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Introduction

Good Morning, Chairperson Henderson, and members of the Committee on
Health. My name is Amber Rieke, and I lead the Path Forward project at Children’s Law
Center.! Children’s Law Center believes every child should grow up with a strong
foundation of family, health and education and live in a world free from poverty, trauma,
racism, and other forms of oppression. Our more than 100 staff — together with DC
children and families, community partners and pro bono attorneys — use the law to solve
children’s urgent problems today and improve the systems that will affect their lives
tomorrow. Since our founding in 1996, we have reached more than 50,000 children and
families directly and multiplied our impact by advocating for city-wide solutions that
benefit hundreds of thousands more.

Thank you for the opportunity to testify about the proposed Fiscal Year 2025
(FY25) budget for the Department of Health Care Finance (DHCF). Our clients often have
significant behavioral health needs — whether they are involved in the child welfare
system or navigating other upheavals - yet are frequently unable to find the services they
need. Their greatest obstacles are a) the lack of behavioral health care professionals
practicing in public programs, and b) the challenges of navigating between and through
services and across agencies.? According to the American Academy of Pediatrics,
behavioral health is the largest unmet health need for children and youth in foster care

nationally.® This is why we have supported DHCF’s recent projects to better integrate



behavioral health care with physical health, and to broaden the network of providers
with whom it contracts.

We are glad DC is a jurisdiction that strives to expand access to services. However,
our public healthcare system still needs significant work in many areas to provide timely,
accessible, high quality, culturally appropriate, or affordable care to thousands of
children who need it. This is why Children’s Law Center joined with partners and

community members to write A Path Forward: Transforming the Public Behavioral Health

System for Children, Youth, and their Families in the District of Columbia, which details the

many needs and recommends 94 actions to improve the system.* The behavioral health
system envisioned in A Path Forward would deliver high-quality mental health and
substance use services along the full continuum of care (early identification, treatment,
recovery and rehabilitation services, and long-term supports) that meets the evolving
needs of children in DC. Service networks would be actively coordinated with
accountability and efficiency, and care would be integrated for ease of access.

As you know, DHCF has recently halted integration of behavioral health services
into Managed Care Organizations (MCOs) which was in the works for years — also
referred to as the behavioral health “transformation” or “carve-in.” While we understand
the revenue constraints driving this decision, our testimony today will: 1) underscore
why the District’s goal of integration should not be abandoned, 2) call for more

meaningful stakeholder engagement in this and DHCF’'s other ongoing system



improvement projects, and 3) re-iterate the imperative for network adequacy and higher
payment in the Medicaid provider network. We also ask the Committee to maintain its
oversight and hold public hearings for the sake of transparency and community
engagement.

The District’s Goal of Behavioral Health Integration Has Been Years in the Planning
and Should Not be Abandoned.

DHCF has undertaken multiple projects in recent years to expand services in
Medicaid and implement models that incentivize better whole-person care. First, DHCF
started moving most Medicaid beneficiaries from a fee-for-service model to a managed
care model in 2019.> With built-in care coordination and value-based purchasing
requirements, managed care rewards good patient outcomes instead of high volume,®
helping the District move toward the “triple aim” of better care, better health outcomes
and reduced costs.”

In 2020, through the District’'s Section 1115 Medicaid Behavioral Health
Transformation Demonstration Waiver, DHCF began preparing to integrate® a “broader
continuum of behavioral health treatment” into its managed care contracts.” “Carving in”
behavioral health services to Medicaid would allow the District to pull in federal
matching dollars for the carved-in services, as opposed to only using local dollars
through the Department of Behavioral Health (DBH), as well as improve system

navigation for patients.!



We shared DHCF’s goals to expand Medicaid services and better integrate care for
the District’s low-income residents and children. The World Health Organization defines
integrated care as “health services organized and managed so that people get the care
they need, when they need it, in ways that are user-friendly, achieve the desired results
and provide value for money.”!! Research has linked pediatric integration models to
improved behavioral health outcomes in children.!? Integrated behavioral health services
also help to reduce stigma for individuals who may not have otherwise sought services
in a behavioral health clinic.”® For children, care integration ensures access to behavioral
health services in settings they already are, such as child care centers, K-12 schools, and
pediatric primary care practices."* We were optimistic that the carve-in would facilitate
this access and improve outcomes. However, there have been significant challenges for
the provider network in this transition, as well as protracted delays.

In part due to the disruptions of the COVID-19 Public Health Emergency, the
integration was delayed from 2022 to October 2023, and again to April 2024. Despite the
longer ramp-up, at the January and February 2024 performance oversight hearings for
DBH and DHCEF respectively, the Committee heard testimony from several providers
and advocates expressing pessimism about the system’s readiness for - and
communication about — the imminent change.’® The mechanics were still not ready, nor

were all the payment rates set.’® If unable to transition seamlessly from DBH contracts to



their new MCO payors, providers stood to lose revenue, potentially displace their
patients, and undermine the intentions of the transformation.”

Then, on February 28, less than five weeks before the carve-in date, DHCF
officially announced to stakeholders that the MCO carve-in was “paused.”'® At that time,
they did not share details, other than generally citing budgetary reasons. Questions about
the future timeline went unanswered. At DHCF’s budget presentation on April 11,
Deputy Mayor Wayne Turnage stated that the FY25 budget maintained behavioral health
services in Fee-for-Service and walking back the carve-in created $13.7 million is
“savings” for the year."” He explained that the carve-in would only move forward if
future revenue increased significantly enough.?

We understand that this decision came in the middle of a difficult juncture in
budget formulation for FY25. However, we are frustrated that the years-long cooperation
of providers and advocates has not been honored with clear answers about the future.
Community-based organizations (CBOs) were required to make significant
administrative changes to participate in the Medicaid infrastructure, certify and contract
with the new insurance companies, and adjust to new billing procedures, timelines, and
methodologies.?! Ultimately, we are most disappointed that the systemic barriers keeping
our clients and other residents from care will no longer see a remedy. We hoped that the
carve-in — though not a panacea — would more effectively align services, expand access,

ease navigation, and better support children and their families by integrating all care



through one case management hub. It is not clear how these goals will now be pursued,
or how else the District’s systems will be reformed to produce better behavioral health
outcomes than the status quo.

The indefinite delay of the carve-in will also impact other notable projects across
government. As just one example, DBH has publicly committed to create a strategic plan
for Children’s behavioral health, beginning this year.?>? We have called for such a plan,
specifically one that is developed through interagency collaboration, with input from
relevant stakeholders, including families, youth, service providers, and education
agencies, to outline the long-term goals for children’s behavioral health in DC. We are
concerned that without clarity on DHCF’s short- and long-term plans for a carve-in, it
will be very difficult to create this plan. District families who rely on the public behavioral
health system for critical services — as well as the Council — deserve more clarity about
how integration will be pursued and achieved in the immediate future.

More Meaningful Stakeholder Engagement in DHCF’s Ongoing System Improvement
Projects is Necessary

DHCF has the responsibility to not only effectively communicate changes to
processes, procedures, and payments to providers and patients — with enough time for
them to respond and adjust — but to better support these community-based businesses
and their thousands of patients every step of the way. We do not believe that DHCF or

DBH put sufficient technical assistance in place to support providers through the lead up



to the carve-in — or enough communication about the decision to pause.? In fact, as of this
hearing date, DHCF’s website still heralded April 1 as the effective date for the carve-in.?

The issues with communication go beyond the technical assistance or the budget
shortfalls for the carve-in, extending to other components of the original (2019) 1115
Waiver.?> According to an evaluation by American Institute for Research (AIR), the
District has met only two of the 11 goals of the original 1115 Waiver.?¢ We only saw these
evaluation results this month when DHCF released its proposed application for its
upcoming 2024 waiver. We are concerned that DHCF has not been transparent enough —
with this Committee or the community — about the costs, delays, capacity issues, and
success of its system improvement projects. In this light, we were troubled that along
with the carve-in pause, future meetings of the Public Forum on Integrated Care — where
stakeholders received updates and provided input on the carve-in project — have been
cancelled.

Separately, but related, the community engagement processes for the new 1115
Waiver application has been constrained because DHCF has created tight deadlines for
input during busy times of year. Specifically, it published a survey to collect stakeholder
suggestions right before the November holiday and announced the public comment
period on the proposed application for one month in the middle of the District’s

contentious budget process.



Diverse, inclusive collaborations with community stakeholders, especially
families and youth, should be actively sought in all of DHCF’s activities, not just to satisfy
legal requirements but to lead to better results. In regard to managed care behavioral
health integration, a Center of Health Care Strategies report states, “there is no such thing
as too much stakeholder outreach, education, and communication.”?” We call on DHCF
to more clearly communicate about the future of the entire integration project — from the
2019 1115 Waiver activities to plans for the 2024 application — beginning with resuming
monthly meetings of the Public Forum on Integrated Care.

DHCF Must Dedicate More Attention to Building Network Adequacy

A Path Forward highlights “network adequacy” as a key goal to improving the
public behavioral health system, as Children’s Law Center has testified at several
hearings over the last year.?® Network adequacy refers to the mandate in federal Medicaid
regulations that participating states must maintain an adequate network of providers “to
achieve greater equity in health care and enhance consumer access to quality, affordable
care.”” The MCOs are also required to comply with network adequacy standards and
“availability of services standards,”* as well as the Mental Health Parity and Addiction
Equity Act of 2008% and the District of Columbia Behavioral Health Parity Act of 2018.3?
As the government agency tasked with both implementing the District’s Medicaid
program and administering the MCO contracts, DHCF is principally responsible for

ensuring the District’s Medicaid program has an adequate network of providers.



Despite these requirements, DC has an insufficient number of behavioral health
providers and facilities, especially for perinatal and pediatric populations.?® In our work
at Children’s Law Center, we see a need for more child psychiatrists, specialists, child
psychologists, and social workers, especially for very young children (under five years),
families whose first language is not English, and children with Autism Spectrum
Disorder or developmental delays.** Similar needs for increases to the perinatal mental
health workforce are reported by the Perinatal Mental Health Task Force, which also
recommends improving cultural and linguistical representation in providers, expansion
training of perinatal mental health screening.®® We also need more providers with
training in family therapy and specific evidence-based treatments (e.g., parent-child
interaction therapy).*® Networks should include all needed facilities for populations like
parents suffering from significant perinatal mental health conditions or children with
high behavioral health needs, like inpatient psychiatric units, residential treatment
facilities, partial hospitalization and intensive outpatient programs, and coordination and
case management service providers.

Network adequacy is one of the myriad areas we hoped the carve-in could
improve, by sharing the imperative with MCOs. If the carve-in is indefinitely delayed, it
becomes even more critical for DHCF to intentionally cultivate and enforce network
adequacy. Meaningful measures of access should be tied to accountability mechanisms

that are regularly and transparently enforced, but we are not aware of any enforcement



measures being levied to date, despite external reviews documenting inadequacies.®
Going forward, we want to learn more from DHCF about how it plans to improve its
provider network. We encourage the Committee on Health to continue to hold our
government partners accountable in this area.

The foundation of an adequate network of community-based behavioral health
service providers in public programs is to pay adequate rates. There is high demand for
services and a limited pool to provide them. It is imperative in this market for the District
to sufficiently pay professionals in hospitals, health centers, primary care, and private
practice offices to serve Medicaid beneficiaries. Mayor Bowser’'s own Healthcare
Workforce Task Force recommended in 2023 to “address current supply and demand
challenges in the healthcare workforce” by, among other strategies, increasing provider
compensation.®

Through a combination of a carve-in and last year’s rate study, DHCF could have
leveraged federal Medicaid dollars to enhance provider payments, but this is another
area where progress has stalled. As of this month, reimbursement rates for nearly two-
thirds of DBH provider network services (Community Support Services?) are still
lagging 17.3% behind inflation.*! Review of these rates is not scheduled to begin any
earlier than July 2024, and the FY25 budget does not include changes to Community
Support Services payment rates at all.*? If the District were to bridge this inflationary gap,

it would require $4.9 million additional dollars.*
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In this budget environment, there may be no easy solution to fix provider rates.
However, we know it is ultimately less expensive to connect patients to community-
based care before their needs become costly crises. By paying providers competitively to
deliver upstream therapies and support, DHCF can reduce the need for patients to
endure — or the system to pay for — hospitalization or other catastrophic outcomes of
under-treated behavioral health needs. Therefore, we ask DHCF — and this Committee —
to stay devoted to the goal of an integrated, efficient, and adequately staffed behavioral
healthcare system.

If the District cannot dedicate all the local dollars needed in this budget, it must
sustain its investments of time and creativity to the task. Success can only be achieved by
working with the providers, consumers and advocates, honoring the resources that have
already been dedicated to integration projects, and adequately sustaining the provider
network with technical and financial resources. We believe it would be helpful for the
Committee on Health to facilitate public hearings related to system integration and
network adequacy, to ensure these investments are made.

Conclusion

We hope to see the District continue its ambitious — and desperately needed —
projects to improve the public behavioral health care system. Unfortunately, we have
significant concerns that this work is being abandoned. We are disappointed about the

indefinite pause on the “carve-in” of behavioral health into managed care contracts, and
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the communication and transparency from the agency about its plans. We call on DHCF
to be more forthcoming and publicly, transparently respond to this important question:
What will the fate be of our community’s work to integrate behavioral health care as a
part of whole-person health? We appreciate the Committee’s oversight to ensure this is
answered.

Thank you for the opportunity to testify today. I welcome any questions the

Committee may have.
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