioral
Health Delivery System

[ Semices within the District's behavioral health system are often provided in
silos and needed services are not Medicaid-reimbursed

= In F¥18, ~3.000 Medicaid adult beneficiaries had stays in detox and IMD
residential treatment at a cost of at least 311.2M in local funds. These
senvices are not Medicaid-reimbursed under the “IMD Exclusion®

= Otherlocally funded senices, including peer counselors, recovery supports,
and crisis senvices are not Medicaid-reimbursad

= Despite Medicaid coverage of Medication Assisted Treatment (MAT),
access to MAT and accompanying recovery support services is limited and
often disconnected.

e DBH and DHCF submitted an 1115 waiver. In terms of Medication Assisted Treatment
(MAT), it will remove the $1 copay.

o We seem to have sufficient capacity to meet needs for methadone; Vivitrol is
administered by PIW; Buprenorphine is on an uptick and there are 175 providers
in community.

o The Department of Corrections is beginning to provide all three types of MAT.

Significant Gaps Existin the Behavioral Health
Delivery System (cont’d)

L] Gaps in coverage increase health risks for beneficiaries. This results
in individuals with SUD and/or mental illness:

= Mot being diagnosed early in the course of their disease
~ Mot receiving needed care
~ Ltilizing emergency rooms for care

+~ Experiencing poor physical and behavioral health outcomes;
and

» Having an increased risk of overdose deaths
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e Individuals are not being diagnosed early enough. If someone is showing symptoms
when they are child and they are not seen in the sysmte until they are 30, their treatment
will be more severe and more costly.

o Within the SUD population, the people most affected are older males 50 and older
that have been using for 20 or more years.
o We are moving to have SBIRT screening in schools, hopsitals, and private offices
to begin to identify people earlier.
o The DC Hospital Association has begun an overdose outreach program to try to
connect to care
o We are using a lot of funds to decrease emergency room utilization and integrate
behavioral and physical health care.

DHCF and DBH Are Partnering On A
Comprehensive Federal Waiver To
Redesign Behavioral Health In DC
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e This slide lists the array of services under the 1115 waiver. We hope to receive notice by
CMS that it is approved by October 1and begin implementation by January 1.

John A. Wilson Building | 1350 Pennsylvania Ave., NW, Suite 513 | Washington, DC 20004

*x * *k




District Seeking to Expand Coverage,
Combat Opioid Epidemic, and Integrate
Care

O Three primary goals for Districtwaiver:

1. Cover a broader continuum of Medicaid behavioral health tre atment for
individuals with ser|nusmer[tal|IlnessL55ru1l}J'sermus emotional disturbance
(SED) or a substance use disorder (SUD)

2. Advance the goals ofthe District Opioid Stratet%ic Plan by improving outcomes
for individuals with Opioid Use Disorder and ofher SUDs

3. SuqurtMedicaid'smuuementtnwarqsmnreinte rated medical and
behavioral health careto better coordinate prevertion andtreatment

O Two phases for Behavioral Health Transformation Demanstration Initiative:

— Phasel: Focus on IMD services and ancillary community services and
suppons

— Phasell: Broader Medicaid behavioral health system and service reforms
10

e The comment period for the 1115 waiver will end soon. The goal of the waiver is to
address opioids, provide services, and integrate care.

An Aggressive Timeline Is In Place To
Secure Federal Approval Of The IMD Waiver

[ Rskcad D4 Ik
I Al DO initiacive

e This slide shows the schedule for IMD waiver. We are seeking a five year waiver.
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Behavioral Health Transformation Take Aways

O Systems efficacy could be improved by addressingthe fragmentation, silos,
senvice gaps, and over-reliance on acute care hospitals

U Increased accesstotreatmentis neededto reduce overdose deaths and provide
successful interventions to persons experiencing a mental health crisis

O More system-wide availability needed for 24/7 crisis and outreach sernvices

O More extensive mix of senices neededto assistindividuals and sustain long-term
recovery

Questions from Commissioners regarding both presentations:

Co-Chair Catania thanked Deputy Mayor Turnage and Dr. Bazron.

Jackie Bowens stated that we all share goal of efforts to change behaviors and ensure
people are getting right care at the right place at the right time. We need to look at issues
impacting what was presented, such as staffing and infrastructure. A complete picture
will help people get a better understanding of what is driving decisions.

o Co-Chair Catania suggested having a 15 minute presentation from DC Hospital
Association and DC Primary Care Association on these issues. There were no
objections.

Marc Ferrell asked about geriatric payment and psychiatric services add-on payments and
whether they are working. In addition, he stated that he thinks the DBH mobile crisis
team initiative is a fantastic idea.

o Melisa Byrd stated that on the nursing facility side, Medicaid added two new add-
on payments, one for geriatric care and one for behavioral health. The last she
looked we have not seen as much utilization as we would like to see, but they are
continuing to work with nursing facilities to increase use. However, they believe
it is working.

o Dr. Bazron indicated that here is no upper limit for age for DBH Care.

Kim Horn requested that the slides be sent to everyone. In addition, she requested a
deeper diver into primary care because and its impact on ER usage — what is going on
here, what could be enhanced or augmented to reduce inpatient stays.

Karen Dale said that there is an opportunity to coordinate better — a challenge exists for
MCOs if someone is seeking services and they don’t know. In addition, in terms of
MCOs, they have latitude to be more creative, and she believes that the sooner that we
can connect with DBH and coordinate, the better we can leverage other tools
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o Dr. Bazron stated that she is making rounds now because she believes care
coordination and coordination of care. We need to make connections smooth and
easy.

o Ms. Dale stated that there is a policy opportunity to use peer specialists and
community health workers more.

o Dr. Bazron stated that peer specialists will be reimbursable under the 1115
waiver. However, we need consistent job descriptions to understand roles and
responsibilities, as other places have seen disaster when this hasn’t happened.
Peers have also shared with DBH that they need to be paid at a reasonable rate, so
that they can live.

e Kevin Sowers stated that it would be good to know how much primary care has been
converted to concierge primary care, to examine capacity vs. accessible capacity.

e Kim Russo stated that the District is blessed with the infrastructure and systems we have,
but there is a gap in knowledge of what resources are available, which results in use of
higher cost care. We have to focus on communication and knowledge to redirect
behaviors. GW is investing in community health workers and behavioral health social
workers. If they providers don’t know what resources are available, they can’t direct
people to the resources and there is a currently a knowledge gap about what resources are
truly available.

e David Catania stated that when we lost the public benefit corporation and we lost its
integrated system, we were left with a challenge of recreating a well-functioning
integrated system.

e Dr. Cora bramble stated that she heard things wasn’t aware of in Dr. Bazron’s
presentation. She requested that we work on better ways to share new services.

e Kim Russo stated that we need to increase CRISP utilization. We are duplicating care
because not all providers are using CRISP to understand care in the community.

o Dr. Bazron added that behavioral health needs to be in CRISP too.

e Sister Carol asked whether we have any data on why people still choose to go to the ER
rather than primary care.

o DM Turnage indicated that DHCF has contemplated a study to get at this.
Anecdotally and from national studies, people go to the ER because they are
smart. If they a job that is demanding, they want to get care all at once, and they
are on Medicaid, cost isn’t an issue. They want to go somewhere they can see a
doctor, a specialist, get their medicine and leave. It would be interesting to look at
in DC. We have made investments in FQHCs, they are where care is needed, and
many could use more patients.

o Tamara Smith stated that there has been qualitative data. Some of it indicates
exactly what DM Turnage said, but some of it is a lack of knowledge and some of
it is many years of behavioral patterns — it’s accessible and convenient. Children’s
did research on this and people are saavy consumers — they know what wait times
are, when to go, etc. We need to reconfigure primary care so people know about it
and it’s accessible.

¢ Vincent Keane asked if any information has been gathered relative to Minute Clinics and
CVS. Have they been included in calculations of clinics in city? In addition, when he
travels around he notices hospitals are advertising how long their wait is, but that is not
happening here.
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o DM Turnage indicated that on the primary care side, if they are a licensed clinic,
they should be included. The data included primary care and urgent care.

e Dr. Raymond Tu stated the slide with the arrows showing people coming in and the
dearth of arrows going to UMC, is in part due to the fact that UMC cannot include plans
from Maryland and Virginia. It prevents UMC from getting into those markets and
capturing those patients.

e Kim Russo stated that it is very important that we are looking at DC specific data. Unlike
Maryland and Virginia, whose hospitals can go on diversion and send patients to DC, DC
does not allow their hospitals to do this.

e Co-Chair Catania stated that there could be conflicts between the city CFO, generally not
referring to any specific past or present CFO, being in charge of the UMC finances, as
well as a gap in knowledge about hospital financials.

e Kim Horn stated that as we look at data, we are only looking at residents in the District,
but we need to look at what is overflowing to Maryland or Virginia. Maryland hospitals
would say they have been impacted by closures.

e Jackie Bowen asked about changing health seeking behaviors.

o Dr. Bazron stated that she did not look at data, but that DBH is looking at cultural
responsiveness and what this means in terms of accessibility and patterns of use.

e Jackie Bowens asked how we improve communications and paint a whole picture. People
know how to get treated when they go to certain places so they choose where to go, in
part based on that.

e Co-Chair Catania stated that it has been 13 years since we did a deep dive,
comprehensive survey. If we did, he expects that there would be gaps in men vs. women
and other demographics.

5. Subcommittee Updates Subcommittee Chairs

e Co-Chair requested that staff create a central place where information is posted about all
subcommittees so Commission members can go to other subcommittee meetings if they
would like. Staff — central place where info is posted — so you can go if you (we need to
send to everyone)

o Rayna Smith indicated that it would be posted on the DMHHS website and sent to
Commission members.
e Subcommittee co-chairs did not have updates at this time.

6. Public Comments Public
e No public members presented comments.

7. Adjournment Commission Co-Chairs
e Prior to adjournment, Co-Chair Sister Carol Keehan provided her new email address and

phone number.
e The meeting was adjourned at 11:50.
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