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MINUTES
COMMUNITY MENTAL HEALTH CENTER (CMHC) PLANNING COMMITTEE
THURSDAY, FEBRUARY 3, 2012
COUNTY-CITY BUILDING
555 SOUTH 10TH STREET, ROOM 113
8:30 A.M.

Present: Dean Settle, Community Mental Health Center (CMHC) Director; Pat Talbott,
Mental Health Association of Nebraska (MHA-NE); C.J. Johnson, Administrator, Region
V Systems; Deb Shoemaker, Executive Director, People’s Health Center (PHC); Lori
Seibel, President/Chief Executive Officer (CEO), Community Health Endowment (CHE);
Kerry Eagan, County Chief Administrative Officer (ex-officio); and Kit Boesch, Human
Services Administrator (ex-officio).

Also Present: Jane Raybould, Lancaster County Commissioner; Linda Wittmuss,
Associate Regional Administrator, Region V Systems; Topher Hansen, Director,
CenterPointe, Inc.; Alan Green, Executive Director, Mental Health Association of
Nebraska (MHA-NE); Linda Ayres, Natalie Bratcher, Mandi Daws, Scott Etherton, Lisa
Janssen, Monica Janssen, Daniel Leggiardro, Todd Svatos, Joe Swoboda, RaDonna
Westlund, and LauraLee Woodruff, CMHC; Timothy Case, consumer; J. Rock Johnson,
consumer advocate; Nancy Hicks, Lincoln Journal Star Newspaper; and Ann Taylor,
County Clerk’s Office.

Eagan called the meeting to order at 8:35 a.m.

AGENDA ITEM

1 APPROVAL OF MINUTES OF THE JANUARY 5, 2012 AND JANUARY
18, 2012 MEETINGS

MOTION: Settle moved and Seibel seconded approval of the January 5, 2012 and
January 18, 2012 meeting minutes. Settle, Talbott, C.J. Johnson,
Shoemaker and Seibel voted aye. Motion carried 5-0.

2 HEALTH MANAGEMENT ASSOCIATES (HMA) REPORT - Lori Seibel,
President/Chief Executive Officer (CEO), Community Health Endowment
(CHE)

Seibel gave a summary of the HMA report (Exhibit A) and said HMA felt there was a
strong commitment to individuals with behavioral health disorders in the community
and view what is happening in the community as both a challenge and opportunity.
She said HMA identified several concerns which were also relayed to the Committee
through the focus groups (see Page 22):

e Wait times for services for individuals not experiencing a need for
emergency care
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e The lack of a preventive approach to the use of crisis beds

e An insufficient commitment to the employment of consumers

e A lack of outcome measures that support the added cost of the service
provision using county employees

e A less than streamlined approach to screening, assessment and access
to treatment

Seibel said HMA recommends that an invitation to negotiate (ITN) process be employed
immediately. HMA's suggestions for the ITN are as follows (see Page 25):

e Require partnerships to develop in the community and for those
partners to submit a joint application (ideal partnership: mental health
provider with a substance abuse provider, primary health care provider
and consumer organization)

e Require co-location of primary care and behavioral health care staff

e Demonstrate the active participation of consumers

e Demonstrate a Trauma Informed approach to all services

» Demonstrate active assessment and either on-site treatment or an
active referral for substance treatment

e Provide a plan for the transition of consumers from CMHC to the new
service provider

e Demonstrate an active relationship with the Lincoln Police Department
(LPD)

e Develop a crisis team with the goal of reducing the use of crisis beds
and increasing the likelihood that individuals are able to remain in the
community

e Demonstrate an active use of supportive housing

e Develop a relationship with the providers of Tribal services to ensure
that they have access to services that are not available within their
service system

e Continue an effective working relationship with Community Corrections

e Demonstrate efficiencies and a streamlining of the admission process
for all levels of service, not simply emergency services

e All current CMHC staff should be prioritized for employment through
an interview process

e All groups should be encouraged to apply for the ITN

e Given the change to the Medicaid system (introduction of a managed
care approach), the applicant must demonstrate the ability to work
effectively with Medicaid and the new system as it develops

e Full budget with FTE’s (full-time equivalents) needed to provide
services

e Develop a home health model similar to the one being promoted by
the Centers for Medicare & Medicaid Services (CMS) for individuals
with more than one chronic health condition

Page 2



Seibel said HMA recognizes that Region V Systems should likely be the entity to prepare
the ITN because of its role as the designated behavioral health authority. The County
should be part of a group of community stakeholders that will review the proposals,
score them and provide recommendations. The process is estimated to take 18 weeks.
She said HMA also supports the idea that the provider of behavioral health services
would be allowed to remain in the current facility for at least one year of business.

Settle said one issue that was not addressed was whether the County should retain
some staff or all staff be transferred to a different employer. He said there are
“bumping right” implications for the Crisis Center, which could result in the loss of the
program manager, a psychologist, a nurse and up to eight mental health technicians.
He said that is approximately one third of the staff. Settle said if there is to be a
change, he believes it should be done quickly. He said some staff members have
already elected to leave County employment and the longer this process extends, the
more problematical it becomes to keep staff focused.

Boesch noted the following statement in the report: 7he cornerstone of HMA's
governance recommenaations is for CHE to create a new organization charged with
responsibility for progress and coordination in the safety net (see Page 35). She said
that contradicts the Committee’s recommendation that it should move to Region V.
Seibel said she believes HMA is primarily referring to primary care. Shoemaker said it
could include behavioral health, especially in terms of support services. C.J. Johnson
said the assumption is there will be some kind of change occurring with CMHC and
there needs to be some oversight of that change. He also stressed the need for the
County Board to indicate whether it is willing to make a funding commitment.

Settle felt the HMA report barely addressed the General Assistance (GA) behavioral
health piece. He said there are GA responsibilities that include both primary and
behavioral health and said it should be made very clear how those will be maintained
through a transition.

3 HEALTH CARE INNOVATION GRANT UPDATE - C.J. Johnson,
Administrator, Region V Systems; Lori Seibel, President/Chief Executive
Officer (CEO), Community Health Endowment (CHE)

C.J. Johnson said a grant application for $12,000,000 was submitted. He said the
request focuses on collaborations between a variety of primary care and behavioral
health providers and looks at integration across the community “landscape”, including
expanding the overall capacity of the Peoples Health Center (PHC), promoting the
residency program at the Lincoln Medical Education Partnership (LMEP) and integrating
a primary care capability within CMHC, should CMHC remain the way it is. Seibel said
LMEP would provide the “safety net” oversight, looking at all the programs and how
they would work together. C.J. Johnson said he anticipates a response by the end of
March and said if it is awarded, it will help leverage funding that CHE and Region V
Systems have already committed to integration processes.
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4 TRANSITION TIMELINE
See Item 5.

5 SECOND DRAFT: REPORT AND RECOMMENDATIONS OF THE
COMMUNITY MENTAL HEALTH CENTER (CMHC) PLANNING
COMMITTEE

The Committee reviewed the draft report (Exhibit B) and requested the following
revisions:

Report

e Attach a copy of Seibel’s report of comments from the public input
process (Exhibit C) and other documents that were provided to the
Committee.

e Indicate that Travis Parker left the Committee to pursue other
employment opportunities in the third paragraph on Page 1.

e Correct the name JRock Johnson to read J. Rock Johnson in the first
paragraph on Page 2.

e Change the term “vocational rehabilitation” to “psychiatric
rehabilitation” in the 7™ bullet point on Page 3.

e Change the term “medically indigent” to “persons medically under
served” wherever it is used in the report.

e Change the term “higher federal reimbursement rate” to “enhanced
federal reimbursement rate” in the fourth paragraph on Page 4.

e Change the amount that CMHC is budgeted to receive from Region V
Services from $3,843,696 to approximately $3.3 million in the second
paragraph on Page 4.

e Reword the second to last sentence in the second paragraph on Page
5 to read as follows: From a consumer perspective, the grant could
help create more peer support, and more consumer operated and
consumer run programes.

e Include major summary points from the public comment process
(Exhibit D).

e Change “community mental health system” to community behavioral
health system in the second sentence of the first paragraph on Page 6.

Discussion took place regarding the draft recommendations (see Exhibit B). Settle said
he believes Lancaster County should remain the employer of record through the re-
organizational period in order to preserve quality services. He felt there could be an
interim transition to a new governance model and said the County should reach out to
Region V Systems and the larger providers in Lancaster County. Talbott said she
believes the County should continue to own and operate CMHC at its current location
during the transition to a new model. Shoemaker said she is not convinced the County
should and can operate the facility in the interim. She said the payout of benefits is
calculated to be at least $900,000 and that cost will continue to increase with time.
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Shoemaker felt having Region V Systems step in for an interim period may be the best
solution. She said she also wants to see some of the recommendations of the HMA
report included, such as integration of primary and behavioral health care and peer
support programs based on the recovery model. Seibel said she views this as an
opportunity to make the system better. She said she favors the ITN process as it takes
away the idea of parceling out services and suggested it be developed by Region V with
collaboration of others “around the table.” Seibel said she supports continuation of
services at the current location, at least for a period of time, and said she finds the idea
of multiple transitions troubling, noting the impact to both staff and the consumers.
She also stressed the need for clear communication throughout the process. C.J.
Johnson said he supports the ITN process. He also felt the County needs to commit
the availability of the current site for at least two years, as he believes two processes
will occur during the transition time. The first involves assessing the Crisis Center
(whether it will be maintained at that site and whether the funding components will
change). The second relates to other services. He recommends the County commit to
its current funding level, both for services and administrative support, for a period of
two years with an agreement to reduce administrative funding by the end of that
period. He added Region V could coordinate the transition process. Eagan noted Settle
is only serving as a temporary director and asked whether Region V could manage the
facility through a contract, with the facility remaining under County ownership. C.J.
Johnson said that is quite possible. Settle concurred with the concept, noting it would
likely be difficult to recruit a new director for a program that is time limited and in
transition. He said he likes the two-year period that was suggested, adding the rules
and funding streams will change dramatically with implementation of the Affordable
Care Act in 2014.

There was general consensus to recommend that:

e Discussions should begin immediately with Region V Systems for the
purposes of negotiating a contract for administrative management of
CMHC, to be implemented no later than July 1, 2012.

e CMHC should remain a County-owned agency and the County should
maintain its present level of financial support for up to twenty-four
months.

e Region V and the County should simultaneously begin to develop an
ITN process for a new service model that includes, but is not limited
to, items outlined in the HMA report.

e The new service model should be a recovery-based system which
integrates primary care and behavioral health services, with consumer
involvement and an emphasis on peer supported programming.

e A communication/community outreach plan should be developed to
assure transparency in the process and to assist consumers, families
and staff during the transition.
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e Development and implementation of the new system should be
inclusive of consumers and community stakeholders.

e CMHC should be maintained in the current location during the
transition period for up to twenty-four months.

There was also consensus to:

e Change the term “peer supported programs” to “peer support, and
more consumer operated and consumer run programs” in the
introductory paragraph.

e Reword Recommendation Number 4 to read as follows: 7he County
should participate in the establishment of a new system of care for the
medically under served based on the integration of primary health care
and behavioral health services, including the use of General Assistance
funding for medical and behavioral health services to support the new
system.

Eagan agreed to revise the report and recommendations based on the Committee’s
comments and to send them out to the Committee for review. The final version will be
signed by all members of the Committee.

NOTE: The Committee will present its report and recommendations to the County
Board at the Board’s February 16" Staff Meeting. The County Board will also hold a
public hearing for comment on the recommendations at the February 21* County Board
of Commissioners Meeting.

The following documents were also submitted to the Committee: 1) The National
Association of County Behavioral Health and Developmental Disability Directors
(NACBHDD) January, 2012 Newsletter which discusses the future of county behavioral
health (Exhibit E); and 2) A letter in response to the HMA report from Alan Green,
Executive Director, Mental Health Association of Nebraska (MHA-NE) (Exhibit F).

6 ADJOURNMENT

There being no further business, the meeting was adjourned at 11:35 a.m.

Submitted by Ann Taylor, County Clerk’s Office.
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Executive Summary

In August 2011, the Community Health Endowment (CHE) engaged Health Management Associates
(HMA) to produce a work plan that would address the clinical, organizational, financial, patient
management and policy components of the establishment of a more integrated health care delivery
system for the underserved populations in Lincoln. Key points of focus in this work were an assessment
of Lincoln’s Federally Qualified Health Center (FQHC); the potential integration of behavioral and
physical health; and funding strategies. This report presents the results of HMA's review.

It became immediately apparent to HMA that the Lincoln community has a number of relatively unique
characteristics. There is a tremendous volunteer spirit among health professionals, owing at least in part
to a very engaged and active medical society that plays a central role in health care efforts for low
income individuals. While Lincoln is a relatively small city, it provides health care for a large geographic
area well outside the County borders. There is a robust family practice residency that both local
hospitals actively support. There is a relatively low unemployment rate in the area, and there is a
significant local resource in the form of a governmental endowment established primarily through the
sale of the City Hospital. On the other hand, the community is subject to the same economic and
political factors impacting the entire country. The state and county are reducing funding to health care
and divesting themselves of certain activities, there is no central body with the responsibility to
coordinate efforts for safety net activity, and there is a growing uninsured population. In HMA’s
estimation, the safety net is currently undersized for the need.

The community appears to be open to finding new solutions to the difficult problems of providing health
care to low income populations. In this spirit, HMA offers the following list of recommendations

{(annotated to indicate location in report):

1) CHE should fund an organization willing to apply for the Centers for Medicare and Medicaid
Innovation (CMMI) grant. We believe the following governance would be attractive to CMMI.
There should be 15 members including representation from the County Health Department,
both acute care hospitals, the Medical Society (two representatives), each hospital’s medical
staff, the Lincoln Medical Education Partnership, People’s Health Center, free clinics, a
behavioral health provider such as CenterPointe, another mental health representative
(preferably a representative of Region V), and two community members selected at large. CHE
should be represented on this committee preferably as Chair. This grant opportunity is worth
between $1 million and $30 million over the three-year project period. A proposal was
submitted by the Lincoln Medical Education Partnership, in partnership with Region V, CHE, and
other safety net providers, for just under $12 million. Grants awards are expected to be
announced in late March. (Section VI)

2} The new organization would be responsible to oversee efforts in the safety net and take
responsibility that all of them have an appropriate “home.” These efforts include the Health
Hub, medication assistance program, etc. In other cases they include contracting between key

1 § Health Management Associates



A comprehensive plan to address appropriate, effective and sustainable health care

January 2012

services for the uninsured and Medicaid populations in Lincoln, Nebraska |

3)

5)

providers in the community to assure integration and appropriate resource utilization. The new
organization would contribute toward both a health home for a larger group of individuals and
also serve to further integration between physical and behavioral health services. It also helps
create appropriate care for the uninsured at lower cost venues and helps them access benefits
for with they are eligible. The combination of these items makes the continuation of these
programs worth $2 to $4 million per year. (Section VI)

This organization should employ a CEO, preferably a physician with a business degree. The staff
should be kept very small, but allow for reviewing metrics that demonstrate the success or
failure of the safety net. (Section Vi)

People’s Health Center should contract with LMEP to operate a satellite clinic at LMEP’s current
site. This contract will be for clinical services. Education will remain the sole purview of LMEP
and will be recognized in the contract. This will allow the hospitals to continue to include the
residency on their cost reports. This contract negotiation should start with CHE or the new
organization, depending on timing, calling together the Boards of LMEP and People’s Health
Center and facilitating both an initial meeting and the contract process. It will require assistance
familiar with FQHC requirements and residency requirements. This partnership creates several
clinical benefits and also creates potential new revenues of $1.2 to $1.8 million annually
(Section I)

People’s Health Center should remodel the space now occupied by the Clinic with a Heart to
comply with applicable codes to operate as a clinic. They should then staff the clinic during the
day as a satellite site. The literature indicates cost savings for the systems with predominance of
medical homes of 7-9% of current expenditures (Grumbach, K and Grundy P, 2010). (Section 1)

Clinic with a Heart (CWAH) should continue to provide urgent care services in conjunction with
PHC. The volunteer effort at CWAH needs to be preserved. Over time we recommend that
CWAH consider the advantages to the agency and the community in becoming the Urgent Care
component of People’s Health Center. This would make them a part of the FQHC and require a
single set of financial and medical policies. This would both increase revenue into the system, by
allowing Medicaid patients access to after-hours care, and reduce ER costs and burden. This is
part of the health home expansion outlined above and would contributed to the estimated 7-9%
savings. (Section Il)

The Community Mental Health Center should be separated from the County. However, the
County must have a responsibility to maintain funding. This funding should go to CHE so that
it could make sure through intergovernmental transfers (1GTs) and/or grants that the
required services were provided and enhanced where possible. The impact on physical
health, correctional costs and behavioral health from a properly funded mental health
center is significant. Forthe aged, blind and disabled, the literature indicates savings of 20-
40% off the total cost of care from effective behavioral health integration. (Sections Il and
V)

2 E Health Management Associates



A comprehensive plan to address appropriate, effective and sustainable health care

services for the uninsured and Medicaid populations in Lincoln, Nebraska | January 2012

8)

We have outlined a process for moving the CMHC into a new entity in the full report. Certain of
the services should be provided in partnership and under the license of People’s Health Center
to maximize integration of mental health and physical health. Certain services must stay under a
mental health provider (Medicaid Rehabilitation Option or MRO for example) to maximize
effectiveness and minimize cost. This will require some primary care services to be delivered at
mental health sites for certain individuals with severe mental illness. For most patients it will
require mental health services be available at primary care sites. The involvement of the
community in this process, and the integration of behavioral health and physical health services,
have a high value (see #7, above). We further estimate that for similar costs, the community
could get $1-2 million in additional services through innovation. (Section Ill)

The large downtown site should be carefully evaluated for use by multiple organizations in co-
location. A full business plan would need to be developed that assures the space would be
effectively utilized and the services could be funded. Certain parking issues will also need to be
addressed. While this site has great finishes and many possibilities, it may not be financially
viable. There is certainly an opportunity for CenterPointe, Community Mental Health Center,
and People’s Health Center to co-locate some of their services. Certainly if the Community
Mental Health Center needs to move, the space becomes more viable. In any case we believe
the current People’s Health Center site should continue. (Section I1)

10) CHE and/or the new organization and the hospitals need to work with leadership in Omaha to

influence the state to create an upper payment limit program for certain hospitals as well as
integrating the Psychiatrist Hospitalist program into the existing physician program. This will
allow leveraging of certain funding to significantly increase funds for critical primary care,
behavioral health, connectivity between providers, and other programs. This could take a little
more than $2 million in funding and make it into $5 million with federal match, yielding $3
million net annually in new federal funds. (Section V)

11) The General Assistance (GA) funding and patients should move to the People’s Health

Center or its satellite as soon as possible. Consistent with the estimates above, this
should yield overall savings of 7-9%. (Section Il)

12) People’s City Mission should be asked to define their vision for the future. As health reform

moves forward, there will be a limited number of people not covered by governmental or
private insurance. If their plan is to not work with these resources, the People’s City Mission
should work with the community to define that remaining niche. Further, the provider
community should define appropriate referral guidelines and primary care responsibilities for
care. People’s City Mission would then have the option to work with the community as a full
partner or to choose to not participate. In either case this should be appropriately
communicated to funders and governmental entities. (Section )
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13) The new organization should communicate the recommendations in this report to providers,
volunteers, funders, and the general public for the purpose of creating a better understanding
of the true strengths and weaknesses of the current safety net system in Lincoln.
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Introduction

In August 2011, the CHE engaged HMA to produce a work plan that would address the clinical,
organizational, financial, patient management and policy components of the establishment of a more
integrated health care delivery system for the underserved populations in Lincoln with a primary focus
on an assessment of Lincoln’s Federally Qualified Health Center (FQHC); the potential integration of
behavioral and physical health; and funding strategies.

In developing this work plan, HMA has conducted a careful review of the populations to be served, the
providers that are and could be serving them, opportunities for maximizing resources directed to this
care, potential infrastructure supports to assure that resources are utilized as effectively as possible and
the impact of new governmental (local, state and federal) initiatives and programs are factored into
projections for the long-term sustainability of any proposed coordinated system of care.

HMA used interdisciplinary teams experienced in and focused on 1) community assessments (including
who is the population, where do they get their care now, where are the gaps and duplications, what is
the projected impact of health reform}; 2) FQHC assessment; 3) options for mental health services
delivery and coordination; 4) medical care delivery systems (from primary to specialty to inpatient
services); 5) short and long-term financing strategies to assure sustainability; and 6) governance options.

HMA is a consulting firm specializing in the fields of health system restructuring, with a particular focus
on the safety net; health care program development; health economics and finance; program
evaluation; data analysis; and health information technology and exchange. HMA is widely regarded as a
leader in providing technical and analytical services to health care providers, purchasers and payers,
particularly those who serve medically indigent and underserved populations. Founded in 1985, Health
Management Associates has offices in Lansing, Michigan; Chicago, lllinois; Indianapolis, Indiana;
Columbus, Ohio; Washington, DC; Tallahassee, Florida; Austin, Texas; Sacramento, California; New York,
New York; Atlanta, Georgia; Boston, Massachusetts; and Harrisburg, Pennsylvania.
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I. Community Assessment

In engaging HMA for this project, one of the CHE's goals was to have a detailed description of the
environment in which future health care delivery and sustainability decisions will be made. Toward that
end, HMA has conducted an environmental scan of the community. Highlights of this scan are
summarized below; the full scan appears in the report as Appendix B.

In recognition of the new requirement in the Affordable Care Act (ACA) that charitable hospitals perform
a community health needs assessment, this scan and the report of which it is a part were formulated
with these hospitals in mind. Data that can be used for the needs assessment are included in the scan;
other information contained in this report will also prove useful for this purpose. Following the summary
of the environmental scan is an explanation of the requirement for a community health needs

assessment,
Environmental Scan

HMA conducted an environmental scan of Lancaster County demographics, health outcomes, risk
factors, prevention, access to services, and utilization. HMA relied on well-known national sources of
data as well as data provided by the county, health care providers, and other community stakeholders,
We identify the following findings.

Demographics
e lLancaster County experienced robust population growth in the past decade, with very high

growth in minority populations. Double digit growth is expected to continue over the next four
decades. By age, the largest rate of growth is projected for the 65+ age group.

o Lancaster County enjoys an extremely low unemployment rate compared with the nation and
average income measures.

e The county’s small minority population has high poverty rates.
Health Outcomes

e lancaster County has higher infant mortality rates for black and Hispanic babies. While these
have declined significantly in recent years, the infant mortality rate among blacks remains
higher than that for whites and Hispanics.

e While the infant mortality rate for white non-Hispanics, considering all causes of death, is
favorable to the US and peer counties, Lancaster had a higher rate of death for white infants
under the age of one from complications of pregnancy based on 2003-2005 data. (Figure 8 of
the Environmental Scan in Appendix B.)

e Forthe 25 to 44 age group, the percentage of deaths caused by suicide exceeds that for injuries
and cancer. Overall mortality from suicide is higher than the U.S. average, but in 2009 was at its
lowest rate in eight years.
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For the 45 to 64 age group, cancer is the leading cause of death for both black and white
populations, accounting for about 40% of deaths in both populations in the age range. The
overall rate of death from cancer decreased in 2008/2009.

For the age group 65+, heart disease and cancer account for about 25% and 22% of all deaths,
respectively. The overall death rate from Chronic Heart Disease is low compared to peer
counties and has dropped significantly from 2002 to 2009.

Risk Factors

Lancaster County residents generally are less likely to report fair or poor health and more likely
to report moderate or vigorous exercise than the state and U.S. average. They also have a lower
rate of obesity. However, compared to peer counties, Lancaster lies in the mid to high range on
these risk measures.

Diabetes rates have been trending upward.

Lancaster County residents report higher rates of alcohol consumption than the state or U.S.

averages.

Lancaster current smoker trends fell significantly from 2008 to 2010.

Prevention

[ ]

Lancaster County’s rates of preventive services are, for the most part, comparable to rates for
the state and the nation.

The County’s steady increase since 2005 in prenatal care during the first trimester of pregnancy,
experienced a significant decrease in 2010. However, steady and dramatic growth in the number
of women with ten or more prenatal visits continued in 2010.

Since 2002 the county’s colon screening rate is on the increase.

Since 2000 Lancaster County has seen an increase in reported HIV cases.

Access to Coverage and Services

The percent of uninsured adults aged 18 to 64 has increased steadily since 2005, with an overall
estimated uninsured rate of 11% in 2009. Almost 20% of individuals aged 18 to 34 are
uninsured, the highest rate among all age groups.

The number of primary care physicians per 100,000 (85) and the number of dentists per 100,000
(132) are comparable to or higher than peer counties.

Provider Services and Utilization

While the two hospitals — BryanLGH and St. Elizabeth Regional Medical Center —serve a
geographic area extending beyond the county, Lancaster County residents account for most of
the patients served: 68% to 72% of inpatients, and 79% to 84% of outpatients.
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e Both hospitals have similar public payer distributions for inpatient services. Medicaid covers
approximately 8% of County residents. Medicaid accounts for 14% of combined IP admits and
discharges and 16% of combined patient days in the two hospitals.

e Both hospitals have similar percentage of patients that are uninsured. Approximately 11% of
County residents lack health insurance coverage. Self-Pay accounts for about 5% of combined
admits/discharges and 5% of combined patient days in the two hospitals.

e The most common reason (determined by DRG frequency) for admission to St. Elizabeth is
delivery of babies. This accounts for nearly 10% of all stays, 25% of Medicaid stays, and 14% of
Self Pay stays. More than half of the top 10 DRGs for Medicaid and Self Pay stays are delivery-
related.

e The most common reason (determined by DRG frequency) for admissions to BryanLGH is
psychosis. This DRG accounts for about 9% of all stays, 19% of Medicaid stays, and 19% of Self
Pay stays. For both Medicaid and Self Pay, four of the top 10 DRGs relate to mental disorders or
substance abuse. The remaining six for Medicaid are OB delivery-related.

e Medicare patients account for 14% of patients using the ER at BryanLGH and for 20% of visits.
Medicaid accounts for 26% of patients and 28% of visits. Self-Pay accounts for 17% of both
patients and visits.

Community Health Needs Assessment

Section 9007 of the ACA establishes additional requirements on hospitals that wish to qualify as
charitable hospitals for tax purposes. Section 9007:

e Requires hospital organizations to perform community needs assessment every three years and
adoption of implementation strategies for identified needs

e Requires adoption and wide publication of financial assistance policies regarding free and
discounted care

e Limits charges to patients who qualify for financial assistance

e Requires reasonable attempts to determine financial assistance eligibility before starting
extraordinary collection actions

s Establishes a tax of $50,000 per year for failure to meet these requirements.

ACA provisions related to a community needs assessment requires hospitals to perform the assessment
every three years, to take into account input from a broad representation of community interests and
those with public health expertise, to make the assessment widely available to the public and to adopt
an implementation strategy to meet the community needs identified through the assessment. Hospitals
should convene a group of community representatives to guide plans for the assessment, conduct the
assessment, identify priority needs to be addressed, plan strategies to meet these needs and prepare a
written report summarizing all activities and findings.
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Proposed Internal Revenue Service (IRS) regulations released in the summer of 2011 included provisions
for written community needs assessment reports to include the items listed in this excerpt of the
proposed regulations.

1) A description of the community served by the hospital facility (as defined in section 3.05 of this
notice) and how it was determined.

2) A description of the process and methods used to conduct the assessment, including a
description of the sources and dates of the data and other information used in the assessment
and the analytical methods applied to identify community health needs. The report should also
describe information gaps that impact the hospital organization’s ability to assess the health
needs of the community served by the hospital facility. If a hospital organization collaborates
with other organizations in conducting a CHNA (as described in paragraph (2) of section 3.04 of
this notice), the report should identify all of the organizations with which the hospital
organization collaborated. If a hospital organization contracts with one or more third parties to
assist it in conducting a CHNA, the report should also disclose the identity and qualifications of
such third parties.

3) A description of how the hospital organization took into account input from persons who
represent the broad interests of the community served by the hospital facility (as defined in
section 3.06 of this notice), including a description of when and how the organization consulted
with these persons (whether through meetings, focus groups, interviews, surveys, written
correspondence, etc.). If the hospital organization takes into account input from an
organization, the written report should identify the organization and provide the name and title
of at least one individual in such organization with whom the hospital organization consulted. In
addition, the report must identify any individual providing input who has special knowledge of
or expertise in public health (as provided in paragraph (1) of section 3.06 of this notice) by
name, title, and affiliation and provide a brief description of the individual’s special knowledge
or expertise. The report also must identify any individual providing input who is a “leader” or
“representative” of 11 populations described in paragraph (3) of section 3.06 of this notice by
name and describe the nature of the individual’s leadership or representative role,

4) A prioritized description of all of the community health needs identified through the CHNA, as
well as a description of the process and criteria used in prioritizing such health needs.

5) A description of the existing health care facilities and other resources within the community
available to meet the community health needs identified through the CHNA.

While the proposed regulations do not identify data that must be included in the assessment, a
community needs assessment should address the following types of questions.

e What is the overall health and well-being status of the population?

¢ What are the population’s health needs?
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« Which population subgroups (gender, age, ethnicity, and insurance/payer) are at highest risk for
health problems?

»  Where (geographically) are high-risk groups located?
o Arethere trends in the data that show an increasing or diminishing problem?

« How does your community compare to others (federal, state, similar community) or itself over
time?

*  What resources are available in the community and where are the gaps?
¢ What are the community’s strengths or assets?

As noted in the introduction to this section, there is a wealth of material in the scan and throughout this
document that HMA anticipates will be useful to the community’s hospitals in performing their
assessments. It is important to note that the Lincoln-Lancaster County Health Department has a wealth
of excellent, up to date data available for more in depth analysis. More recent data is available to
compare counties on health measures. There is always variability in data as well as more recent data for
some measures. The Community Health Status Indicators (CHSI) data used by HMA is older than data
the health department has on hand. HMA made every effort to add the newer Lancaster County data for
nearly all measures. Nonetheless the health department’s newer data for comparisen counties may be
useful for compiling the community health needs assessments.
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II. Access to a Medical Home: FQHC and Community Clinics

As a crucial component of the Lincoln/Lancaster County safety net, People’s Health Center occupies a
unique role. In light of this, HMA was asked to provide recommendations regarding PHC, including, but
not limited to:

s  One site vs. satellite locations;

* Expanded days/hours of service;

» Size/scope of possible expansion;

e Optimal location(s);

e Recruitment of physicians, physicians extenders, and other staff;

e Benchmarks related to grant funding, fee collections, payer mix, etc;

» Benchmark comparisons, as well as local and state issues which make it difficult to meet these
comparisons; and

s Missed and potential opportunities for PHC funding.

In addition, HMA was asked to provide an assessment of and recommendations regarding Lincoln’s “free
clinics,” including their role in the local safety net, continuity of care, payment issues, patient
information exchange, provider communication, and use of referral/specialty services.

With regard to General Assistance, HMA was asked to provide specific recommendations for
transitioning GA patients into the community for primary care/medical home in anticipation of Medicaid
expansion under federal health care reform, including a timeline, to whom, and how.

People’s Health Center (PHC) was founded in 2003, as part of a community effort to establish a medical
home for the area’s uninsured and underinsured. The health center has grown from one physicianto a
provider staff that now includes 3 full-time equivalent (FTE) family physicians, 4 FTE mid-level providers
and several volunteer providers, in addition to a large dental practice. In 2010, PHC saw nearly 30,000
medical encounters and more than 8,000 dental encounters.

While PHC has grown steadily since its creation and is now a key component of the local safety net, it
has struggled financially in recent years as a result of a difficult payer mix and ineffective management.
Under the leadership of a new management team that was installed approximately two years ago, PHC
has stabilized its finances and now finds itself at a crossroads. It is facing growing demands from other
safety net providers and the community to serve as the medical home for a growing population of
uninsured and underinsured patients. At the same time, PHC is confronting the difficulties of sustaining
and growing a business model where the majority of its patients have no payer source while
simultaneously adapting its clinical model to integrate behavioral health services, specialty care and to
serve as a true patient-centered medical home for its patients. How PHC addresses these issues will not
only define its role in the Lancaster County safety net, but will also shape the structure of the safety net
itself.
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To analyze these issues, HMA met with the PHC executive director and leadership team — including the
medical director, finance director and operations director — in addition to selected providers and non-
clinical staff. HMA also reviewed health center staffing, financial and utilization data and met with PHC
board members to discuss the CHE project and gather their input on health center operations, strategic
planning and PHC's role in the Lancaster County safety net. The sections below summarize HMA's
findings with respect to People’s Health Center and its role within the Lancaster County safety net.

PHC is a critical component of the Lancaster County safety net, but it must grow to meet community
needs. Almost without exception, individuals interviewed for this project spoke of the critical role that
PHC plays in the area safety net. Indeed, PHC was frequently cited as the only medical home option for
uninsured patients and, to a lesser degree, Medicaid patients. Individuals interviewed were generally
happy with the quality of care provided by PHC and noted that the new PHC leadership team had
improved operations and the organization’s bottom line. However, individuals interviewed almost
universally expressed frustration with growing access problems at PHC. Respondents frequently noted
wait times for new patients of six weeks to several months, and were largely unaware of a relatively new
PHC policy to guarantee access for new Medicaid patients within a couple days.

PHC is at capacity in its current space and is now constrained by the space. Based on a review of health
center data and interviews with health center providers and staff, it is clear that PHC is at or very near
capacity in its current location. While provider productivity is quite good compared to national and
regional benchmarks, provider and non-provider staff cited an insufficient number of exam rooms as the
major limiting factor in seeing more patients in the existing space. The health center is already open
extended hours (8 a.m. to 7 p.m.) four days per week. Thus, the options for seeing more patients at the
current site are quite limited.

PHC has improved its financial position but has done so at the expense of access and potential grant
opportunities. Like many FQHCs, PHC was operating with a payer mix that was unsustainable without
substantial outside (non-patient revenue) resources. The table below summarizes PHC's payer mix
compared to national and state averages.

Payer Mix: PHC versus State and National

Payer’  PHC2009  PHC2010.  Nebraska2010  National Average

2010

‘Medicaid/SCHIP 3% 23% 39.7%
Medicare 6% 9% 4% 7.5%
Other Public 2% 0% 0% 1.4%
Private/Other 8% 9% 12% 13.9%
Self-Pay 55% 51% 61% 37.5%

Source: UDS reports

The table illustrates that, overall, Nebraska FQHCs have a far more challenging payer mix than their
counterparts nationally and, in fact, PHC's payer mix compares quite favorably to its Nebraska peers.
Nevertheless, health centers that have an uninsured percentage above the national average tend to
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struggle financially and often have to adopt a resource-intensive “chase the grant” strategy to sustain
operations, The table below shows health center revenue by source for PHC compared to its
counterparts in Nebraska and nationally in 2010. Not surprisingly, Nebraska health centers, including
PHC, must rely more heavily on non-patient services revenue due to their payer mix.

Sources of Revenue; PHC versus State and National (2010)

L e L ek I B Naionall
Patient Services 50% 39% 59%

Revenue

Federal Grants 24% 33% 23%
State/Local Grants 23% 24% 15%
Other 3% 4% 3%

Source: UDS reports

Health centers that face a challenging payer mix face several options:

e Restrict access for uninsured patients. PHC has already begun to do this, but is facing intense
pressure from the community to serve more uninsured while remaining financially viable.

e Increase Medicaid volumes. PHC has also begun more aggressive outreach to Medicaid clients,
including patients that have been assigned to PHC but have not had a visit. These are important
strategies that should be continued and expanded. However, in the absence of additional
capacity, more Medicaid patients will result in less access for the uninsured.

¢ Reduce costs. HMA did not complete a detailed cost analysis for this study, but notes that,
according to UDS data, PHC patient care and administrative staffing — which comprise the vast
majority of health center costs — are in line with national and regional benchmarks. There may
be limited opportunities for some cost reductions through increased productivity and
economies of scale in management and supplies that can be achieved as the health center

grows.

« Chase grants. Many health centers with difficult payer mixes resort to “chasing grants” to
sustain operations. While this strategy can be effective, it is extremely resource intensive and
disruptive to health center operations, as programs and staffing are subject to the availability of

grant dollars.

= Assume downstream risk (e.g., pharmacy, ED, inpatient, etc.) for FQHC patients and share in the
savings from effectively managing these risks. According to UDS data and staff interviews, PHC
currently takes little or no risk for its Medicaid managed care patients, either for primary care or
for any “downstream” services. FQHCs are increasingly taking steps to align their
reimbursement models and incentives with the value that they provide as a medical home.
Doing so requires a significant change in the FQHC's business and operational model, but can
have a significant positive impact on the organization’s bottom line.
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Nebraska FQHCs have likely been able to sustain themselves through a combination of state grant funds
and support from outside parties, most likely their local hospitals, and the data indicate that they have
also been successful in taking advantage of recent federal grant opportunities under ARRA and ACA.
Nebraska is fartunate to have a state grant program through the Office of Minority Health that helps
support safety net providers, including FQHCs, and another program (“Section 502”) that provides direct
support to FQHCs to offset uninsured costs. PHC receives approximately $250,000 and $280,000
annually through these programs, respectively; however both are considered vulnerable due to budget
cuts and the perception that FQHCs were “taken care of” through ACA.

As economic conditions worsen and uninsured numbers rise, FQHCs nationally are reacting by reducing
access for uninsured patients. PHC has adopted this strategy. Preliminary 2011 data show self-pay
volumes declining and Medicaid volumes increasing, which leadership and staff attribute to the access
changes in the schedule as well as more aggressive outreach to the Medicaid population. PHC has also
made improvements in its operating position over the last year by switching to a new, more effective

billing vendor.

interview participants both inside and outside of PHC were clear that PHC’s focus over the last year has
been “getting its fiscal house in order.” This was undoubtedly a necessary step, as PHC was operating at
a deficit and at risk of having to make severe staffing and service cuts. Unfortunately, however, the
timing of this “rebuilding” period coincided with substantial federal grant opportunities that are unlikely
to be seen again. These grant opportunities, which include those listed below, could have supported a
significant expansion of PHC services:

» New Access Point (NAP) grant opportunity. This grant opportunity was due in December 2010,
and awards were announced in August 2011. While HRSA had originally planned to fund more
than 300 NAPs, which can include both new FQHC organizations and new sites of existing
FQHCs, budget cuts reduced this figure to just over 60. HRSA anticipates funding more NAPs in
2012, subject to appropriations, but will draw from the pool of existing, high-scoring applicants.
Thus, there will most likely be no NAP opportunities available for new applicants until at least
2013.

e Capital Grants. HRSA announced two capital grant opportunities in mid-September, a Building
Capacity Grant Program (CD-BD}, which was due on November 9, and an Immediate Facility
Improvement Grant Program (CD-IFI), which is due on November 22. The former program
provides grants of between $500,000 and $5 million for alteration and renovation of an existing
facility or new facility, or for construction of a new or to expand an existing site. The latter
program provides grant awards of up to $500,000 to “address immediate and pressing capital
needs within existing 330-funded health centers.” Both of these programs are funded through
the dedicated FQHC capital funds included in ACA. They will likely be the last federal capital
grants for at least several years (probably longer). Like all HRSA grant applications, these capital
grant applications required the applicant to demonstrate the need for the project, the impact it
will have on their services and target population, and their organizational capacity to implement
the project. Applications had to include a detailed project budget, operational budget (pre and
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post-construction), site plan, floor plan/schematic and a project management plan. While all
existing FQHCs were eligible to apply for the grants, the short time-frame clearly favored
applicants with existing “shovel ready” projects in the pipeline (including applicants who applied
for previous HRSA capital grants but did not receive awards).

While there will likely be additional federal grant opportunities in coming years, the level of funding is
uncertain, due to the interplay between HRSA's appropriations and the ongoing deficit reduction talks at
the federal level. It is important that PHC be ready for these opportunities, but also not depend on
them. This means having an updated, comprehensive strategic plan and community needs assessment.
Unfortunately, it is very unlikely that HRSA will offer additional capital grant opportunities in the near
future, as the most recent opportunities will exhaust all of the funds allocated for capital in the 2010
Affordable Care Act.

PHC - and the entire Lancaster County Safety Net — is constrained by a lack of resources to support
indigent care. Many of the individuals interviewed for this project were justifiably proud of the steps
that Lincoln/Lancaster County has taken to manage the uninsured population through centralizing
access to services and distributing the costs of downstream care (e.g., diagnostics, specialty care,
inpatient care) across the entire community. However, some of these same individuals noted the lack of
resources/support for primary care services. To paraphrase one respondent, “Lincoln does a very good
job of identifying the uninsured and getting them into a medical home, but does a poor job of
supporting those medical homes.”

Recommendations
HMA offers several recommendations and action steps to address each of the findings described above.

Create PHC satellites to increase access, improve payer mix, and improve operational efficiency. While
the need for PHC to expand is virtually indisputable, there is significant disagreement within the
community about how PHC should expand. More specifically:

e Should PHC move to a new, large single site? Should it maintain its current site and establish one

or more satellite sites?
* Where should a new single site or satellite sites be located?

It is important to note that successful FQHCs operate under both models, and there are pros and cons
with each model. Large single sites offer “one stop shopping” and certain administrative efficiencies and
flexibilities, including the ability to easily move staff around based on scheduled and unscheduled
factors. However, large single sites often create access problems for patients -- especially those who are
disabled or lack their own transportation — and provide less flexibility for the FQHC to target services to-
specific geographic regions. Based on HMA's review of health center data, community data and
interviews with dozens of community stakeholders, we recommend that PHC maintain its current
location and establish one or more satellites. More specifically, HMA recommends the following:

+ Maintain the current PHC location at 1021 N. 27" St. and potentially expand its hours, based on

patient response (see discussion below).
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» Establish the LMEP clinic as a PHC satellite location (see discussion below).
s  Establish satellites at CMHC locations.

» Establish a satellite location in central Lincoln within the area bounded roughly by 10th Street to
the west, 27th Street to the east, L Street/Capitol Parkway to the north, and South Street to the
south. This is an area that includes a high concentration of Medicaid enrollees, many of whom
use the current PHC location. A satellite in this area would expand capacity and alleviate some
of the pressure on the current site. Clinic with a Heart (1701 S. 17" St.) is within this area and is
a potential location for this satellite. This could provide urgent care capacity for PHC.

The recommendation for satellites was based on the following factors:

* The current health center is attractive, accessible and located in a high-need area. Patient zip
code origin data and Medicaid participant data clearly indicate that the current PHC site is
located in a very high need area . Nearly 20 percent of PHC's patients live in the PHC zip code
(68503). The health center is also located on a bus route and is easily accessible for patients
both with and without their own transportation.

¢ Several individuals interviewed for this project cited a recently vacated medical office building
{the Duteau Building) at 18th and O Streets as a possible location for a new PHC location. The
building is centrally located between the two areas from which PHC draws the majority of its
patients and the areas of highest Medicaid concentration. HMA toured the building. The clinic
area is on the second floor and includes approximately 26,000 square feet. The space could
accommodate approximately eight providers. There are 23 exam rooms; two procedure rooms;
a treadmill room; a large lab with two drawing rooms; diagnostic services area with rooms for
mammography, bone density, EKG, ultrasound, and plain films; four nurses stations; 16 offices; a
large file storage room; a call center room, a conference room; a break room; and a large
reception and waiting area. While the building is attractive and located in a high-need area,
there is insufficient on-site parking for FQHC patients and staff. Off-site parking requires patients
to cross several busy streets, which would pose a significant obstacle for many patients.

While HMA does not believe that PHC should relocate to the Duteau Building, we believe the site should
be carefully evaluated for use by multiple organizations in co-location. A full business plan would need
to be developed that assures the space would be effectively utilized and the services could be funded.
Parking issues will also need to be addressed. While this site has great finishes and many possibilities, it
may not prove to be financially viable and only a careful business planning process can evaluate this.
There is certainly an opportunity for CenterPointe, Community Mental Health Center, and People’s
Health Center to co-locate some of their services. If the Community Mental Health Center ultimately
needs to move, the space becomes more viable.

Integrate the Lincoln Medical Education Partnership (LMEP) clinic into People’s Health Center. The
Lincoln Medical Education Partnership is a foundation model family medicine residency program
affiliated with the University of Nebraska. LMEP operates a clinic that provides approximately 30,000
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visits annually, and they are a significant Medicaid provider. For a variety of reasons discussed below,
FQHCs and residency programs are increasingly finding ways to integrate their services and operations.

If LMEP services were incorporated under PHC's scope of service, they would receive enhanced
Medicaid and Medicare reimbursement. For example, the current residency clinic site could be
incorporated under PHC's FQHC scope-of-service sites. Under this scenario, all services provided at the
residency clinic site would be under the governance of the FQHC Board of Directors, and resident time in
the clinic would be considered an off-site rotation.

It is important to note that, while the strategies above could be implemented through a federal “change
of scope process,” they would require a letter of support from the other FQHC Look-alike in the service
area (or a very strong explanation as to why a letter cannot be obtained).

Arrangements like those described above are common between FQHCs and residency programs. From
the resident perspective, FQHCs often offer an array of support services for their patients (e.g., social
work, patient education) that are not common in many residency practice sites. From the residency
program’s perspective, enhanced reimbursement is attractive, as is the option of an additional

community-based rotation site.

From the FQHC’s perspective, residency program partnerships can help grow the FQHC's patient base,
especially its Medicaid patient base. Perhaps even more important, residents who train in FQHCs
represent an important recruitment source for the FQHC as it grows and adds new providers. In
contrast, however, residents also negatively impact health center productivity and can affect continuity
of care if the FQHC becomes dominated by residents rather than core, full-time providers.
Unfortunately, LMEP appears to be operating at or near capacity and, as a result, will not help relieve
the pressure on the current PHC site.

As with any affiliation agreement, the “devil is in the details,” and LMEP and PHC would need to
establish an arrangement that both find financially beneficial and consistent with their respective
missions and regulatory requirements. The first step to establishing an affiliation agreement is to model
the financial impact of the partnership for both parties. The next step is to develop a formal affiliation
agreement that spells out in detail the roles of both parties. The contract would be for clinical services.
Education would remain the sole purview of LMEP, and this would be recognized in the contract. This
would allow the hospitals to continue to include the residency on their cost reports. This contract
negotiation should start with CHE, as soon as is practical, calling together the Boards of LMEP and
People’s Health Center and facilitating the initial meeting. It will require assistance familiar with FQHC

requirements and residency requirements.

Study the feasibility and impact of further expanding hours at the current site. Due to space
constraints, the only mechanism for substantially improving access is to further expand evening hours or
begin offering weekend hours. PHC currently offers evening hours (until 7 p.m.) four days a week. FQHCs
have had varying experiences with evening and/or weekend hours, and success is often contingent on
several factors, including the availability of transportation, whether or not the clinic is located in a safe
area, the work-status of the patient population (i.e., shift work versus 9-5), and other factors. As a
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result, HMA recommends that PHC first complete a patient survey to determine if patients would use
extended (e.g., until 8 p.m.) or weekend hours. If there is demand for additional hours, PHC should ramp
up the additional hours slowly to avoid incurring large additional expenses without the supporting
patient volumes. Expanded hours at the current PHC site may help relieve current access issues, while a
longer-term solution, including the establishment of satellite sites, is developed and implemented. If
Clinic with a Heart is integrated into PHC as discussed above, this site could provide the evening hours.

Address patient panel issues and move toward accepting downstream risk. PHC's current patient
population is weighted heavily toward adults (approximately 72% of health center patients were adults
in 2010), many of whom have one or more chronic conditions. The lack of an internal medicine physician
on staff, given this patient population, has significant implications for patient care, productivity, and
staff satisfaction/”burn out”, all of which were noted in our stakeholder interviews. The addition of an
internal medicine physician would allow for more appropriate empanelment of patients, and would
allow mid-level providers to see lower acuity patients.

While PHC continues to develop as a patient-centered medical home, and incur the costs to do so, its
current reimbursement model does not capture any of the downstream savings that are realized by
effective primary care. Movement toward a risk-based model would be gradual, with PHC assuming
additional risk as it is able and its managed care plans are willing. The first steps toward a risk-based
model include an assessment of health center operations, affiliations with downstream providers, and

current managed care contracts.

Develop a funding source for the uninsured. As discussed above, it is difficult to sustain an FQHC where
the majority of its patients have no payer source. While the FQHC receives an annual grant from the
federal government to offset the costs of caring for the uninsured, these grants typically cover only a
fraction of the full costs. Health centers often compensate by cross-subsidizing their uninsured patients
with the favorable reimbursement they receive on their Medicaid and Medicare patients, but the ability
to do this is limited.

HMA recommends establishing a formal funding pool for indigent care provided at PHC. Specifically,
indigent care would be supported through a community benefit grant from the hospitals to PHC. The
community benefit grant would be set at a level to cover the costs of care for the uninsured to the
extent that the percentage of uninsured exceed sustainable levels. The community benefit grant would
be supported — at least in part — by the hospital UPL program described in Section V.

Free Clinics
The current safety net system in Lincoln provides multiple access points for the uninsured and Medicaid

patients. However, some of these are inefficient, duplicative, not cost effective, and not readily available
to the uninsured. Others do not constitute true medical homes for underserved populations. Examples
include the People’s City Mission (free clinic with 2 employed staff, no continuity of care, limited access
to lab and diagnostics); Clinic with a Heart (free clinic with 2 paid staff, limited evening hours, no
continuity of care, limited number of visits per patient per year); the Nebraska Urban Indian Medical
Center (NUIMC), which is an FQHC look-alike that does not partner with other providers or
organizations, headquartered in Omaha; and primary clinics at both hospitals that do not serve the
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uninsured. The delivery system should reduce overall costs and redundancies while expanding access,
promoting prevention and primary care.

HMA would recommend that Clinic with a Heart provide urgent care services in conjunction with PHC.
Further, we recommend that PHC remodel the space currently occupied by Clinic with a Heart to meet
clinic requirements and staff it as a satellite during the day. We recognize that there are very important
aspects to Clinic with a Heart’s mission, but believe these can be accommodated.

The Nebraska Urban Indian Medical Center has shown little interest in integrating with the
community. Their administrative structure and support is located in Omaha. They should be
approached to merge their Lincoln satellite into PHC. This may require a financial investment to
acquire clinic space and maintain ongoing services for the population currently served. However, the
benefit of a safety net that functions in unison and maximizes community resources may be well
worth the investment.

People’s City Mission, in particular, should be asked to define its vision for the future. As health reform
moves forward, there will be a limited number of people remaining outside of governmental or private
insurance coverage. If the organization pléns remain unconnected from these resources, the People’s
City Mission should work with the community to define that remaining niche. Further, the provider
community should define appropriate referral guidelines and primary care responsibilities for care.
People’s City Mission would then have the option to work with the community as a full partner or to
choose to not participate. In either case this should be appropriately communicated to funders and
governmental entities.

General Assistance
* InFY 2011, the GA clinic saw 343 patients and 2,499 medical visits. Total clinic expenditures for

FY 2011 were $431,761, which includes both medical (personnel, administration, on-site lab and
24-hour nurse triage) and dental services. This equates to costs of approximately $1,200 per GA
enrollee, compared to PHC per patient cost of approximately $440 (2010). It is important to
note that these figures are not directly comparable, as PHC and GA serve different patient
populations and do not provide identical services. For example, GA patients averaged 7.3
medical visits per year in 2011, compared to just over 3 visits per year for PHC patients (2010).
Nevertheless, these figures are informative and help drive the discussion below.

¢ Lancaster County operates one of the most generous GA programs in Nebraska, but many have
questioned the need for maintaining a separate primary care delivery system for this
population. If health reform is implemented as scheduled in 2014, the majority of the GA
population will become eligible for Medicaid. Even in the absence of Medicaid, the GA
population may transition on and off of Medicaid. Maintaining separate delivery systems is
costly and also disrupts patient care. While there is currently no capacity to transition these
individuals into PHC, through a combination of the expansion strategies described above, PHC
should be able to create the capacity to provide a medical home for the GA patients. As soon as
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the first satellite location is available, HMA recommends that the GA funding and patients
should be transitioned to PHC.
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III. Delivery and Coordination of Mental Health Services

With regard to mental health services, HMA was charged with providing an assessment of and
recommendations regarding the structure, location, funding, and governance of public mental health
services, including the scope and financing of integrated primary care and behavioral health services.

Lincoln has an active community services system available for individuals with behavioral health issues.
There are multiple providers, an active hospital system with a mental health emergency department,
collaborations between services providers, and a strong consumer group. Currently, the system is facing
a change in how the Community Mental Health Center (CMHC) is managed. Lancaster County has
traditionally managed the CMHC through the use of county employees and a county provided facility.
The bulk of the funding for the CMHC comes from Region V (designated as the mental health authority)
and through the direct billing of Medicaid with the county providing relatively few dollars for direct
services (crisis beds). The Lancaster County Board of Commissioners is interested in moving away from
the use of county employees in the provision of this type of direct service, based at least in part on the
high cost of services compared to other areas. The salaries and benefits received by the Lancaster CMHC
staff are higher than those paid by private providers. Based on this, the cost of services provision is
higher when compared with other Nebraska CMHCs. While the county is no longer committed to
providing direct services, they indicate they are committed to the provision of quality services for
individuals with behavioral health issues in Lancaster County.

In addition to the impending change in the CMHC, the State of Nebraska is proceeding down a path of
procuring a statewide vendor (or vendors) for managed mental health services for the Medicaid
population. This adds to the atmosphere of uncertainty and makes careful mental health planning all the
more important.

HMA met with individuals and groups who represented the consumer community, senior management
at both the county-run CMHC and private not-for-profit agencies, Region V administrators, tribal
providers, front-line staff, and the corrections system. The consistent theme across all groups was a
strong commitment to individuals with behavioral health disorders, a desire to strengthen the system
and the collaboration within the community, and a sense that changes to the current structure of the
Lancaster Community Mental Health Center present both a challenge and an opportunity.

In general, the concept of the community mental health system has undergone many changes since its
original development during the de-institutionalization movement. The idea had been to provide a
comprehensive service arena for individuals with mental health disorders to prevent their re-entry into
long term care facilities, which were often managed by states. These safety net providers would be well
funded and would provide services for all the individuals in a community (city, town, county) who were
unable to live without support (medication, case management, etc.}. Unfortunately, the funding has not
kept pace with community needs and many individuals in need of services have issues that are complex
in nature and involve mental health, substance abuse, and primary care needs. CMHCs have had to
become efficient in their provision of services, skilled at billing multiple sources for services, and to
move into areas that were viewed as less traditional mental health arenas (e.g., sexual offender
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treatment, forensic services, jail diversion, and housing). The traditional service system was best suited
to serve individuals who have no primary health needs, never encounter the forensic system, do not
have substance use or abuse issues, and do not need support to obtain housing, education, or
employment. Of course, such individuals would be rare in reality — individuals with mental health issues
tend to need help with all these other needs. The challenge for every community is to create a service
system that provides for the needs of the whole person navigating the road to recovery. This is often

If}

possible only through collaboration in a “virtual” system.

The Community Mental Health Center of Lancaster County has worked very hard to provide quality
services. They have had consistent leadership for many years however the current CEO will retire in
mid 2012 and currently there is no succession plan that would ensure continued stable leadership.
CMHC leadership is clearly committed to both their staff and the individuals they serve. It is clear the
leadership is trying to support the system effectively during this challenging time. They have
developed contracts to provide treatment to sexual offenders and, until the contract was transferred
to community corrections, they provided jail diversion services. They recently laid off five staff
without a reduction in services based on increased efficiency in how they manage their service array.
In general, they have a positive reputation within the Lancaster community.

One of the chief challenges of the current structure is cost. The CMHC of Lancaster County provides
services at a higher cost because it is constrained by the county employment system. This results in
higher pay when compared to the staff of other CMHCs in Nebraska. They report that they are unable to
cut salaries or benefits {based on county personnel regulations), so are not able to bring costs in line
with other provider groups. While the salary and benefit package has allowed the CMHC to reduce the
staff turnover that is usually part of the community mental health world, it has also slowed the
introduction of new staff. Treatment and the approach to services have changed dramatically in the last
ten to 15 years in the behavioral health field. The county based system of employment may also make it
difficult to move staff along who are not functioning effectively and/or efficiently.

During interviews with community stakeholders, concerns were raised about wait times for services for
individuals not experiencing a need for emergency care, the lack of a preventive approach to the use of
crisis beds (crisis team approach), an insufficient commitment to the employment of consumers, a lack
of outcome measures that support the added cost of the service provision using county employees, and
a less than streamlined approach to screening, assessment, and access to treatment. Several
interviewees reported that they believed the mental health system in Lancaster County is “broken.”
Many of these concerns are typical complaints from communities leveled at CMHCs and are to be
expected. However, there appears to be room for improvement in the provision of behavioral health
services in Lancaster County. While the current decision by the Lancaster County Board of
Commissioners is a stressful one for consumers who receive services from the CMHC, the staff at the
CMHC, and the service system in general, it allows for a new and more effective approach to services.
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New Approach

A new approach to services should involve several changes. The first would be the addition of a crisis
team to prevent individuals moving into the crisis unit if they could possibly be maintained in their home
safely. The Lincoln Police Department has developed a version of this model by contracting with the
Mental Health Association (MHA). MHA employees (consumers) provide an intervention to individuals
who do not meet criteria for emergency protective custody, but who are in need of additional support.
This approach is one that could be used to prevent individuals from having to enter into the crisis
system. By receiving support that allows them to remain in their home, individuals’ lives are less
disrupted. MHA has also achieved the successful reduction of deep-end services use for some individuals
through a version of respite at KEYA house.

Ideally, there should be an easy and open process to obtaining services. Multiple interviewees expressed
frustration with the cumbersome process required by the CMHC to receive services. Often times these
multi-step processes are developed to ensure that the individuals who are admitted to the center will
benefit from the service array offered. Over time, these boundaries can become or be perceived as
barriers to services. As staff and system become stressed or burned out, the doorway to care can
become narrowed. Efforts should be made to provide a barrier-free approach that results in one of two
outcomes. The first occurs when the individual in need of services meets the treatment criteria and is
quickly moved into the system at the appropriate level. The second outcome should be the provision of
a meaningful referral for individuals who do not meet the criteria to receive services at the CMHC but
whao are in need of a treatment intervention. For example, a meaningful referral could be achieved by
making a call to set up a screening by a substance treatment agency for this individual.

The new approach to the provision of behavioral health services in Lancaster County should include the
robust use of consumers. This can involve creating a program in-house or contracting with MHA and
modeling the work they have done in the community. It is difficult to demonstrate a commitment to
recovery without an active mix of employed and volunteer consumers (i.e., service users, service
recipients) working within the service system.

Another addition would be the inclusion of primary care, preferably on site. Ideally, the provider of the
Community Mental Health Center could provide space for the co-location of primary care staff a few
days a week. While the FQHC has employed (through CenterPointe) a mental health staff person, an
exchange of staff between the CMHC and the FQHC will increase the effectiveness of the integration of
services that the FQHC is trying to implement. It will also provide onsite primary care services for clients
and reduce the problem reported by the CMHC medical staff with kept appointments,

The CMHC of Lancaster County has a number of valuable staff members who have long term
relationships with consumers in the community. The CMHC has traditionally been the provider of
services for a number of individuals with needs that respond best to highly trained specialists
(individuals with severe and persistent mental ilinesses, sexual offenders). Based on this, it would not be
in the best interest of either the consumers or the community to lose that level of skill. Individuals who
work at the county-based CMHC should be given priority with interviews and those that have a history
of skilled work should be hired by the new employer. Bringing this skilled group of employees will enable
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the next provider of community based mental health services to make a smooth transition. The
understanding would have to be for staff that salary and benefits may be changed and that there needs
to be the development of a new approach to service provision.

While there are clearly changes that need to occur within the CMHC of Lancaster, the decision to change
the management and venue of the service provider will have repercussions. The individuals who receive
services at any CMHC are impacted by at least one severe disorder. Most of the individuals are
struggling with multiple health issues and are managing complicated treatment regimens. Change is
difficult for most people, but for those working to manage a complex set of health needs, change can be
terrifying and destabilizing. Because of the lack of staff turnover, some individuals have had the same
treatment team for years. The disruption of those relationships will have a large impact. When such a
change occurs, the sooner the decision can be made, the better for the individual receiving services. If
possible, any physical relocation should not occur until one year into the new contract. The goal is to
stagger any changes so that they do not all occur at one time.

Recommendation

There are a number of concerns being voiced by stakeholders in the community about who would be
“given” the CMHC service array to manage. With every interview, another group would be named as
the one that “wanted” to take over the services or some portion of those services. Stakeholders
voiced a desire that any group interested in becoming the service provider demonstrate effectively
to the community that they are able to provide the necessary services, including a capability to
innovate and move the system toward a more recovery based approach that integrates substance
treatment and primary care as well as provide positive outcomes, Should one provider or group of
providers be selected without some type of transparent process, it could be difficult to obtain buy-in
from stakeholders and will impact the ability of the new system to succeed. Therefore, HMA
recommends that an Invitation to Negotiate (ITN) process be employed. If possible, the CHE, and/or
the new organization (see Section VI) should lead this process. The CHE would have the authority to
administer the process as well as serving as the conduit for the County funds that have historically
been contributed to the CMHC to remain in the system.

The ITN would provide a process for groups who are interested in providing this service array to
demonstrate to the community that they possess the skills necessary to do so. The ITN provides a
mechanism for the staff at Region V, County representatives, consumers, and other community
stakeholders to develop an application that would outline the ideal system for Lancaster. The ITN allows
the group to negotiate with more than one entity at a time to develop the service system that would
best fit the needs of the community. The ITN will act as a guideline document that lays out major
requirements and encourages innovation in the applications from the interested parties. The use of an
ITN is @a more open process with less of the rigid structure of a RFP (Request for Proposal).

Suggestions for the ITN include:
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e Require partnerships to develop in the community and for those partners to submit a joint
application (ideal partnership: mental health provider with a substance abuse provider, primary
health care provider and consumer organization);

¢ Require co-location of primary care and behavioral health care staff;
» Demonstrate the active participation of consumers;
* Demaonstrate a Trauma Informed approach to all services;

* Demonstrate active assessment and either onsite treatment or an active referral for substance

treatment;

= Provide a plan for the transition of consumers from the CMHC of Lancaster to the new service
provider;

e Demonstrate an active relationship with the Lincoln Police Department;

o Develop a crisis team with the goal of reducing the use of crisis beds and increasing the
likelihood that individuals are able to remain in the community;

+ Demonstrate an active use of supportive housing;

= Develop a relationship with the providers of Tribal services to ensure that they have access to
services that are not available within their service system;

¢ Continue an effective working relationship with community corrections;

* Demonstrate efficiencies and a streamlining of the admission process for all levels of service, not

simply emergency services;

e Through an interview process, all current staff at the CMHC should be prioritized for
employment;

¢ All groups should be encouraged to apply for the ITN;

e Given the change to the Medicaid system (introduction of a managed care approach), the
applicant must demonstrate the ability to work effectively with Medicaid and the new system as
it develops;

*  Full budget with FTEs needed to provide services; and

+ Develop a health home model similar to the one being promoted by CMS for individuals with
more than one chronic health condition.

Throughout the process, the staff at the CMHC deserves and should receive support in the management
of the transition. They require support in two arenas. The first is the support needed to provide
assistance to the individuals who receive services at the CMHC. A public statement must be made by the
County and Region V that there is an absolute commitment to Lancaster County continuing to provide
behavioral health services. One consumer who met with HMA put it best. Her hope at the end of the
process was for each individual to receive the appropriate services that they needed for recovery. Until
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this message is given and given consistently, the consumer community will remain fearful and reluctant
to support any changes. The CMHC staff must be provided with as much information as possible and this
information needs to be shared with the individuals they serve.

The second arena in which the CMHC staff needs support is with their own concerns and anxieties.
Unless a venue is provided for them to receive information and voice their concerns, their anxieties will
compound the fears of the individuals who currently receive services at the CMHC. Treatment for
behavioral health issues is a challenging service to provide. When an entire system is destabilized,
including the treatment provider, the challenge is made more difficult. The staff members are facing a
possible loss of or change to their livelihood, professional identity, and future retirement. This is a
stressful process and all efforts must be made to avoid any additional pressures.

Process

The development of the ITN should begin in January of 2012. The group should be representative of the
community stakeholders, but one group must be designated to write and prepare the ITN. Given that
Region V is the designated behavioral health authority and is the major contractor they should have lead
on this project. The county should be part of the group of community stakeholders that will develop the
ITN. AnITN that outlines the requirements for the service system should be created quickly (ideally
within six to eight weeks) and then released to the community.

The applicants should be allowed six to eight weeks from the release to complete and return the
applications. Given Lincoln’s strong collaborative spirit, many natural partnerships already exist and
could easily work together to create a strong service system and to translate that vision to an
application. All applications should be scored within a two week period by a contract team chosen by
Region V. Negotiations would be scheduled with the top two to three scorers. In the case of only one
applicant, if that application is deemed acceptable, then negotiations can proceed more rapidly.

Negotiations should be time limited to ensure that the applicant who is chosen can begin to interview
current employees immediately. All efforts should be made to retain as many of the current staff as
possible. Any staff members who are not provided with an employment opportunity should receive job
seeking support from the county. If there are frontline staff who will not continue with the agency, plans
for transitioning their caseload to another individual must begin immediately and, ideally, resultin a
handoff from the original staff person to the new individual.

Ideally, the provider of behavioral health services within Lancaster County would be allowed to remain
in the current facility for the first year of business. This would allow staff and consumers to adjust to the
changes that will accompany a new provider group, some new approaches to service provision, and an
increased focus on integrated care. In addition, this would allow for full consideration of
accommodating mental health needs in the business plan to be developed for possible use of the
Duteau Building by several health care organizations (see Section I1}.
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IV. Medical Care Delivery Systems

In establishing a need for this study, a top priority is having a viable and well-functioning safety net for
care of Medicaid and uninsured individuals. Communities that make a commitment to viewing the
safety net as a cohesive whole, and do the hard work to coordinate services, funding, and technology,
have the most success in making the most of limited resources. The CHE’s priorities for HMA's review of
the medical care delivery system are a sustainable safety net for the uninsured and Medicaid
population, and the expansion of urgent care options for this population. This section addresses these
priorities and also examines an important element of coordination, which is to invest in a robust health
information technology (HIT) solution.

The Lincoln/Lancaster County area has begun to take some preliminary steps toward developing a
comprehensive, integrated health care delivery system for the underserved populations in Lincoln, as
described below. The community is now interested in moving further along the process to meeting the
“triple aim” of providing better care for individuals, better health for populations, and reducing per
capita health care costs.

As of the writing of this report, steps are being taken to implement the large Medicaid coverage
expansion provided for in the Affordable Care Act (ACA), and to establish health insurance exchanges
where other low-income individuals will be able to purchase health insurance with the assistance of
subsidies. At the same time, significant features of the ACA are subject to legal challenges. The CHE
recognizes that if the ACA is implemented as currently written, the medical care delivery system will
need to be strengthened in order to have sufficient capacity to care for a large number of newly insured
individuals who will be seeking care. The CHE also recognizes that even if the ACA is fully or partially
dismantled, the local medical care delivery system will still need strengthening, in order to continue
providing care to the Medicaid and uninsured population. The bottom line is that the delivery system
needs to be strengthened irrespective of what happens with health reform at the national level.

A well-functioning safety net requires partnerships such as health systems and providers coming
together to focus on the delivery of care for uninsured and Medicaid populations. Lincoln already has an
infrastructure in place that includes a very committed medical society, numerous volunteers and
existing partnerships such as ED Connections, People’s Health Center, Health 360, Medication
Assistance, and the Health Hub.

= ED Connections: This is an innovative local program based on identifying and focusing care
management efforts on an at-risk population of approximately 4,500 frequent emergency
department (ED) users. ED Connections has identified these patients over time and having thus
defined the population, they are now able to receive notifications when a patient is seen and
share clinical information with ED physicians. It would be ideal to expand this program, as it has
been proven effective but there is additional need.

» People’s Health Center: Founded in 2003 as part of a community effort to establish a medical
home for the area’s uninsured and underinsured, PHC has grown from one physician to a
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provider staff that now includes 3 FTE family physicians, 4 FTE mid-level providers and several
volunteers, in addition to a large dental practice. In 2010, PHC saw nearly 30,000 medical
encounters and more than 8,000 dental encounters.

¢ Health 360: This is a comprehensive and collaborative program with many community partners
and individual and corporate sponsors designed to assist people in getting the medical care they
need. Administered by the medical society, the program links uninsured individuals with
physicians willing to provide needed care. The success of this program is due to widespread buy-
in not only to the concept but also to the need to adhere to protocols regarding referrals and
diagnostic testing (e.g., no “wasted” referrals).

« Maedication Assistance: The Medication Assistance Program of Lincoln (MAPL) helps individuals
in need to access their prescription medications. Each year MAPL saves its clients millions of
dollars by receiving free medications from national drug assistance programs. Program
assistance is available for single individuals that make $19,000 a year or less and married
couples that make $25,000 or less.

e The Health Hub: Health Hub staff help individuals in need to access assistance programs such as
General Assistance, Medicaid or local programs by helping them complete all application
paperwork and advocating for them until they are able to access care.

The overarching goal in strengthening the safety net would be for hospitals, private physicians,
specialists and clinics to come together to close the current gaps in the safety net in Lincoln and
Lancaster County and to create a seamless system of care. A key part of this effort would be to
manage the care of the targeted population through implementation of an information technology
(IT) system that would link the various providers together in a virtual system. (See Appendix C for
recommendations for a comprehensive approach to Health Information Technology in Lincoln).
Currently, there is little or no IT connectivity although some efforts are underway through the
electronic Behavioral Health Information Network (eBHIN).

Strengthening the safety net should also include recognition of other gaps in care and services than
those mentioned above, particularly related to the elderly, including what we heard regarding a
community concern with discharging elderly patients from the hospital with inadequate support at
home. In the past the organization providing elder care services in Lincoln/Lancaster County provided
resources for supporting the elderly in their homes; however each year over the past few years they
have had to make cuts which have affected the provision of care and service in this area. As noted in the
Environmental Scan (Appendix B) by age, the largest rate of population growth is projected for the 65+
age group. By 2040, as a result of growth rates each decade from 2020 to 2040 of 51 percent, 38
percent and 15 percent, those that are 65 years of age and older will be 18 percent of the population,
compared to 11 percent in 2010. It is important that care and services for the elderly be included in the
community discussion and efforts to coordinate services.

A seamless system of care would also include the integration of behavioral health and primary care
services. HMA believes that the planned change at the County level to divest from the Community
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Mental Health Center creates the opportunity for new partnerships that can foster greater integration,
and these issues are discussed in the section on mental health.

Local efforts to better coordinate services (Health 360, the Health Hub) deserve a great deal of credit for
making progress toward targeting the available resources. However, implementation of a truly
integrated health care delivery system requires commitments and representation from community
leaders: hospital/health system professionals, providers, the business community, county board, state
politicians, law enforcement, consumers, the public health department, and volunteers in
Lincoln/Lancaster County. A proposal for a governing body to make sure these efforts stay on track is
discussed in the section on governance. Specific recommendations related to the delivery system are

outlined below.

Recommendations

Establish an organization tasked with delivery system coordination responsibility. There are a number
of interrelated tasks that, when viewed as a whole, will foster the creation of a seamless safety net
medical care delivery system. These include, but are not limited to, establishing criteria for funding (see
Sustainability section), expanding the capacity of PHC (see FQHC section), and forming new partnerships
for the provision of mental health services (see Mental Health section). It is essential that a cross-cutting
group of community leaders take on responsibility for “connecting the dots” and making sure that the
various efforts that are under way are coordinated in such a way that they support the development of
an integrated system. The organization discussed in the Governance section should take on this

responsibility.

Explore creation of a safety net Accountable Care Organization (ACO). Accountable Care Organizations
(ACOs) commit to taking responsibility for providing care to a defined population. To date, the primary
focus in ACO models has been the Medicare population, and the federal government is in the process of
promulgating rules governing this model. Communities across the country have recognized that the ACO
mode! of coordination offers promise for care of the Medicaid and uninsured population, and have
begun to form safety net ACOs. HMA recommends that the Lincoln community work toward establishing
an ACO model of care and approach the Center for Medicare and Medicaid Innovation (CMMI) for
financial support of these efforts (see Sustainability section).

Pursue the acquisition and implementation of an information technology (IT) solution. A crucial
element of having a fully coordinated delivery system is an IT system. This recommendation, and the
steps involved, are discussed in detail in Appendix C.
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V. Sustainability: Short and Long-Term Financing Strategies

Introduction _

A major goal of this project was to identify strategies to build a stable, sustainable base of financial
support for the safety net in the long term. While it is clear that there is a great spirit of volunteerism in
the Lincoln/Lancaster County region, it is equally clear that more support is needed for the providers
who care for the indigent and uninsured. Several issues/challenges highlight this reality, including:

1. The county’s plan to divest itself of the Community Mental Health Center;

2. The unsustainable cost of the General Assistance program, especially in the context of the public
discourse about reducing the size of local government;

3. The financial and capacity challenges experienced in recent times by the People’s Health Center;

and

4. The growth in activity and prominence of efforts to fill service gaps, not all of which are well-

coordinated.

Guiding Principles

Efforts of this magnitude need to be guided by a set of principles the community can agree upon. These
should be regularly revisited and participants should be reminded of them as part of a strategy to
maintain buy-in when difficult decisions have to be made. HMA proposes that the Lincoln community

start with this set of principles.

Guiding Principle 1: To the greatest degree possible, efforts should be made to identify new sources of

funding.

When looking for new sources of funding, the first choice is invariably federal funding. Unlike local
sources that depend upon philanthropy or property taxes, where it is much harder to generate
increased support, there are multiple ways in which communities can leverage increased federal funding
without the need to make difficult decisions at the local level. The challenge for Lincoln in this regard,
however, is that in many cases the enhanced federal funds cannot be accessed without the cooperation
of the State. It was made amply clear to HMA, both by the State and other informed stakeholders, that
there is a great deal of reluctance on the part of the current State administration to seek new sources of
federal funding. Our recommendations take this into account but it is still wise policy to remain
informed about potential new federal revenue sources, in case the outlook should ever change.

Guiding Principle 2: Funding already in the system should be optimized.

HMA observed that there is a great deal of support, both monetary and in-kind, that is devoted to the
care of the indigent in Lincoln. The crucial challenge is to secure community agreement to work together
to ensure that the support is directed to areas where it can do the most good, and is distributed
according to some sort of a comprehensive strategy. HMA's recommendations address the issue of
targeting and optimizing the funding that is already going into the system.
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Guiding Principle 3: All key players should have “skin in the game.”

As explained in other sections of the report, HMA is recommending that responsibilities for certain key
activities (e.g., mental health and general assistance medical care) be transitioned to other parties.
However, it is crucial that the funding that has historically been allocated to these functions follow along
and remain in the system. Both the financing and the governance recommendations relate back to
maintaining the support and the engagement of the County throughout the transition and into the

future.

Recommendations Related to Establishing an Overarching Strategy

In an environment of high need and limited resources, it is more important than ever to be strategic
about funding. This means that funding should be targeted in such a way that it supports, rather than
detracts from, the ability of the safety net to operate in a cohesive and cooperative fashion. In addition,
agreements that preserve the system’s current funding should be put into place. The three
recommendations presented below are based on these ideas as well as the principles above.

Institute an up-front agreement that there be maintenance of effort. As discussed elsewhere in this
report, plans are under way for the County to divest itself of the CMHC. In addition, HMA is
recommending that there be a change in the delivery of health care services to General Assistance
program enrollees. Neither of these changes should take place, however, without an up-front
agreement as to maintenance of effort. The County funds that support local efforts should continue to
be available to the system even as the structure changes. In fact, by making the funds available the
funders will be able to leverage additional dollars to support a more efficient and effective system, in
that the funds can be used as match as described in the discussion about Medicaid funding.

Establish a Funding Committee. The Governance section of this report lays out a structure for
community leaders to implement and monitor progress on the recommendations outlined in this report.
A key part of that structure should be a Funding Committee whose assignment is to foster coordination
in support and giving toward the various efforts that take place with respect to the safety net. This
committee should provide a venue for the CHE, hospitals, and other donor organizations to share with
one another their priorities and funding plans, and also to compare those plans with the expectations
and criteria around where funds should be targeted, as discussed below.

Articulate a set of expectations related to eligibility for funding. One of the first activities of the
Funding Committee should be to articulate a set of criteria by which the major donors agree to adhere
when making decisions about which efforts in the community to support. The purpose of this
recommendation is to foster not only better coordination between funders, but also to begin to redirect
funding to safety net players who agree to be part of a more coordinated system. Criteria can include
such factors as agreement to pursue applicable program eligibility for patients, agreement to adhere to
referral protocols, and cooperation with established community efforts that are aimed at coordination
of available resources. These criteria should be discussed and publicized so that they have maximum
community impact. HMA does not mean to suggest that it is possible to control the actions of every
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individual donor or volunteer; however, it is appropriate to provide a reasonable basis that donors can
use to make wise decisions about where to direct their support.

Recommendations Related to Health reform

The Affordable Care Act (ACA) includes provisions that make new funds available for certain purposes.
One such purpose is for the support of innovative efforts to improve care. Another is for enhanced care
coordination services for Medicaid enrollees with chronic conditions. Both of these are discussed below.

Apply for funds from the Center for Medicare and Medicaid Innovation (CMMI). The CMMI, which is a
part of the Center for Medicare and Medicaid Services (CMS), 