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Presentation Outline

1) Skilled Nursing Bed Rates

2) Skilled Nursing Facility Reimbursement
3) Kindred Facilities in San Francisco

4) Discharges to Skilled Nursing Facilities Out-of-County
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San Francisco’s Skilled Nursing Bed Rate

Number of skilled nursing beds

SNF Bed Rate = |
Number of adults 65 and older per 1,000

¢ Currently, San Francisco has 20 skilled nursing beds for every 1,000 odul'rs 65
and older

° [f number of SNF beds remains mngi‘@n%, in 2030 San Francisco's bed rate will
decrease to 12 beds per 1,000 adults 65 and older

« If San Francisco were to maintain its current bed rate as the population ages, the
city would need 4,083 licensed SNF beds by 2030—an increase of 1,644 beds
over the current supply
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Skilled Nursing Bed Rates (Continued)

Projections are based on three Population 65+
assumptions: 500,000
' 252,427
250,000
1) San Francisco ages as 200,000
projected
150,000

' 2) The number of skilled nursing
beds remains constant | 100,000

3) The Cif)’ wdants fo keep The Sqme 50,000 —— S
bed rate 2020 2030 2035 2040

Source: California Department of Finance, 2016

9/5/2017 Office of PoAByahd Planning 4




~Skilled Nursing Facility Reimbursement Rates

~ Type of Ski‘lled Nursing Care S‘kﬂled‘Nursing Setting Medi-Cal Medicare

General Skilled Hospital-Based ~$300-$500/day
‘ , ~$500-$900/day
Nursmg Freestanding ~$200-$300/day
Hospital-Based ~$890-$933/day
Subacute Care >$900/day
| Freestanding ~$400-$600/day

Source: California Department of Health Care Services, 2016
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Kindred Facilities in San Francisco

‘ 'Pﬁvﬁ'ehir; Pc‘_lyer'S'burcérdh

‘  Facility Beds e - . New O ‘eraid:r"f’f
* Kindred provides [ L membest s
25 (yo of q" SNF Kindred Victorian 90 SOMA;‘SQ‘;S:' - Providence Gréup
“beds in San 120 Medica
-] . . QM d
Francisco | Kindred 19th 140 |+ 1 Manoged Care
Avenue ¢ 1 Self-Pay
* 5 Other
Aspen
. * 106 M.edi-chI
* Three new | indred Solden 120 | 8ot cor
. * 3 Self-P
operators will run e
[ g ® . i-
Kindred’s five ; ?8 ggg;cg%c
GHEG , & @ . . 4
facilities in San Kindred Tunnell 180 |1 15 privarg insurance
e * 4 self-pay .
FI'G NCISCO * 4 Other Generations
| * 34 Medicare
Kindred Lawton 68 * 16 Managed Care
* 5 self-pay
2815

Source: California Office of Statewide Health Planning and Health Development, 2015



| NFs Out-of-Cou ni'y ‘

Discha rg es to ¢

Zuckerberg San Francisco General Hospital SNF Discharges,

* SFDPH is requesting data from San  FY 2016/2017

Francisco hospitals . 900

* In FY 2016/2017, ZSFG made f‘;g
827 discharges to SNFs 400

e 746 (90%) of discharges were 500
made to in-county SNFs 400

* 81 (10%) of discharges were made 300

to out-of-county SNFs 200

 Of the 81 discharges to out-of- 100

. ) All discharges to  Discharges to in- Discharges to out-
residents. This represents 6% of aill SNFs county SNFs of-county SNFs

discha rges fo SNFs. ' B San Francisco Residents B Out-of-County Residents
2816 7

county SNFs, 40 were San Francisco
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2’s Skilled N

ursing Un

~» CPMC St. Luke's Skilled Nursing Unit is expected to close in October 2017.
This closure will:

1) Decrease the total number of skilled nursing beds in San Francisco by 79
(39 skilled nursing and 40 subacute skilled nursing)

2) Eliminate all subacute beds in San Francisco

* This reduction of hospital-based skilled nursing beds is likely to create a
capacity challenge in San Francisco and is reflective of an industry-wide
trend |

* The Health Commission will hold two Proposition Q hearings in August and
September to determine the impact of closure
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TYPE OF SKILLED NURSING CARE

CATEGORY CHARACTERISTIC
GENERAL SUBACUTE*
CAPACITY Licensed beds in San Francisco 2,502 40
SUPERVISION 24/7 \
Physical therapy, occupational therapy, speech therapy v
Wound care, intravenous therapy, injections, monitoring J J
of vital signs
SERVICES Assistance with bathing, eating, dressing, feeding, J J
transferring, toilet hygiene
Ventilator care, complex wound management, N
infravenous tube feeding
*Subacute patients are medically fragile and require more infensive ccre.
Office of Policy and Planning 3
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Licensed Skilled Nursing Beds in San Francisco,

2003-2020 R
4000
3,502
3500 ——\/\
3000 e
2,542
2500 3
2000 2,463
1500
1000 1,223
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0
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=s==Hospital-based = ~Freestanding =e=All SNF

Nationally, the number of
hospital-based skilled nursing

beds has fallen by 63% from
1999 to 2013

With a static bed supply, San
Francisco’s total skilled nursing
bed rate would decrease from

21 to 12 beds per 1,000
adults 65+ by 2030
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With this closure,
skilled nursing beds
across all CPMC
hospitals have declined

by 83% since 2013

7/25/2017

Licensed Skilled Nursing Beds

2017

2013 2014
California 101 0 0
Davies 38 38 38
Pacific 0 0 0
St. Luke’s 79 79 0
(40 subacute) - (40 subacute)
TOTAL 218 117 38

Office of Policy and Planning




Across the state:

* 11% of subacute beds
(5623) are located in the
Bay Area

* 36% of subacufev beds

are in hospitals

| SantaClara | 223 |

Los Angeles 2,193 56
Orange 532 16
San Diego 423 11
San Bernardino 384 8

Glenn

10

Riverside 139 4
Ventura 114 3
Fresno 83 2
San Joaquin 72 2
Tulare 67 2
Contra Costa | 2
Sacramento 52 2
Kern 51 1
['  San Mateo | . 44 { 1
Yolo 44
San Francisco™ 40

RN oL o ol [ g

TOTAL

4,727

125

* Estimated closure date October 2017




* The Development Agreement:
* is silent on the provision of skilled nursing beds by CPMC

° required CPMC to work with DPH and other hospitals to develop proposals for
providing subacute services

° In 2016, DPH, hospitals, and community providers completed the Post-Acute
Care Project Report putting forth short- and long-term recommendations,
including:

* Create a citywide Post-Acute Care Collaborative

° Explore new incentives and funding options to address current gaps in facility-based
care and bring new skilled nursing facility and subacute providers into the market

* Explore public-private partnerships to support alternative post-acute care settings
° Identify a process for delivering real-time post-acute care information

7/25/2017 Office of Policy and Planning 7



* As recommended in the Post-Acute Care Project Report, the San Francisco
Section of the Hospital Council of Northern and Central California launched
the Post-Acute Care Collaborative (PACC) in March of 2017

* The Collaborative includes key leaders from private non-profit hospitals, DPH,
Deparitment of Aging and Adult Services, the Jewish Home, and others

e The mission of the Collaborative is to develop solutions that improve the
accessibility and availability of posi-acute care for low-income and
vulnerable populations

e The Collaborative is meeting through the end of the year and will release a
report later this fall

1/25/2017 Office of Policy and Planning



~» A reduction in hospital-based skilled nursing beds strains the remaining supply
of beds in San Francisco, but is reflective of a nationwide trend

* San Franciscans needing subacute care will need to be placed out of county

* Access to skilled nursing care, including subacute care, is o citywide and regional
challenge

~ © DPH has initiated regional discussions and the Post-Acute Care Collaborative will
- work on citywide recommendations

° The Health Commission’s Proposition Q hearings will be on 8/15 and 9/5

7/25/2017 Office of Policy and Planning 9



My name is Gary Birnbaum. | have been a physician and a part of the St. Luke’s
subacute team since 1996, and since 2008, | have been the medical director.

The plan to close the SNF/Subacute unit is not new. 12 years ago when CPMC
took over St. Luke’s, the rationale was that the subacute unit was losing money.
Bryant Godedell, the temporary CEQ of St. Luke’s at the time, clarified. The unit
actually contributed S2million over direct costs, however, when loaded with
indirect costs, CPMC was able to show a loss for the unit. Sutter’s indirect cost
allocations only exacerbated the “issue”. Ironic that the profits of the unit
became the focus of a not-for-profit hospital.

Two things make the St. Luke’s subacute unit unique to any other:

1. The physicians, the nurses and the staff on the floor. The subacute
physicians are personal physicians who accept responsibility from
admission to discharge. The RNs, LVNs and CNAs work on the subacute unit
because they want to. They are my eyes and ears 24/7. Many have worked
in the unit more years than | have. There is a difference in care\/‘jn
patients are cared for by physncnanyﬁwhm C\j&

2. The unit is hospital based. Many patients come from elther neurosurgery
or stroke neurology or the ICU with multi-system disease. Most are on
ventilators with tube feeding. We have developed a working relationship
with hospitalists and the attending intensivists pulmonologists. A complex
subacute patient is seen by the same cardiology group, the same
neurosurgeons, the same infectious disease doctors with ready
consultation from stroke neurology. These are the same doctors that saw
them in the ICU from whichever campus they were first admitted. Many
patients have moved from the ICU to the subacute unit and back to ICU. All
this occurred almost seamlessly and the ability for rapid response team in
conjunction with the hospitalists who know these patients, had the patients
back in the ICU within minutes.

| have with me here today, Jocelyn Won who came to the subacute unit after a
severe thyroid storm leaving her on a ventilator. With liver failure and renal

\‘@q " o Jestign 3 i?@};a




failure, she required several rapid trips back to the ICU. | can say with 100%
certainty that had she not been in the hospital based unit, and not just any
hospital based unit, but our unit, she would not be here today. | am honored to
be part of the team that saved her life. Subsequently, she was able to do
something | think every person in this room would have wanted to do. She joined
a group of 50 Americans of Asian descent to walk with then President Obama
across that bridge in Selma. It reminds us all of what one should do when basic
human rights are being restricted. Itis sad that there are people here today who
need to be reminded that healthcare, and | mean excellent healthcare, is a right
and not a privilege.

Then there is the case of Donella Komisar. She was the last true outside of CPMC
patient admitted from UCSF at the end of 2011. She came to us with Amsan, an
uncommon neuro-degenerative disease similar to Guillume Burret, on a
ventilator with total parenteral nutrition, completely paralyzed and not nearly as
stable as she had been billed by the intensivists at UCSF. One day her Gl tract
dialated up and came close to almost exploding. Today she is an artist, a
gardener, the matriarch of her family and a fantastic cook. She is a woman of
Native American descent who just so happens to make the best matzah ball soup.

The case of Mr. Phillips who occupied the same room shortly after Ms. Won
vacated it. He was weaned from a ventilator after we helped him lose 100 lbs and
convincing a large extended family not to stop bringing treats, no matter what he
tried to tell them. One morning, | saw him at 9:00am. All his vital signs were
stable; he looked stable. 25 minutes later while | was in the nursing station, he
was in septic shock from a urinary tract infection. The nurse had already called a
rapid response and he was up in the ICU within 5 minutes. He has been out of the

subacute unit several years; he has had other hospitalizations, but he has not
been reintubated.

There have been many, many more.




A 75 year old man who was septic on a ventilator with a history of depression. His
wife died while he was in our care and he wanted his life support removed. We
treated his depression, weaned him from the ventilator, and he walked out the
door, living an additional 4 years and having married his college sweetheart.

A young mother who 5 days after a totally normal pregnancy developed every

conceivable post partem neurologic complication associated with a normal

pregnancy. She was airlifted to St. Luke’s. She was paralyzed on a ventilator who
subsequently walked out the door only needing to take an aspirin.

| would like to cha!lenge anybody at Sutter to place a “value” on any of these
lives and explain to me how these lives don’t fit their business plan.

Part of a tertiary care system, includes the care for patients who should not be in
the ICU for months on end, but who need to be close to one. There isn’t a single
facility on the list provided to the families that meets these needs. Many don’t
even have subacute units, but are just SNFs. Interestingly, CPMC just gave the
junior administrator who composed that list an award........showing us that the

Peter principle is alive and well.....or how managers rise to the level of their
incompetence. '

With no definitive plan in place for the subacute unit, | initiated a meeting in early
2016 with Warren Browner MD and asked Benson Chen, MD, who is in charge of
all ICU TCU (transition care), to join us. At this meeting, Warren said to me “oh
Gary, it isn’t a matter of if, it is a matter of where.” The “where” being definitely
within the CPMC system. We discussed several options, but Dr. Browner couldn’t
commit to an exact location because there was some shifting of census patterns
and not about bed counts. Dr. Chen, who had concerns about where the
increasing number of ICU patients who needed the type of care we developed
and offered would go post ICU, and | left the room reassured.




Moving forward, | see multiple options for the city, Sutter, and St. Luke’s. Barriers
in the road should not mean the end of the road, but should be looked at as a
detour still leading us to the same end....... that of a hospital based SNF/subacute
unit '

Obviously decisions are not made at CPMC, but are made in the board room of
Sutter in Sacramento.

What to do now? Blame can be assigned to all-participants from the vague
noncommittal wording from the blue ribbon commission to the other hospitals in
the City of SF thinking they could drop the problem on Sutter’s doorstep, to the
publicly funded hospitals UCSF and SF General, and to DPH and the Health
Commission.

1. Keeping the SNF/subacute unit open and increasing the subacute back to
60 beds as it will be accepting patients from the outside. The SNF could be
admitting CPMC patients by risk stratification to those who have a high
possibility of returning from the SNF to the acute.

2. On a temporary basis until a long term permanent solution is found, the
1970 tower could house the SNF and the subacute until 2030. With an
independent evaluation as to the safety of the building.

3. A new professional building and a new SNF/subacute unit built on the
footprints of the 1955, 1912, and the Hartsel building.

4. The SNF and subacute units could be partially funded by the other hospitals
that will benefit the City of SF and by private donation from those
individuals who have accumulated phenomenal wealth and who have
shown a predisposition towards naming medical facilities.

5. Other possibilities include utilizing the 1970’s General which has space
available, a new SNF for the Chinese Hospital which is sitting empty, or a
more pnvate Opt|on with the Kentfield LTAC at St. Mary’s getting more
spaceina hospital that has it to rent. If any form of public/private



partnership comes about, there has to be union wages for all and open
elections for union representation,.

Time is of the essence and any resolution from today’s meeting should have the
formation of the committee with representation from all interested parties.
Sutter needs to be represented by the people who can make decisions and
control the Sutter money. The committee must be given a strict time frame and -
the board should be able to enforce penalties for non-compliance. Each meeting
must have a concrete result, not just a plan for a new meeting.

I think the CEO of Sutter, Sarah Krevins, should be invited to the board of
supervisors meetings. Those directly underneath her in the Sutter hierarchy
should participate in the actual decision making. While here, Ms. Krevins should
come to the sixth floor of St. Luke’s and meet with the families, see the patients
and gain an understanding just what we have been doing the last 20+ years.

Sutter, in its literature tries to portray her as the super competent high-powered
CEO with a soft mom’s side. | can understand. | was a single dad, a doctor in
private practice and also the medical director of a growing subacute unit. So if
she shows up, I'll bring the milk and cookies. | am an empty nester with a little

~ extra time on my hands.
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c/o Jobs with Justice, 209 Golden Gate Avenue, San Francisco, CA 94102 Contact:
Gordon Mar, gordon@jwijsf.org, (415) 840-7420

September 12, 2017

SFHH]JJ Proposals for Action by Board of Supervisors regarding the Loss and
Demise of Post-Acute Care Beds in San Francisco

1. Issue aresolution that Sutter/CPMC not reduce the medical personnel and
other resources needed to maintain the number of staffed SNF beds in the
Sub-Acute Care Unit at St. Luke’s as of August 1, 2017, until there is available
the same number of beds at an equivalent level of staffing.and resource
support elsewhere at CPMC facilities within San Francis¢

2. Issue aresolution that there now is a crisis in the a
based SNF including sub-acute care beds within:th
Francisco and the San Francisco Bay Area, wik \
several years.

ity of hospital-

e within two months a
tals that are licensed or

3. Direct the Department of Public Health to'p
report 1dent1fy1ng all beds in San Franc1sco

term and long-

Francisco {
hospitals.

nactment of local legislation requiring the imposition of fines

whenever a private hospital or healthcare facility removes a SNF bed

- from service without guaranteeing beforehand the availability of a
similarly staffed bed elsewhere within the City and County of San
Francisco.

c. The enactment of local legislation that mandates the minimum
number of and range of hospital-based post-acute care beds that
public and private hospitals within the City and County of San
Francisco must create and maintain.




San Franciscans for Healthcare, Housing, Jobs and Justice (SFHHJJ)
c/o Jobs with Justice, 209 Golden Gate Avenue, San Francisco, CA 94102
Contact: Gordon Mar, gordon@jwjsf.org, (415) 840-7420

The Loss and Demise of Post-Acute Care Beds in San Francisco

The problem:

Short-term: CPMC Sutter plans to close St. Luke’s Skilled Nursing Unit in October
2017, resulting in the closure of 79 post-acute beds, including 40 sub-acute beds, in
San Francisco County. Closing this unit will make San Francisco County the only
county in California to have no sub-acute beds. '

Bigger picture: San Francisco has a shortage of post-acute care beds, including
skilled nursing and sub-acute beds. As a result, patients that require post-acute care
wait in acute care hospitals for beds in San Francisco to open up and/or be sent to
facilities outside of San Francisco County.

Definitions of care levels:

Post-acute: a range of medical services that support an individual’s continued
recovery from illness after a stay in an acute care hospital

Skilled nursing: accommodates needs such as physical or occupational therapy,
wound care and intravenous therapy, and assistance with activities of daily living
(bathing, eating, dressing, toilet hygiene)

Sub-acute: a category of skilled nursing for medically fragile patients with needs such
as ventilator care, complex wound management, and tube feeding

The facts:

The number of licensed skilled nursing beds, including sub-acute beds, in San
Francisco decreased from 3;502 in 2003 to 2,542 in 2013. Not all licensed beds are
staffed so the number of available beds is even lower.

There are only 40 sub-acute beds in San Francisco, all of which are at St. Luke’s. Most
other California counties have more sub-acute beds. For example, Los Angeles County
has 2,193 sub-acute beds, 55 times as many as SF despite having just 9.6 times as
many discharges as SF.

The number and percent of total discharges from San Francisco hospitals to SNFs
decreased between 2013 and 2016 by 759 and 0.8%, respectively.

San Francisco Discharges to

SNF 2013-2016
8800 7.8%
8600 - 7.6%
8400 7.4%
8200 7.2%
8000 7.0%
7800 - L 6.8%
7600 6.6%
7400 : : : 6.4%

2015

R { s




e A smaller proportion of patients discharged from hospitals in San Francisco in 2016
went to SNFs compared to the rest of the state (6.8% versus 8.8%). It is unclear how.
many of these SNFs were located in San Francisco.

DISPOSITION Statewide San Francisco
Routine (home) 70.8% 68.9%
Home health services 10.4% 12.9%
Acute care hospital 2.3% ' 3.1%
Skilled Nursing Facility 8.8% 6.8%
Residential care 0.4% 0.7%
Critical Access Hospital 0.0% 0.0%
Inpatient rehab 0.9% 1.2%
Other* 6.3% 6.3%

*Other includes prison/jail, against medical advice, cancer center, hospice care, psychiatric
care, disaster care site, and died.

e Many patients who are discharged to sub-acute care or SNF spend a long time in the
hospital prior to discharge. The following table shows the length of stay (LOS) for
patients discharged from UCSF hospital to sub-acute care and SNF between 2012 and
2016. This single hospital example points to the additional acute care hospital
resource and cost consequences when there are delays in transferring dischargeable

patients to appropriate post-acute care facilities.
LOS (days Sub-acute care SNF

<10 38% 62%
10to 19 26% 23%
20to 29 12% 8%
30to0 49 12% 4%
50 to 99 7% 2%
100 to 149 4% 0%
150 to 199 . 0% 0%
> =200 1% 0%

This Fact Sheet was prepared by Dr. Grace Hunter, a hospitalist and researcher at UCSF, for
San Franciscans for Healthcare, Housing, Jobs and Justice (SFHHJ]).
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Artlcle on Sub—Acute Unit at Samt Luke Hospltal

1 message

Bruce Allison <bruce94103@gmarl com> Sat Aug 12, 2017 at 6 03 PM

To: poormagazine <poormagazine@gmail.com>, bruce94103 <bruceg4103@gmall com>, Gioioa Von Dnsterlo
<gioioa@hotmail.com>

Saint Luke's Administration does not like old people.
By Bruce Allison and Kathryn Galves

The older we get, the sicker we get. San Francisco only has one Sub-Acute Unit in the City. Let me explain to you readers
- what Sub-Acute is. Take me for example: | am not a spring chicken anymore. 1 am an old tough bird. There are two levels
of treatment if you had heart attack or you stop breathing. You get stabilized in the ICU (Intensive Care Unit) where you
have tubes sticking In every part of your body from machines helping you to breath and your brain stays stimulated.
Tubes going in your arms and feeding you while other tubes are giving you medicine. A tube going up your bladder to
help you pee. All of these are used on you until you become fully conscious. This is called the Acute Unit. Now the Sub-
Acute Unit is where you go and you may only need one or two of these devices.The main device is a respirator. You are
able to talk to your family or love ones. While on this device you will need 24 hours of care per day. Medicare only pays
for the first hundred days. If you don 't have Medicare it will come out of your pocket or from your Insurance. it still comes

out of your pocket in the form of premiums from your insurance company. Until we get Single Payer this nightmare wili
continue - '

.

The only Sub -Acute Unit in the City is Saint Luke's Hospital. They have a total of 75 licensed beds for this unit, They are
using only 25 of these beds. Don't listen to the mythology on one of my colleague's of a major newspaper. Peaple have
been turned away from these beds and they are planning to close the only hospital in the City that has them. The closest
hospital that they would be sent to.is in Sacramento. Most of these patients are great grandparents Their own children

- that come to visit them are 65 years old and above and the Grand kids are working parents. The patients are lucky to see
their great Grand kids. -

After October all this will change for the worst. Some of these patients may go down as far as Los Angeles, and the lucky
ones will go down as far as Sacramento. If you are going to take them home with you, it will cost you $15,000.00 per
month. Unless you are a doctor, CEO or you've won the lottery. For the rest of us, there is no hope. Why is it bad that you
have to leave your parents alone? Only visit them once a month and in some cases once a year if you have to go down to
Los Angeles. It will cost you $50.00 round trip per person per week if you visit your parents once a week in Sacramento
via Greyhound plus The Sacramento Local bus will cost about $5.00 round trip, The nightmare begins if your loved one

- gets sént to Los Angeles and you don't drive. It will costs you $200.00 round trip by Greyhound or train. .Plus living .
expenses while you are visiting Los Angeles will $75.00 to $100.00 per day more or less, That is on the low end. &3;}
If you don't like this, and you live in San Francisco, phone your local supervisor and say, "Stop Saint Luke's from kicking

“ out elders and save the Sub-Acute Units." Or this may happen to you because this is the only Sub-Acute Unit in San
Francisco. Laguna Honda Hospital has turnied into a rehab center.The average patient stays 30 days or less.

Bad news Bruce signing out.
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FAMILY COUNCIL STATEMENT FOR SF HEALTH COMMISSION
HEARING ON SEPTEMBER 5, 2017

Good afternoon Commissioners. My name is Raquel Rivera and | am the
Family Council Coordinator for St. Luke’s sub-acute unit. My sister Sandy
is a patient there. We would like to thank the Commissioners for allowing
the Family Council to make this presentation before you. The families want
to start by sharing a video of some patients’ critical conditions and needs.

[VIDEOQ]

| would like to point out that Raymond Orello, a sub-acute patient of 9 years
at St. Luke’s Hospital was transferred in July to another facility in San Jose
and we were not able to include him in the video but we were able to visit
him. | asked Raymond where was his family and he stated that they are all
in the cemetery. He said that he felt pressured to move because the social
worker appeared in his room with a priest. She told him the longer you
wait, the farther you'll have to go, as far as Sacramento so he felt that he
had no choice. He also stated that since the move, his health has
deteriorated. He is in a lot of discomfort. Raymond requested to have the
same oxygen equipment that he had at St. Luke’s which worked better for
him because the one he has now makes it difficult for him to breathe or
talk. In one incident at the new facility, the tube that provides him oxygen
disconnected and fell on the floor and he could not breathe. He was
banging on the side of the bed for help and the nurse came and connected
his life support back. He was told that if he needs different oxygen
equipment, he would have to leave to another facility. He said he no longer
has the will to live and he is just waiting to die. Here’s an example of
transfer trauma.

1. CPMC was inconsistent with their information on the closure, the
transfer of patients, and the facilities to choose from.

a. For example, we were informed, through a packet, that was
either left in the patient’s room or mailed that the deadline was
October 31 which caused anxiety and stress on the patients
and their families because it was very short notice and
unexpected! No one saw this coming!

2806



b. Now, we are being told 2 months later AFTER our Family
Council meeting that it's a soft date and that patients will
continue to be cared for until they find another facility for them.

c. We keep hearing about “transition” and reducing transition
trauma and provide follow-up. This certainly didn't happen in
the case of Raymond Orello. I'm afraid he will die soon.

d. The template list of facilities they provided to every family
member with different needs had to contact each facility
themselves to see if their loved one could be accommodated.
Most if not all locations would not take our family members due
to either insurance issues or other specific patient needs. Now,
the case manager and administrators are stating they will
research the facilities. So then why did the social worker
contact my mother recently a second time about a location in
San Jose for my sister knowing that is too far away! They are
still not listening to the families’ needs! They are being robotic!

. CPMC écquired St. Luke’s with the sub-acute unit already there. It
should have been included in the new hospital plans.

. CPMC states that they have no room or beds available for any of the
sub-acute patients. They should have put aside those beds in the
first place when they made their plans and should be required to do
SO NOW.

. GPMC does not have an action plan for the sub-acute patients when
they decide to close on October 31st. We request that the sub-acute
unit at St. Luke’s remain open past the deadline as there is no urgent
reason to close it on October 31st until a thought out alternative is
found. '

. St. Luke's is the only hospital based sub-acute facility in San
Francisco and closing this facility will leave the City and County
without the needed services that could determine the difference
between life and death of a patient.

. Moving these critical patients out of San Francisco will be detrimental
to their health with the uncertainty of a new location and skilled

2
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11.

12.

nursing staff. It would leave them extremely medical fragile and
stranded in another community many miles away from family and
friends. They will die as they will no longer be in their familiar
surroundings receiving the same level of care from staff and support
from their families. |

. Many of these families live and work in San Francisco and rely on

public transportation and the fact that St. Luke’s is easily accessible.

. CEO Warren Browner speaks that it's not about money that it's about

no room and no beds. Tell me who made the rule that you need to
have 274 of just acute beds? So if it is about the beds, why can’t you
make it 234 acute and 40 sub-acute and why don’t you renew the
license to the new hospital? Is it really about no room or is it about
profits?

. St Luke’s should set the example for other hospitals and set the trend

of providing this needed service to the community. You know how
much a big deal that would be. You would be a hero. You keep
illustrating that it has been a privilege for our families to stay as long
as they have in St Luke’s. So why stop now? You have not given the
exact reason on why you are closing sub-acute?

. To Mayor Lee, Board of Supervisors, Dept. of Public Health and the

Health Commission: In the beginning, the sub-acute unit was
included in the new hospital. Somewhere down the line, a meeting
was held behind closed doors that took sub-acute away. That
means a change can be done. We ask that you please go back
behind closed doors and change it back to include sub-acute
patients from the 6" floor into the new hospital.

Why is the health system of a great city like San Francisco turning its
back on its most vulnerable citizens? One of the world's greatest
cities should not be sending its most fragile residents into exile
because they need extra care.

Dr. Birnbaum, who knows our loved ones better than anyone, has

testified that they are likely to die if they are moved. For our family
members, the planned transfers come with a death sentence. ‘
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13. Commissioners, unless you help stop the closure, my sister and all
of the other residents will be separated from everyone and
everything they care about; their families, their roommates, their
surroundings and routines. They will also lose the trusted caregivers
who are their lifeline and have to rely on strangers who know nothing
about them. '

SOLUTIONS
1. The sub—aCthe needs to be:
a. In the City and County of San Francisco.

“b. The placement is hospital based and with equivalent intensity of
care as is now occurring.

c. That the site be easily accessible by public transportation.

2. Sutter should be required to renew their license for sub-acute/ skilled
nursing to continue until a solution is found. They are choosing not to.
The Development Agreement does not state that they cannot
continue these services.

- 3. Sutter should be required to maintain the current level of sub-acute
services and plan for future growth in their new hospitals.

4. For the sake of the residents whose lives depend on your actions and
their family members, please intervene and ensure that CPMC/Sutter
keep St. Luke’s sub-acute open.

In conclusion, we respectfully ask the Commission to please consider our
loved ones when you enter your vote. You are our last hope. All of the
residents and families desperately need you to stand up and stop this
injustice. Please stand with us in doing so. Their lives depend on it!
Thank you.
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St Luke's Sub-Acute SNF Closure.
September 5, 2017 '

From: Benson Nadell; Program Director;San Francisco LTC Ombudsman Program; Felton

I wish to enter the following points into public testimony pertaining to the confusing events leading up to
this untenable decision by Sutter CPMC

As far back as the Lewin Report of 2009, there was criticism of SNF beds being omitted in the Master

Plan, with a recommendation for more than those earmarked at the seismically safe Davies Campus. That

report recommended that the Long Term Care Coordinating Council take a position. This was a bad
-referral. o '

At the time, The LTCCC was enthralled by Omstead Decision, The Davis and Chambers Class Action
Lawsuit Settlement Agreements and a confusion between persons with disability being warehoused in
institutions, and persons with complex medical conditions being professionally managed by round the
clock nursing care. This Ombudsman has advocated for quality of care and life in SNF for years. At the
time, I too thought it a good idea for as many as possible to be given the option of keeping their homes as
receiving effective care-coordination-given the trend of SNF beds dwindling in number. There were
many insoluble complex details in this home and community based emphasis on LTCCC. One was that
the one-one staffing available to persons under THSS was restricted to those eligible for M-Cal. The
Medicaid Expansion, which ended at age 65 allowed for more to receive IHSS. The LTCCC was also
under the spell of the various SCAN Foundation policy initiatives which were aligned CMS directions in
getting persons out of nursing homes. This Ombudsman realized that living in most nursing homes, with
shared bed rooms, unresponsive staff, absentee doctors, with little bed side manner, a reliance on
behavioral control medications was.an untenable way for persons to receive needed complex chronic
disease management. The Ombudsman Program under Federal Law receives complaints about rights
violations; under California Law, mandated abuse and neglect reports.

During this period there was confusion between two stereotypes: persons were no longer in nursing
homes because they were disabled. No longer are there nursing homes for “ custodial care”. At the same
time , with many living alone, there was an emphasis in self-direction and choice. But choice for many
who acquire disability through an acute medical event, and live alone require supports which are often
more complex than available through the city. The two law suits were focused on LHH with the city
providing TCM and eventually funding for an expanded Community Living Fund. This was a good thing
for persons at LHH who wished to, and were capable of returning to the community- often with new
housing through Direct Access to Housing. In 2017 there is now competition with this housing with those
coming through the new homeless department.

By contrast persons coming through other hospital systems were not able to access such Public Health
and local funding( As of the present, loA Community Living Fund, is taking referrals through DAAS
Central Intake hub, with a wait-list).

The other stereo typifying narrative is that most elderly filing through hospital are on Medicare, and that
with the reduction of length of stay those persons can now be discharged to community SNF which are
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now the Post Acute Partners of most hospitals in SF. Post Acute is not long term care or focused on
chronic disease management. These beds in the remaining free standing SNF are now utilized for shorter
‘term stays of rehabilitation and recovery. Hospital based SNF had daily doctors; free-standing SNF did
not. In addition staffing patterns , with high turnover, and poor supervision prevailed in these community
based SNF. '

No! Persons do not get-a 100 days, under the various Medicare management care arrangements, a co-pay
kicks in for the 21 day and beyond. Many do not have supplementary coverage. In addition those in these

Post- acute setting must make progress, get out of bed, and learn to climb stairs, let alone be able to
transfer in and out of bed. Many do not reach that threshold and become uncovered. The Ombudsman
Program receives complaints around this concatenation of factors:People are not ready; they have stairs,
the home health agency did not arrive for days, the discharge plans did not cover details like meals,
shopping food. In addition this Post Acute model of care did not result in ramping up of staff. Person are
caught up in patterns-of poor care and communication, lack of good interdisciplinary process. In addition
the filing of appeal for more coverage, did not rely of person centered interviews but records
electronically filed. It was bewildering for many.

The hdspitals drove this process without any through- put on the process, except for bundled payment
cases for elective surgery. This was a Medicare world gone awry.

What about-complex medical coordination? That is long term care based on management of chronic
illnesses. That is covered by Medi-Cal . Most of the Post Acute Partnering SNF did not want any more
Medi-Cal persons occupying those Medicare utilized beds. So despite being Certified for billing Medi-
Cal and already having residents who were long term care, these community based SNF are pressuring
persons to get out, leave. If the person called the Ombudsman Program they would get the needed
advocacy. These Post Acute SNF would complain that the Ombudsman was messing up their business
plan. It must not be forgotten, under CMS and Title 22 All SNF have strong consumer and rights
protections , which when enforced, can in this person centered comprehensive care environment, conflict
with the business of patient flow in this Post Acute Environment. -

This business plan in the aggregate is the consequence of combined hospital policies. If there is any direct
causative factor for the elimination of the remaining long term care facilities, is lies with hospital
decisions.

CPMC has closed most of its hospital based SNF which provided in-hospital rehabilitation. This cascaded
into this new Post Acute World.

What about.custodial care? there are no affordable or low income assisted living facilities . With small
board and care homes there is no requirement for specialized staff to trouble shoot emerging chronic
health conditions. Hospital emergency rooms only admit in patient those with traumatic or serious acute
events. Many living in board and care are sent back to these sub standard setting by hospital ED, with no
discharge plan other than instructions for a person unable to self manage care. The larger Assisted living
type RCFE are expensive and with the absence of any comprehensive M-Cal Assisted Living, with rates
set using regional market price average, many low income and moderate income, being asked to leave
community SNF, have nowhere to go. Again, corporate hospital organizations say their responsibility
stops at their doors. But ask any hospital —-based MSW Discharge planner about this bleak landscape and
they shake their heads. '

No longer are persons in SNF for assistance with ADL alone. Now persons must be really sick with
chronic medical problems. '
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So with Sutter-CPMC closing the Sub-Acute Unit of SNF beds, what strikes the Ombudsman Program is
that these persons are the most dependent and most vulnerable. This is a long term care unit with
specialized services under Medi-Cal. This is not a post acute setting where Medicare coverage dwindles
after a few weeks, We must not confuse post acute with sub-acute. We must not confuse the Medicare silo
of payments and services from the Medi-Cal one which pays long term care. If one reviews the recent
history of Sutter CPMC with St Luke’s, going back to the anti-trust suit, and the concessions with the
then Board of Supervisors, St Lukes was always seen as a community hospital with a long list of
services, which since 2000 have been eliminated piece meal by the Corporate Culture of Sutter -CPMC.
The announced closing of the sub-acute unit, is of a piece with that top - down culture

Sutter CPMC has been contributory to the loss of long term care SNF beds in the community SNF
indirectly, through the closing of their in-house DP/SNF beds at the California Campus and at St Luke's
8th floor. And now in its myopic , is closing the sub acute long term care unit at St Luke's.

Sure CPMC made a deal with City and County- money was contributed to certain NCO providing
community services, from 2014-2016. But there is no answer to those in the future who may need sub-
acute care. Other hospitals with sub-acute patients do not have adequate data after discharge. If those
candidates were discharged to distances outside City and County there is no data as to mortality longevity
or longitudinal stability. In the absence of such data, a false conclusion will be made that sub acute care
1s not necessary. ’

Go back to the Lewin Study; go back to recommendations for Hospital Council Report of 1997; To the
Post Acute Report from 2/16. In an era of scarcity- cutting specialized beds is good for CPMC but not for
the people of San Francisco.

No no ..This is not a matter of persons with disability being warehoused in institutions. It is a matter of
those who need round the clock professional health care to maintain chronic illnesses: those on
continuous oxygen, on ventilators, who need suctioning, who have tubes in their trachea. What Sutter
CPMC is proposing is these persons being separated from daily visits from supportive families; being sent
to free standing SNF in a world of Post Acute Care, where those with long term care needs are in the way
of aggressive business plans.
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HEALTH COMMISSION TESTIMONY
September 5, 2017

My purpose is to try to establish some context for the issues the Health
Commission is considering :

We no longer have health care planning
¢ The days of Health Systems Agencies (HSAs), Certificates of Need (CoN),
etc. are long gone and have been replaced by market-based approaches to
health care -

‘o Even ostensibly non- proflt agencies function more like for-profit
organizations where the bottom line too often takes precedence
over patient care as a fundamental basis for decisions

o It's part of why we are in the situation we are in today over CPMC’s

, decision to close SNF/subacute care at St. Luke’s
® |nthe absence of health care planning, our coalition and the city had to
~ resort to local authority over land use planning to negotiate an agreement
with CPMC regarding their plans to build new hospitals in order to comply
with state requirements for seismic safety standards
o It'simperfect, but it’s what we had to work with

o Dr. Browner, in his testimony at the Health Commission’s August 15
Prop. Q hearing, laid some of the responsibility for their decision to
close SNF/subacute beds at St. Luke’s on that negotiated agreement
because it resulted in fewer beds at the combined new campuses on
Van Ness and at St. Luke’s

‘0. To be clear, the coalition has never believed the issue about closing
SNF/subacute beds at St. Luke’s has any basis in the Development
‘Agreement, in part because the agreement is silent on the matter

o This is fundamentally a humanitarian and public health issue, as
testimony at the last Health Commission hearing made abundantly
clear

What can be done?
We recognize that the Health Commission is challenged to carry out its
responsibility to represent the larger public health interest in the ability of the
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healthcare system as a whole to provide the best care possible to San Francisco
residents, since Prop Q, the Development Agreement and the Health Care
Services Master Plan do not provide the legal authority to require it
e However, as we listen to the testimony of families of patients—or, as you
have seen in the video profiles of some of the patients and their families—
that must be the starting point for any future actions

‘0 And, it's not just these patients but others who were not admltted
-and as a result were dispersed around the bay area and state

‘o It’s also about the potential complete absence of hospital-based
SNF/subacute beds in San Francisco as the population ages and
grows in the coming years, as documented by the health department
and coalition testimony

e Accordingly, we urge the Health Commission to regard thls as a citywide
* public health crisis and to use whatever authority and influence you have to
ensure that post-acute care planning in San Francisco is invested with a
sense of ufgehcy appr(_jpriate to the situation, with the public health
department being a vigorous participant in that process

o We support, for example, the recommendation in your draft
resolution for a “cooperation agreement among private and public
hospitals to operate and fund jointly SNF subacute beds and facilities
within the City and County of San Francisco,” which could be a
centerpiece in coming to terms with the problem

o We also recognize that your Prop Q determination and resolution will
serve as a basis for future Board of Supervisors hearings, where they
can take up the issues with their scope of authority

e Finally, if this is a citywide issue, on what basis do we insist that CPMC keep
open their SNF/subacute unit at St. Luke’s?

o Apparently, there have been some informal discussions about CPMC
delaying the closure but only if there is a concrete, local alternative
for the current patients

o | would turn that around and suggest that CPMC’s initial contribution
to an essential public/private collaboration “to operate and jointly
fund subacute beds and facilities” could be a commitment to
maintaining the current patients at St. Luke’s until an accelerated
process, in which they participate, creates that alternative

o |don’t think this is too much to expect. As a UC Hastings report
‘documented during negotiations over the Development Agreement,
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CPMC is the most profitable among ostensibly non-profit hospitals in
San Francisco, and Sutter Health is also one of the most profitable
networks in the state. .

= We should expect this commitment from a non-profit hospital
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Patrick Monette-Shaw

975 Sutter Street, Apt. 6
San Francisco, CA 94109
" -Phone: (415) 292-6969 -+ e-mail: pmonette-shaw@eartlink.net

September 4, 2017

San Franciscd Public Health CommiséiOn

Edward A. Chow, President Judith Karshmer, Ph.D., Commissioner
David Pating, M.D., Vice President -~ James Loyce, Jr., Commissioner
Dan Bernal, Commissioner , David. J. Sanchez, Jr., Ph.D., Commissioner

Cecilia Chung, Commissioner
101 Grove Street .
San Francisco, CA 94102 Re: Prop. Q Hearing 9/5/17 on Closure of St. Luke’s Hospital’s SNF and Sub-Acute Units

Dear President Chow and Members of the Health Commission, Table 1: Public Hospital’s Out-of-County Discharges
FY 2012-2013 — FY 2016-2017

3

Since the Health Commission"s August 15, 2017 Prop. Q hearing

on the closure of St. Luke’s Hospital’s sub-acute and SNF units, the faguna Rt
Department of Public Health has kindly provided me with updated Fiscal Year Hospital _ SFGH'  Hospitals _Total
data, which corrects my previous testimony to you submitted on T > . z 2
August 14 that between LHH and SFGH only 291 patients were 3 FY08-09 i ? ? 1
4 FY09-10 18 27 ? 45

dumped out-of-county from our two public hospitals. v s FYTooT 5 = > 5

) . o . 6 FY1i-12 9 47 7 60
541 Out-of-County Discharges ... and Counting ' JSAESE %6 7 7 3

' 8 3-14 28 1 ? 29
DPH’s updated data shown in Figure 1 shows there have been at e = = : =
least 541 such out-of-county discharges. The number discharged 1 FVi6-17 20 L) ? &0
out of county from SFGH is likely to be higher, because the data s TotaP 247 284 ” 541
fOI' FY 12-13 and FY 13-14 appear to be outliers. DPH iS checking 1 San Francisco re5|dents dlscharged from SFGH but notadmitted to LHH. Data

‘ prior to FY 09-10 for SFGH unavailable; not tracked electronically. Subject to
t]f?OSC two years agaln’ because the number OfSFGH ouF—of—county. change, since years 7 and 8 appear to be outliers that are being re-checked.
dlSChaI’gCS fOI' 3.11 OthCI' yearS averaged 477 dlSChargeS m eaCh 2 pata excludes out-of-county patient diversions prior to hospitalization via the
Othér year I Suspect the total may Cllmb by an additional 100 Diversion and Community integration Program (DCIP), and “Transitions” and

° . . successor programs, and excludes out-of-county placements chosen by families
- . - - . - due to a lack of iate level of care beds in San Francisco.
Previous Health Commission “Prop. Q” Hearings History 2 a0t appioprat® © .  franeee
- ) : Source: San Francisco Department of Public Health responses to records requests.
Updated: August 25, 2017

The Health Commission’s previous Prop. Q hearings have been,
largely, ineffective for a number of years. This Conunission must vastly strengthen its proposed Resolution regarding the
St. Luke’s closure of its sub-acute and SNF units, and quickly! While the revised Resolution is much stronger than the
August 15 draft Resolution, it still needs to be strengthened!

Table 2: Sad History of Past Health Commission Prop. Q Hearings

H.C. . Number Health
Date Resolution of Commission Detrimental
Adopted Number  Corporation Facility / Purpose of Prop. Q Hearing "Where-as Clauses” Included (Among Others): Beds Secretary Impact?

‘4/4/1’995,\::10 i D I o st A T e i : “?~5:'Sai1dy0uye~Moﬁl No

Michelle Seéton ¥ Yes

171372007

Closure of 24 CPMC SNF beds at California . Reduced CPMC's 212 licensed SNF beds Mark Morewitz Yes
Campus;transferred 18 to St. Luke's and 3to  » Reduced CPMC's 98 staffed beds to 75 (loss of 24 beds)

: Davies Campus

5/19/2015 15-8 Dignity Health St. Mary's Hospital Short-Term SNF Beds » “While institutional post-acute care continues to decrease, 32  Mark Morewitz Commission
the availability of community-based post-acute care will Wattled

need to rise to maintain the capacity to care for the population;

7512014 2 Sutier Health

14-8

No Ruling

See Resolved statement3

Total SNF Beds Lost: 90

Resolved, that the plans made for discharge of St. Francis Memorial Hospital patients may not provide the same standard of care, and may result in unintended readmissions of patients
who need a higher level of care; ...

2 Starting in July 2014, the Health Commission reversed its numbering scheme to include the calendar year first, followed by the Resolution numberissued in a given year.

3 Resolved, The closure of short-term SNF beds without ensuring an appropriate level of post-acute care services available may result in short-term skilled nursing needs of the
community not being met (in lieu of ruling with an up-or-down vote of “will” or “will not” have detrimental impact).

Source: San Francisco Health Commission; blue rows are Health Commission Resolutions pr (4(:1 under a records request placed July 29, 2014 for all Prop. Q hearings prior to July 2014
dataing back to 2002. No additional Prop Q. hearing Resolutions were located bytl—ééﬁ Commission's secretary other than the two shown.




September 4, 2017
Prop. Q Hearing on St. Luke s Hospital’s SNF and Sub Acute Units
Page 2

Table 2 above summarizes a portion of an article I wrote in June 2015 — “Detrimental Skilled Nursing Facility Cuts —
following the Health Commission’s Prop. Q hearing on the proposed closure of St. Mary’s SNF unit. Just four Prop. Q
hearings have been held since 1995. How did we lose so many
private-sector hospital-based SNF beds without Prop. Q hearings? " This Health Commission ruled three

According to the Health Commission’s Executive Secretary, the years ago that closure of CPMC’s SNF unit
Commission appears to have only held four Prop. Q hearings during at its California Campus had caused a
the past 22 years since 1995. It’s not known how many Prop. Q ‘

hearings the Commission may have held in the seven years between detrimental impact. You must do so again
1988 and 1995, if any. regarding the closure of CPMC s St. Luke’s

Nearly three decades have passed since voters passed Prop. Q in 1988 sub-acute and SNF units.

and this Commission has held just four Prop. Q hearings during that time.

Recommended Edits to Health Commission’s Proposed Prop. Q Resolution on St. Luke’s SNF Closure

This Commission ruled three years ago in your Resolution #14-8 on July 15, 2015 that CPMC’s SNF unit closure at its
California Campus had caused a detrimental impact. This Commission must do so again regarding the closure of CPMC’s
St. Luke’s sub-acute and SNF units.

The Health Commission should amend its proposed Resolution on the closure of St. Luke’s services by including:

Additional “Whereas” Clauses:

e WHEREAS, During the initial Prop. Q hearing on May 5, 2015 regarding the closure of St. Mary’s SNF beds, the Health
Commission’s meeting minutes report Health Commissioner Cecilia Chung had asked whether discharges to out-of-county
SNF’s are common due to a lack of SNF beds in San Francisco, but didn’t receive a straight answer; clearly understanding
the scope of out-of-county discharge data could help inform in-county, community-based post-acute care planning; and

e WHEREAS, At least 541 patients have been discharged out-of-county from just San Francisco’s two public hospitals alone
since July 1, 2006, and the number of additional patients discharged out-of-county from private-sector hospltals has not
. been reported; and

e WHEREAS, The City can not make informed legislative healthcare policy decisions in the absence of knowing just how
many private-sector out-of-county discharges there has been since 2006; and

e WHEREAS, Out-of-county discharges of San Francisco residents deprives our citizens from being able to remain in their
local communities close to family members, friends, and caregivers, and violates the core principles of aging with dignity
and the promise of community-based integration in-county ; and

e WHEREAS, There is a known risk of “transfer trauma” to patients that may increase the incidence of morbidity and
mortality, along with re-admissions to acute-care hospitals, to patients unceremoniously transferred out-of-county; and

e WHEREAS, Health Commission Resolution 15-8 adopted on May 19, 2015 directed the Department of Public Health to
work with city agencies, hospitals, and community providers to research skilled nursing and post-acute care needs by
creating the San Francisco Post-Acute Care Project work group; and whereas San Francisco Sunshine Ordinance
§67.3(d)(4) defines Policy Body as “Any advisory board, commission, committee or body, created by the initiative of a
policy body,” the PACC (as an advisory committee, or minimally as a “Passive Meeting Body) should publicly notice and
open its PACC meetings to members of the public to improve public accountability and transparency as the Mayor’s
LTCCC does; and

¢ WHEREAS, Then-Mayor Gavin Newsom created a 41-member Long-Term Care Coordinating Council (LTCCC) in
November 2004, which was charged with facilitating improved coordination of home, community-based, and institutional
services for older adults and adults with disabilities, and was further charged with guiding the development of long-term
care services, including in institutional settings such as SNF’s; and
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WHEREAS, On June 11, 2009, the LTCCC passed a resolution calling for citywide health planning for acute care, post-
acute care, rehabilitation services, and transitional care, but pointedly eliminated calling for planning for SNF level of care,
an obvious planning need, by eliminating from its final resolution a finding in its June 3, 2009 draft resolution that
CMPC’s plans “will have a significant and negative impact on the overall availability” of SNF beds for vulnerable adults;
and

WHEREAS, Sub-acute patients deserve to be located in a hospital-based facility with ready access to an ICU; and

WHEREAS, This Health Commission is concerned not only about the current patients in St. Luke’s SNF and sub-acute
units, but is also concerned about the SNF and sub-acute capacity in-county for future generations of San Franciscans; and

WHEREAS, On November 13, 2007 this Health Commission "~ On November 13, 2007 this Health
adoptec! Resolut.ion 14-7 rega.rding the glosure of St. Francis Commission expressed concern that
Memorial Hospital’s SNF unit, expressing our concern that i . .
patients may be discharged to facilities that may not provide the patients may be discharged to facilities
same standard of care, and that may result in unintended re- that may not provide the same standard
admission of patients to acute-care hospitals who need a higher of care, and that may result in unintended

level of care, an ongoing concern of this Commission; and readmission of patients.

WHEREAS, It has been 40 years since the San Francisco Section of the Hospital Council of Northern and Central
California’s West Bay Hospital Conference published its report “San Francisco Nursing Facility Bed Study:
Comprehensive Report Summary”,in May 1997, which has not been updated since; and

WHEREAS, The Post-Acute Care Task Force, and subsequently the PACC, was charged w1th identifying gaps in post-
acute care services, as had the LTCCC when it was formed 13 years ago; and

WHEREAS, Supervisor Aaron Peskin introduced Motion 15-135 in September 2015 directing the Board of Supervisors
Budget and Legislative Analyst (BLA) to conduct a performance
audit of services to seniors. The BLA’s report “Performance .
Audit of Senior Services in San Francisco” dated July 13, 2016 The Board of Supervisors BLA report
noted a “gap analysis” had not been performed to estimate the dated July 13, 2016 noted a ‘gap analysis’
unmet need for particular services, which is the gap between the had not been performed to estimate the
number of individuals currently receiving services, and the total £
population that might benefit from, or be eligible for, a particular

unmet need for particular services.

. service; and

WHEREAS, the Mission Local newspaper reported on September 4, 2017 that CPMC’s Dr. Browner cavalierly told the St.
Luke’s Family Member Council on August 31, “For the past many years, you and your families have enjoyed the privilege
of being in San Francisco”; and :

Additional “Resolved” Clauses:

FURTHER RESOLVED, This Health Commission believes that healthcare is a basic right, not a “privilege,” as Dr.
Browner unfortunately stated; and be it

- This Commission believes that healthcare

FURTHER RESOLVED, That this Health Commission urges the . . ~ e s ,
' is a basic right, not a *privilege’.

Hospital Council of Northern and Central San Francisco to

publicly notice its upcoming PACC meetings and make those meetings open to members of the public, as are meetings of
San Francisco’s Long-Term Care Coordinating Council (LTCCC); and be it

FURTHER RESOLVED, That St. Luke’s Hospital and CPMC delay discharge of St. Luke’s current sub-acute and SNF
patients until such time as other in-county sub-acute and post-acute facilities are identified and brought on line; and be it
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FURTHER RESOLVED, That plans for discharge of St. Luke’s Hospital sub-acute and SNF patients may not provide the
same standards of care, and may result in unintended readmission of patients who need higher levels of care; and be it

FURTHER RESOLVED, That St. Luke’s Hospital and CPMC - This Health Commission requests that
actively identify hospital-based sub-acute units with ready access DPH’s Office of Planning and Policy

to an ICU prior to discharge of any of St. Luke’s current sub-acute . . .
patients; and be it survey of all private-sector hospitals in
San Francisco and report back on the total

FURTHER RESOLVED, That this Health Commission requests number of out-of-county discharges that
that the Hospital Council of Northern and Central California
prepare an update to its 40-year-old “San Francisco Nursing
Facility Bed Study: Comprehenszve Report Summary” by January
1, 2018; and be it

have been made in each fiscal year since
FY 2006-2007 by each hospital.

FURTHER RES‘OLVED, This Commission believes that replacement of St. Luke’s sub-acute beds must be hospital-based
and must be located in-county; and be it

FURTHER RESOLVED, That this Health Commission requests that DPH’s Office of Planning and Policy in collaboration
with the PACC and the Hospital Council of Northern and Central California, conduct a survey of all private-sector
hospitals in San Francisco and report back to the Health Commission no later than December 1, 2017 on the total number
of out-of-county discharges that have been made in each fiscal year since FY 2006-2007 by each member hospital,
including data on the types of facilities patients were discharged to; and be it

FURTHER RESOLVED, That this Health Commission requests that the Mayor’s Long-Term Care Coordinating Council, the
Community Living Fund (CLF), and the Advisory Body to the City’s New Dignity Fund, report back to this Commission
during a subsequent hearing what efforts they have collectively made in the 13 years since 2004 to preserve in-county skilled
nursing facility and sub-acute services for those who prefer to receive those services in-county; and

FURTHER RESOLVED, Given that the Post-Acute Care Task Force, and subsequently the PACC, were charged with
identifying gaps in post-acute care services, this Health Commission requests that DPH’s Office of Planning and Policy in
collaboration with the Department of Aging and Adult services and conduct a meaningful “gap analysis,” as recommended
by the BLA, by January 1, 2018, and specifically perform a gap study — as Rapid City, SD did — to assess expressed needs
for assisted living and skilled nursing facility care in-county; and

The Health Commssion should incorporate these “whereas” findings and enhanced “resolved” clauses now, while you have
this opportunity at hand to delve deeper into additional post-acute care planning issues prior to updating the City’s Health
Care Services Master Plan.

Respectfully submitted, ; “This Health Commission believes that

Patrick Monette-Shaw
Columnist

replacement of St. Luke’s sub-acute beds
must be hospital-based and must be

Westside Observer 1\16‘,(,31361]?er | located in-county as a basic right.”

cc: The Honorable Hillary Ronen, Supervisor, District 9

The Honorable Ahsha Safai, Supervisor, District 11

The Honorable Sandra Lee Fewer, Supervisor, District 1

The Honorable Jeff Sheehy, Supervisor, District 8

The Honorable Aaron Peskin, Supervisor, District 3

Carolyn Goossen, Legislative Aide to Supervisor Hillary Ronen
Lee Hepner, Legislative Aide to Supervisor Aaron Peskin
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% Hospital Council

of Northern & Central California

Excellence Through Leadership & Collaboration

September 1, 2017 -

Dr. Edward Chow, Health Commission President
San Francisco Health Commission

101 Grove- Street, Room 309

San Francisco, CA 94102

Dear President Chow,

The San Francisco Post-Acute Care Collaborative (PACO), convened by the San Francisco
Hospital Council of Northern and Central California, launched in March 2017 and is scheduled
to run through December 2017. The PACC is meeting monthly to develop comprehensive and
actionable solutions to the city’s urgent post-acute care challenges for high-risk, vulnerable
patients.

Since the PACC mandate addresses all post-acute issues and in connection with the hearing of
the planned closure of St. Luke’s subacute unit, the PACC held a special meeting on August 23,
2017. The goal of the meeting was to engage PACC members in a planning discussion regarding
San Francisco’s future subacute care needs. To guide the discussion and review of potential
subacute care solutions for the city, PACC members and invited stakeholders drafted the
following positional statement. - '

Subacute care is critical for the patients and their families who rely on it. Given a range
of factors affecting the post-acute care landscape in San Francisco, such as multiple high-
risk post-acute care populations, subacute care volume, and the geographic size and
limited facility options in city, the PACC recommends a regional approach to meet future
subacute care needs. ‘

In addition, the PACC proposes that the proximity of subacute care placements be guided
by measures that assess a patient support system’s access to the facility (e.g., proximity,
transportation), cultural and/or language needs, and financial resources.

Proposed Short-Term Subacute Care Options

Meeting attendees reviewed draft short- and long-term solutions to San Francisco’s subacute care
need and identified the following short-term options, ordered by priority, as the most financially
sustainable and impactful.

1.‘ Utilize Existing Bay Area Facilities to Provide Subacute Care

> Coordinate with neighboring counties Alameda, San Mateo, and Santa Clara to
purchase or lease subacute beds to support an expansion of existing freestanding or
hospital-based subacute beds for San Francisco residents.

Regional Office 235 Montgomery Street, Suite 910 San Franciﬁgﬁg 94104-3004  415.616.9990  Fax: 415.616-9992



» Advocate for regional Medi-Cal enrollment and create Medi-Cal Health Plan letters
:of agreement that facilitate the timely transfer of Medi-Cal managed care benefits
across counties. '

» Create a formal governance structure to oversee regional placement practices and
protocol.

> Establish a transportation fund for families/support systems experiencing economic
hardship, so they can visit their loved ones placed in out-of-county subacute care

facilities.

2. Utilize Existing Facilities to Provide Subacute Care in San Francisco

» Create a public-private partnership model that uses existing health care facilities to

provide subacute care in San Francisco.
- » Utilize unused space in hospitals, medical offices, and/or freestanding skilled nursing

facilities to create a new subacute unit managed by freestanding SNF providers.

> Create a local transitional subacute unit (average length of stay three months) to
manage patients with subacute care length of stay needs longer than the Long-Term
Acute Care Hospital length of stay (25-30 days), but no longer than three months.
Eligible patients include those who need several months to be stabilized or weaned
off ventilators before discharge home or to a long-term care facility.

3. Fund a navigator/community liaison to work with San Francisco subacute care

patients and their families/support systems

» Support a navigator/community liaison that will guide and assist subacute patients
and their families pursuing the Home and Community-Based Alternatives Waiver
-(e.g. setting up and coordinating care for the patient at home in accordance with the
requirements of the waiver, etc.).

The PACC is pleased to provide these recommendations on this important issue and looks
forward to sharing the PACC final report later this year.

Kelly Hiramoto , Daniel Ruth

Co-Chair, PACC Co-Chair, PACC

Director, Transitions Division ' President/Chief Executive Officer
San Francisco Department of Public Health The Jewish Home of San Francisco

David Serrano Sewell
Regional Vice-President
Hospital Council of Northern and Central California

Regional Office 235 Montgomery Street, Suite 910 San Franciﬁ%ﬁg 94104-3004  415.616.9990  Fax: 415.616-9992



CPMC’s number of licensed beds will decline considerably by 2019
‘Current. o " Future

309/247

| 209/182
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San Franciscans for Healthcare, Housing, Jobs and Justice (SFHHJJ)
c/o Jobs with Justice, 209 Golden Gate Avenue, San Francisco, CA 94102
Contact: Gordon Mar, gordon@jwisf.org, (415) 840-7420

AN

August 15,2017

SFHHJJ Proposals for Action by Public Health Commlssmn regarding the Loss and
' Demlse of Post-Acute Care Beds in San Francisco

1. Issuea ﬁndmg that Sutter/CPMC’s proposed shutdown of SNF sub-acute care beds at St
Luke’s is detnmental to-the public health of San Franciscans. :

2. Issuea resolutlon or statement that there now is a crisis in the availability of SNF sub-
acute care beds within the City and County of San Francisco and the San Francisco Bay
Area, which will worsen in the next several years.

3. Issue aresolution or statement that Sutter/CPMC not reduce the medical personnel and
other resources needed to maintain the number of staffed SNF beds in the Sub-Acute
Care Unit at St. Luke’s as of August 1, 2017, until there is available the same number of
beds at an equivalent level of stafﬁng and resource support elsewhere within the City and
County of San Francisco.

4. Direct the- Department of Public Health to prepare within two months a report identifying
all beds in San Francisco hospitals that are licensed or could be re-licensed for use as
SNF beds or “swing” beds for sub-acute care patients.

5. Direct the Department of Public Health to take actions to develop both short-term and
long-term solutions for insuring a sufficient number and range of post-acute care beds
and facilities within the City and County of San Francisco for San Francisco residents
discharged from San Francisco hospitals.

6.  Direct the Department of Public Health to analyze and include as proposed solutions to
- the insufficient number and range of post-acute care beds and facilities the following
along with other options: :

a. Cooperation agreements among private and public hospitals to operate and fund
jointly SNF sub-acute care beds and facilities within the City and County of San
‘Francisco;

b. The enactment of local legislation requiring the imposition of fines whenever a
private hospital or healthcare facility removes a SNF bed from service without
guaranteeing beforehand the availability of a similarly staffed bed elsewhere
within the City and County of San Francisco.
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San Franciscans for Healthcare, Housing, Jobs and Justice (SFHHJJ)
 clo Jobs with Justice, 209 Golden Gate Avenue, San Francisco, CA 94102
Contact: Gordon Mar, gordon@jwijsf.org, (415) 840-7420

The Loss ahd Demise of Post-Acute Care Beds in San Francisco

The problem:

¢ Short-term: CPMC Sutter plans to close St. Luke’s Skilled Nursing Unit in October
2017, resulting in the closure of 79 post-acute beds, including 40 sub-acute beds, in
San Francisco County. Closing this unit will make San Francisco County the only
county in California to have no sub-acute beds.

e Bigger picture: San Francisco has a shortage of post-acute care beds, including
skilled nursing and sub-acute beds. As a result, patients that require post-acute care
wait in acute care hospitals for beds in San Francisco to open up and/or be sent to
facilities outside of San Francisco County.

Definitions of care levels:

e Post-acute: a range of medical services that support an individual’s contmued
recovery from illness after a stay in an acute care hospital

e Skilled nursing: accommodates needs such as physical or occupational therapy,
wound care and intravenous therapy, and assistance with activities of daily living

(bathing, eating, dressing, toilet hygiene)

e Sub-acute: a category of skilled nursing for medically fragile patients with needs such

‘as ventilator care, complex wound management, and tube feeding

The facts: _

e The number of licensed skilled nursing beds, including sub-acute beds, in San
Francisco decreased from 3,502 in 2003 to 2,542 in 2013. Not all licensed beds are
staffed so the number of available beds is even lower.

e There are only 40 sub-acute beds in San Francisco, all of which are at St. Luke’s. Most

- other California counties have more sub-acute beds. For example, Los Angeles County
has 2,193 sub-acute beds, 55 times as many as SF despite having just 9.6 times as
many discharges as SF.

e The number and percent of total discharges from San Francisco hospitals to SNFs

decreased between 2013 and 2016 by 759 and 0.8%, respectively.

I . =
- San Francisco Discharges to

SNF 2013-2016

8800 7.8%

2013 2014 2015 2016

By =l
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/ . ,
e A smaller proportion of patients discharged from hospitals in San Francisco in 2016

went to SNFs compared to the rest of the state (6.8% versus 8.8%). It is unclear how
many of these SNFs were located in San Francisco.

|_DISPOSITION Statewide San Francisco
Routine (home) 70.8% 68.9%
Home health services 10.4% 12.9%
Acute care hospital | 2.3% 3.1%
Skilled Nursing Facility 8.8% 6.8%
Residential care . 0.4% 0.7%
Critical Access Hospital 00% 0.0%
Inpatient rehab O 09% 1.2%
Other* 6.3% 6.3%

*Other includes prison/jail, against medical advice, cancer center, hospice care, psychxatnc
care, disaster care site, and died. ‘

¢ Many patients who are discharged to sub-acute care or SNF spend a long time in the
hospital prior to discharge. The following table shows the length of stay (LOS) for
patients discharged from UCSF hospital to sub-acute care and SNF between 2012 and
2016. This single hospital example points to the additional acute care hospital
resource and cost consequences when there are delays in transferring dischargeable
patients to appropriate post-acute care facilities.

Sub-acute care

<10 38% 62%
10t0 18 26% 23%
20t0 29 12% 8%
301049 12% 4%
50 to 99 7% 2%
100 to 149 4% 0%
150 to 199 0% 0%
>=200 1% 0%

This Fact Sheet was prepared for SFHH]J by Dr. Grace Hunter, an Internal Medicine resident
at UCSF. The tables are based on data internal to UCSF or from California’s Office of State

Health Planning and Development (OSHPD).
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Carroll, John (BOS)

From: Carroll, John (BOS)

Sent: Thursday, September 21, 2017 12:34 PM

To: ‘patientsarefirst@gmail.com'

Cc: Board of Supervisors, (BOS)

Subject: RE: Family Council Update for St. Luke's Hospital Sub-acute Facility
Categories: 170773

Thank you for your message. It is added to the official file for this matter.

| invite you to review the entire matter on our Legislative Research Center by following the link below:

Board of Supervisors File No. 170773

John Carroli

Assistant Clerk

Board of Supervisors

San Francisco City Hall, Room 244

San Francisco, CA 94102

(415)554-4445 - Direct | (415)554-5163 - Fax
john.carroll@sfgov.org | bos.legislation@sfgov.org

# Click here to complete a Board of Supervisors Customer Service Satisfaction form.

The Legislative Research Center provides 24-hour access to Board of Supervisors legislation and archived matters since August 1998.

Disclosures: Personal information that is provided in communications to the Board of Supervisors is subject to disclosure under the California Public Records Act and
the San Francisco Sunshine Ordinance. Personal information provided will not be redacted. Members of the public are not required to provide personal identifying
information when they communicate with the Board of Supervisors and its committees. Al written or oral communications that members of the public submit to the
Clerk's Office regarding pending legisiation or hearings will be made available to all members of the public for inspection and copying. The Clerk's Office does not
redact any information from these submissions. This means that personal information—including names, phone numbers, addresses and similar information that a
member of the public elects to submit to the Board and its committees—may appear on the Board of Supervisors website or in other public documents that members
of the public may inspect or copy.

From: Board of Supervisors, (BOS)

Sent: Wednesday, September 20, 2017 9:01 AM

To: BOS-Supervisors <bos-supervisors@sfgov.org>; Carroll, John (BOS) <john.carroll@sfgov.org>
Subject: FW: Family Council Update for St. Luke's Hospital Sub-acute Facility

From: Patients Are First [mailto:patientsarefirst@gmail.com]

Sent: Wednesday, September 20, 2017 12:23 AM

To: Breed, London (BOS) <london.breed@sfgov.org>; Cohen, Malia (BOS) <malia.cohen@sfgov.org>; Farrell, Mark (BOS)
<mark.farrell@sfgov.org>; Fewer, Sandra {BOS) <sandra.fewer@sfgov.org>; Kim, Jane (BOS) <jane.kim@sfgov.org>;
Peskin, Aaron (BOS) <aaron.peskin@sfgov.org>; Ronen, Hillary <hillary.ronen@sfgov.org>; Safai, Ahsha (BOS)
<ahsha.safai@sfgov.org>; Sheehy, Jeff (BOS) <jeff.sheehy@sfgov.org>; Tang, Katy (BOS) <katy.tang@sfgov.org>; Yee,
Norman (BOS) <norman.yee @sfgov.org>; Board of Supervisors, (BOS) <board.of.supervisors@sfgov.org>

Cc: Sandoval, Suhagey (BOS) <suhagey.sandoval@sfgov.org>; Goossen, Carolyn (BOS) <carolyn.goossen@sfgov.org>;
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Macksood, James <MacksoJ@sutterhealth.org>; Bumatay, Susan <BumataS@suttefheaIth.org>; orda@sutterhealth.org;

andersix@sutterhealth.org
Subject: Family Council Update for St. Luke's Hospital Sub-acute Facility

Dear Supervisors,

Attached is a letter providing an update of our recent meeting with the CPMC Subacute Care Team along with
requests from family members to CPMC.

Respectfully submitted,
Raquel Rivera

Family Council Coordinator
St. Luke's Hospital Sub-Acute Facility
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FAMILY COUNCIL
St. Luke’s Sub-Acute & Skilled Nursing Facility

September 19,2017
Via Email

President and Supervisor London Breed
Supervisor Ahsha Safai
Supervisor Hillary Ronnen
Supervisor Sandra Lee Fewer
Supervisor Jeff Sheehy
Supervisor Norman Yee
Supervisor Malia Cohen
Supervisor Mark Farrell
Supervisor Jane Kim
Supervisor Aaron Peskin
Supervisor Katy Tang

RE:  St. Luke’s Family Council Update
Dear Supervisors:

There was another day of havoc at St. Luke’s Hospital. The CPMC Subacute Care Team
conducted a meeting for the patients and their family members on Wednesday,
September 13, 2017. The care team consisted of Jim Macksood, Susan Bumatay, Austin
Ord, Joshua Anderson, Liz Cong, and Emie Maninang.

Raquel Rivera, the Family Council Coordinator, contacted Jim Macksood on Monday,
September 11, 2017 to have the hospital meeting changed from 4:00 pm to 6:30 pm as
the later time was more suitable for family members who work. Mr. Macksood
confirmed with Raquel on Tuesday, September 12, 2017 via text that the time changed to
6:30 pm.

Tony Rivera, the Family Council Co-Coordinator, arrived at the hospital at
approximately 5:30 pm and noticed that some family members were leaving. He was
told by the leaving family members that the meeting was over, and that it started at 4:00
pm. Tony also spoke with the Ombudsman, Benson Nadell, who was on his way out of
the hospital. Mr. Nadell stated that Liz Cong called that day and said the meeting was at
5:00 pm. However, there was no scheduled meeting for 5:00 pm. Mr. Nadell was upset
that he was not present for the meeting. The Family Council Coordinators were not in
attendance as well. Family members who arrived at 4:00 pm were upset that the Family
Council Coordinators were not in attendance and were confused by this ordeal. This has




Board of Supervisors
September 19, 2017
Page 2

left a bad taste with the family members as this confusion caused by the care team
disrupted the Family Council. Gloria and Tony, who are the Family Council Co-
Coordinators, approached Mr. Macksood to find out why Ms. Cong told the
Ombudsman’s office that the meeting was at 5:00 pm. Mr. Macksood denied it. Mr.
Macksood approached Ms. Cong while the meeting was in session and whispered
something in her ear which was witnessed by multiple people in the meeting. Ms. Cong
stood up and left the meeting and did not return.

In addition, CPMC had a sign-in sheet indicating the meecting time at 6:30 pm. The
family members who arrived at 4 pm and S pm signed the 6:30 pm sign-in sheet.

The Family Council sent an email that “The families request that CEO Warren Browner
be present for the meeting tonight at 6:30 pm” which was scheduled by CPMC. Mr.
Macksood replied that “Dr. Browner won’t be able to attend the meeting tonight.”

CPMC did not work with the Family Council to coordinate this meeting. CPMC
continues to cause confusion, frustration and anxiety to the families.

Questions and Concerns by Family Members and CPMC’s Responses

Family members addressed concerns regarding understaffing in the subacute unit and an
explanation as to why the level of care has gone down. CPMC responded that they are
working with human resources, community relations and union representatives to assure
staffing ratios and quality and competency of staff are being provided and that they have
a safe level of staffing based on regulations. They indicated that no new staff or floating
nurses are in the unit right now and report staff to CMS regularly to meet the mandated
ratio of care based on the census that they have. They further stated that they will look
into staffing and get back to families. Family members have repeatedly expressed this
issue at several hearings and at the last meeting with CEO Dr. Warren Browner and
have yet to receive an adequate response or action.

Families expressed fear that they will have to experience another potential
transfer/discharge issue in June of 2018. Families requested a letter clarifying that
patients will remain at one of the CPMC hospital-based facilities for as long as they need
care regardless of the June 30, 2018 date. Family members expressed this issue at the
last Board of Supervisors hearing and again at the recent meeting with the CPMC
Subacute Care Team and have yet to receive a revised letter.

The families questioned the purpose of these meetings. CPMC responded that they
would like to meet with the families to listen to their concerns and take down any
questions they may have. As they get closer to everything, they would like to meet
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regularly and keep families informed, get their opinions and thoughts, and make it
convenient for them to communicate. As stated in the attached letter by CPMC: “During
the discussions it was agreed that to be respectful of everyone’s time, we will schedule
meetings when there is substantive information to share.” These meetings are not
eventful for the families if they will not provide adequate responses other than
repeating what has been said at the hearings and prior meeting.

The families requested that all patients at St. Luke’s subacute unit be kept together as
they have been a community and are a family to one another. If, at all possible, they
would prefer to stay at St. Luke’s Hospital and then transferred to the Mission Bernal
campus, conveniently located next to St. Luke’s Hospital. CPMC responded that all
patients will be kept together. They still have a lot of planning to do with the Department
of Public Health (DPH). CPMC stated they are open to listen to input as the process
moves along. CPMC and DPH still have to find out which of the four (4) CPMC
campuses they will be able to move patients to and intend to keep families informed
every step of the way. It has been stated by CEO Dr. Browner that one of the CPMC
campuses, Pacific Campus, will be closed. Why are the CPMC Subacute Care Team
referring to four campuses when it should be three? These inaccurate statements
cause confusion and frustration with the families.

The family members expressed that we are all a family and are willing to speak about
general common concerns together as a group. We agree that all confidential patient
matters such as individual patient medical records, etc., should be kept confidential and
communicated to specific family members only. However, it was made clear that as far
as scheduling future meetings with the family council, one person as point of contact will
be designated and that person will report to the group through an email set up for the
family council. The Family council will provide one contact person to CPMC and
meeting date and time convenient for the families. Families expressed that they
have lost faith and trust in CPMC and asked that they understand how stressful this
situation has been to them and their families.

FAMILY COUNCIL REQUESTS
The Family Council submits the following requests:

» Clarification in writing that the subacute patients residing at St. Luke’s Hospital
will be staying at one of CPMC’s three permanent hospital-based campuses for as
long as they need care, regardless of the June 30, 2018 target date within which
CPMC needs to comply for their license and other requirements;

+  That the sub-acute patients remain together in the same unit now and during the
transfer to the new facility;
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Adequate level of staffing and care to meet the patients’ needs on a daily basis,
including evenings and weekends;

Patients that were involuntarily transferred due to the closure announcement be
returned to St. Luke’s Hospital immediately;

Consideration for the sub-acute patients to be permanently transferred to the
Mission Bernal hospital campus because of its rather close proximity to the
current facility minimizing transfer trauma and anxiety, and its central location
with easily accessible public transportation routes currently used by family
members who have their routines in place;

Certified translators not associated with CPMC for future family council meetings
(a family member complained of an interpreter contracted by CPMC who took
notes and did not translate the Family Council meeting that was in progress);
CPMC to work cohesively with the Family Council to organize future meetings;
The sub-acute unit should remain open to new patients. This will provide that an
adequate level of staffing is maintained for continuous care of the patients that are
in the unit and address this dire need in the County of San Francisco.

The family members respectfully submit this update for your review and consideration.

Sincerely,

(RQ2

Raquel
Family

Rivera
Council Coordinator

(415)273-9883
patientsarefirst@gmail.com

CC:

Jim Macksood
Susan Bumatay
Josh Anderson
Austin Ord



Carroll, John (BOS)

From: Board of Supervisors, (BOS)

Sent: Tuesday, September 12, 2017 6:26 PM

To: BOS-Supervisors; Carroll, John (BOS)

Subject: FW: Petitions and Communications Submission — : CORRECTION TO TESTIMONY —

Please Don’'t Be Bamboozeled by CMPC’s Claim It Will Keep lts Sub-Acute and SNF Units at
St.Luke’s or Elsewhere Open : Public Testimony
Attachments: Testimony to Full Board of Supes on St Luke's SNF 17-09-11.pdf

Categories: 170773

From: Patrick Monette-Shaw [mailto:pmonette-shaw@earthlink.net]

Sent: Tuesday, September 12, 2017 2:42 PM

To: Board of Supervisors, (BOS) <board.of.supervisors@sfgov.org>

Subject: Petitions and Communications Submission — : CORRECTION TO TESTIMONY — Please Don’t Be Bamboozeled
by CMPC's Claim It Will Keep Its Sub-Acute and SNF Units at St.Luke’s or Elsewhere Open : Public Testimony

Please post both this cover e-mail and the attached PDF file to the next
Petitions and Communications section on the Board of Supervisors
upcoming agenda.

Thanks,
Patrick Monette-Shaw

-------- Forwarded Message --------
Subject: CORRECTION TO TESTIMONY — Please Don’t Be Bamboozeled by CMPC’s Claim It Will Keep
Its Sub-Acute and SNF Units at St.Luke’s or Elsewhere Open : Public Testimony
Date:Tue, 12 Sep 2017 12:14:38 -0700
From:Patrick Monette-Shaw <pmonette-shaw(@earthlink.net>
To:Sandra.Fewer@sfgov.org, Mark.Farrell@sfoov.org, Aaron.Peskin@sfgov.org, Katy. Tang@sfgov.org,
London.Breed@sfgov.org, Jane.Kim(@sfgov.org, Norman. Yee@sfgov.org, jeff.sheehy@sfoov.org,
Hillary.Ronen@sfgov.org, Malia.Cohen@sfgov.org, Ahsha.Safai@sfgov.org
CC:angela.calvillo@sfeov.org, carolvn.goossen@sfgov.org, sheila.chung.hagen@sfgov.org,
lee.hepner@sfgov.org, Suhagey.Sandoval@sfgov.org

When I e-mailed this yesterday, the illustration on page 1 showing the
LTCCC's June 3, 2009 draft Resolution was mangled in conversion to
PDF. A corrected PDF file is attached.




| September 11, 2017

Board of Supervisors:

The Honorable Sandra Lee Fewer, Supervisor District 1
The Honorable Mark Farrell, Supervisor District 2
The Honorable Aaron Peskin, Supervisor District 3
The Honorable Katy Tang, Supervisor District 4
The Honorable London Breed, Supervisor District 5
The Honorable Jane Kim, Supervisor District 6
The Honorable Norman Yee, Supervisor District 7
The Honorable Jeff Sheehy, Supervisor District 8
The Honorable Hillary Ronen, Supervisor District 9
The Honorable Malia Cohen, Supervisor District 10
The Honorable Ahsha Safai, Supervisor, District 11

Please don’t be bamboozeled by CMPC’s claim today it will keep its sub-
acute and SNF units at St.LLuke’s or elsewhere open beyond June 30, 2018.
My attached testimony explains this in short detail. Please read it.

Patrick Monette-Shaw




Patrick Monette-Shaw

975 Sutter Street, Apt. 6

San Francisco, CA 94109
Phone: (415) 292-6969 » e-mail: pmonette-shaw@eartlink.net

September 11, 2017

San Francisco Board of Supervisors
The Honorable Sandra Lee Fewer, Supervisor District 1
The Honorable Mark Farrell, Supervisor District 2
The Honorable Aaron Peskin, Supervisor District 3
The Honorable Katy Tang, Supervisor District 4
The Honorable London Breed, Supervisor District 5
The Honorable Jane Kim, Supervisor District 6
The Honorable Norman Yee, Supervisor District 7
The Honorable Jeff Sheehy, Supervisor District 8
The Honorable Hillary Ronen, Supervisor District 9
The Honorable Malia Cohen, Supervisor District 10
The Honorable Ahsha Safai, Supervisor, District 11

1 Dr. Carlton B. Goodlett Place

San Francisco, CA 94102

and SNF Unit Closure

o Benson Nadell, the Long-Term Care
Ombudsman for San Francisco, presented
terrific testimony on September 5 to the
Health Commission on the Sub-Acute and
SNF units closure at St. Luke’s, noting that
the Mayor’s Long-Term Care Coordinating
Council has been ‘confused,’ ‘enthralled,”
and ‘under the spell’ of various policy
initiatives, which has indirectly led to the
consequence that CPMC’s business plans
are driving closure of St. Luke’s SNF.

Re: Commiﬂ:ee of the Whole Hearing on St. Luke’s Hospital Sub-Acute

Dear Board of Supervisors,

At least 605" patients have been discharged out-of-county from just San
Francisco’s two public hospitals (LHH and SFGH) alone since July 1,
2006, and the number of additional patients discharged out-of-county
from private-sector hospitals has not been reported.

Clearly there is a crisis with an inadequate amount of skilled nursing
beds and healthcare planning dating back to at least 2004, 13 years ago,
and much of that crisis has been the result of the Mayor’s Long-Term
Care Coordinating Council (LTCCC) that then-Mayor Gavin Newsom
established in November 2004!

All along, the LTCCC was charged with guiding development of an
integrated system, including institutional-based services. And also all
along, the LTCCC’s sheer hatred of skilled nursing facilities (SNF) has
interfered with its duties to guide development of SNF settings.

As the illustration to the right shows, the LTCCC deleted the first two
WHEREAS findings from its draft June 2009 resolution in the final
resolution adopted on June 11, 2009 regarding CPMC’s institutional
master plan, noting that closing CPMC’s post-acute SNF beds would
have a significant and negative impact on SNF bed availability for
vulnerable San Franciscans who need post-acute care services.

Benson Nadell’s Astute Testimony

Benson Nadell, the Long-Term Care Ombudsman for San Francisco,
presented terrific testimony on September 5 to the Health Commission
on the Sub-Acute and SNF units closure at St. Luke’s, noting that the
Mayor’s Long-Term Care Coordinating Council has been “confused,”
enthralled,” and “under the spell” of various policy initiatives, which
has indirectly led to the consequence that CPMC’s business plans are
driving closure of St. Luke’s SNF and sub-acute units.

Nadell implies the focus by the Department of Public Health and the
PACC on post-acute care has confounded issues, noting “post-acute
care isn’t long-term care, or focused on chronic disease
management,” particularly for the many patients having complex
medical conditions.

EONG TERM CARE COORDINATIN

Gidineg the development of vt inegrated systets of home, conaninits-based, and institutianal
services far alder adults and adults with disabilitics

DRAFT: fune 3, 2009

Resolution

WHEREAS, the Califernia Pacific Medicat Coner (CPMC) dntiinsionn! Mister Plan propayey
slpaflcans chanises in CPUC opevaiions aud focies, including the consiruction of @ s 355-bed
acuts care hospival ination of sause af I postacute skitfed nursing
beds; and

WHEREAS. the full impleventatian of CPMC's Instiutianal Master #lan witl have a siggificant
rind ncgative inmpact o the averall avallability of skilled utesing beds for veduecable adults in San
Francisco wihn fieed post-acie services; and

WHEREAS, these post-acute skifled suwrsius beds hiave au average lengeh of stay of 1 doys. wit o
rangefior any sive monh ad bdicidunt il from 11,3 days 1o 27 durys: aed

WHEREAS. a@ neduction in postacute servioes may lead o the readwissian of veduzeabla adults o
acute sare services erfa incruased ue uf emergency depamseat serfeey: an

WHEREAS, the CPAC Instiugional Master Plan Is proposing she contimyintion of a focal and ugiional
tread I the vediicston of skitfed aursing beds in acute care hospiral: oud

WHEREAS, CPMC is avalued portngr in wresting the eomprchiensive bealth cane nceds of veduprable
adithts San Franchcans, and desives 10 inerease 1S commpntity cagagerent & the <inve and

fernt care services; aww aherefors e it

RESOLVED: That the Ly Temit Care Coordinarings Concll reqiests CESIC ot 10 close anf of Its
101 pest-acyt lled vrsiug bed lther fu 2010 0¢ o, wnil eyasonably aliernasives are
eizablished. This fncindes ik et of @ progron of | et wil
Jacilitare die moxe of vidserahie adalrs frem acuie care services 1o pust-a§Rp care services, feosided
wither by CPMC ar other healtl care institations i San Frauzisco, vr prorilgl at home or tihe

conntpity: ewd b it

FURTHER RESOLYED: That the Long Teve Care Coardwating Cotuteit roquesRyzhe: i) Phming
Depaniment, (1) Deparpnettt of Fublic Health: () Deparmiens of Aging and Adult Qgnidces, gud (4)
the Qffice of the Coutroller, ta explare the impostonce of and the need fur coupreheRgee hedlth
plansing that considers San Francico's demand for acuto <are brds and services, poSgutt cary
bl qurd services. rebabifitation services, aud rasirioual care, afl of vibicl stontd be Bgpeppriousty
integrared! with comonutitehased foug 1 cas services.

The Long Term Cane Coordinaiing Cotneil pryes aft stakcholdters, ncliding the Health Cof twk 2
Planping Cinptifssium, and Aging and Adult Services Couission, i work 1o preserve auid 4y
aveesy o q comprehensive contfitine of services and sigiport It masimizes s individnal } by
chance of retunlag fronn hospltal 1 hoe, o i the least restricrive xetting, as wetl as aumpiinSge-
admission o au actae care st
Mota June 3 Dralt Resolution's *Whereas™ clause noting gigniticant and negpfive Impact
on pveralt svaltobliity of SNF bads In Ban Franclsco was deieted fiom the Resoiution the
LTCCCC adopted on June 11, desphte the negetive lmpect thet will obviousty ocaur,

AY
The LTCCC deleted from its June 3, 2009 draft Resolution on
CPMC the first two WHEREAS findings from the final Resolution
adopted on June 11, 2009, but retained a RESOLVED clause that
requested CPMC not close any of its post-acute SNF beds until
reasonable alternatives were established.

' Nadell implies that the focus by the
Department of Public Health and the PACC
have confounded issues, noting ‘post-acute
care is not long-term care, or focused on
chronic disease management for patients
having complex medical conditions.’ -
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Nadell stopped short of indicating it was San Francisco’s Health Commission itself that recommended in the Prop. Q
Resolution it adopted on May 19, 2015 in response to the closure of St. Mary’s 32-bed SNF unit, that a Post-Acute Care

Project work group be formed to research skilled nursing and post- —
acute care services, and to identify gaps in post-acute care services. It Nadell stopped short of indicating it

was the Health Commission itself that has confounded issues. The was the Health Commission itself that has

Health Commission must know that “post-acute care” is NOT the same
" thing as “long-term care”! The “gaps” have worsened since.

Of interest, the LTCCC’s 2009 Resolution FURTHER RESOLVED

confounded issues. The Commission must
know that ‘post-acute care’ is NOT the
same thing as ‘long-term care’!

for the need for citywide health planning to consider San Francisco’s
demand for acute care beds and services, alternatives for acute care beds (when you need acute care, what alternative

could there possibly be for hospital-based acute services?), post-acute care beds and services, rehabilitation services, and
transitional care, but the resolution pointedly excluded calling for

citywide planning to consider demand for SNF-care beds! " “The LTCCC’s 2009 Resolution pointedly
Duplication of Planning Efforts excluded calling for citywide planning to
Although the LTCCC was charged with identifying the number of consider demand for SNF-care beds!

people who could potentially be served in the community with adequate services and supports when it was formed in 2004,
the LTCCC has essentially failed to do so. Then in May 2015, the Health Commission passed Resolution # 15-8 regarding the
closure of St. Mary’s SNF unit that included a Resolved statement directing DPH to “to research the needs for short-term SNF
and post-acute care services in San Francisco, and submit a report with recommendations back to the Health Commission
within six months,” which led to the February 2016 report “Framing San Francisco’s Post-Acute Care Challenge.” That
February 2016 report further blurred the distinction that post-acute care is not the same thing as long-term care!

DPH’s Office of Policy and Planning reported as late as August 15, 2017 that San Francisco needs to increase it’s supply

of skilled nursing beds by 1,644 — to 4,083 — by the year 2030, just 13 years from now. The Board of Supervisors must
act now to prevent this shortage of SNF facilities. Eliminating St. Luke’s skilled nursing and sub-acute beds in June 2018
will not help — it will exacerbate — this situation.

iO{ over 3 (}fgeln gears, ’fhf;1 LTCbCC, DPH ’;I}g the Degartrgegt of . “"DPH’s Office of Policy and Planning
ging an ult Services have been speechifying and study-izing the '

needs for sub-acute, SNF, and post-acute care, and nothing appears to reported a-s late as AUQ':'St 15, 291;7 that
have been done — because no additional other post-acute care San Francisco needs to increase it's
alternatives have been brought on-line in San Francisco. supply of skilled nursing beds by 1,644 —

Resolution #15-8 contained a WHEREAS finding that San Francisco’s to 4,083 — by the year 2030, just 13 years
Health Care Services Master Plan indicates there will be an increased  from now. The Board of Supervisors must
need for SNF beds in the future, as DPH has warned the Health S

S : act now to prevent this critical shortage!
Commission about for years and years. That Resolution also stated: P 9

“RESOLVED, The closure of short-term SNF beds without ensuring an appropriate level of post-acute
care services available may result in shori-term skilled nursing needs of the community not being met.”

Here we are, with both long- and short-term skilled nursing needs obviously not being met, and which will be exacerbated if
the St. Luke’s sub-acute and SNF units are closed. Although St. Luke’s closure appears to have been postponed from
October 31 to December 31, 2017 — and again postponed today until June 30, 2018 — San Francisco will eventually be left
without any sub-acute beds in a hospital-based facility with ready access to an ICU.

Now 14 months after the Budget and Legislative Analyst issued its ,
audit report “Performance Audit of Senior Services in San Although St. Luke’s closure appears to
Francisco” on July 13, 2016, no gap analysis — including a gap have been postponed to June 30, 2018 —
analysis similar to the one Rapid City, SD performed to assess San Francisco will eventually be left with-
expressed preferences for assisted living and skilled nursing facility
level of care — has been performed, completed, or submitted to the
Board of Supervisors.

out any sub-acute beds in a hospital-
based facility with ready access to an in-
house ICU!

Actions for the Full Board of Supervisors

I respectfully request that the Board of Supervisors consider these additional legislative actions, along with others it may be
considering: '
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1.

growing crisis of an insufficient capacity of SNF beds that are not

The full Board of Supervisors direct its Public Safety and Neighborhood Services subcommittee to continue holding
quarterly hearings on the provision of sub-acute and SNF services in-county, in part to develop solutions to solve the

meeting community needs. "“Now 14 months after the Budget and

The Board of Supervisors issue a Resolution that while the Legislative Analyst issued its audit report
imminent closure of St. Luke’s sub-acute and SNF units
precipitated this hearing, the provision of sub-acute care and SNF
services for future generations of San Franciscans is also at grave ;
risk and of great on-going concern, and must be addressed now. to the Board of Supervisors!

of senior services, no gap analysis has
been performed, completed, or submitted

Direct the Department of Public Health to require that all private-

sector, non-profit hospitals in San Francisco provide the total number of out-of-county discharges made by each
hospital since July 1, 2006 to ascertain the severity of out-of-county discharges that have occurred over the past 11
years. Without a full accounting of the mounts of out-of-county discharges, there’s an absence of historical
perspective on the critical lack of what in-county SNF capacity is.

Direct the Department of Public Health ascertain from each public- and private-sector hospital the number of hospital re-
admissions since July 2006 that may have involved premature discharges following initial hospital admission and discharge.

Direct the Department of Aging and Adult Services, Human Service Department, and the Department of Public
Health expedite by January 1, 2018 performing a “gap analysis” of unmet needs in response to the Board of
Supervisors Budget and Legislative Analyst’s audit report “ Performance Audit of Senior Services in San Francisco,”
dated July 13, 2016, including a gap analysis similar to the one Rapid City, SD performed to assess expressed
preference of assisted living and skilled nursing facility level of care.

Request that the Hospital Council of Northern and Central

California update its now 40-year-old report, “San Francisco “The full Board of Supervisors should

Nursing Facility Bed Study that has not been updated since it . . . .
was published in May 1977, or in the alternative, direct DPH’s direct its Public Safety and Neighborhood

Office of Policy and Planning research department to conduct Services subcommittee to continue holding
such an analysis using the same methodology used in 1977. quarterly hearings on the provision of
The Board of Supervisors should consider legislation and a sub-acute and SNF services in-county!

potential charter change to be put before voters to require that the
new Dignity Fund funded by the General Fund be amended to permit use of Dignity Fund expenditures for hospital-
based medical, sub-acute care, and skilled nursing care services; or in the alternative, the Board of Supervisors should
consider placing a new Bond measure before voters to develop additional skilled nursing facility and sub-acute
facility capacity in the City with a component to augment Bond funding with funding from private-sector, non-profit
hospital-based facilities.

The Board of Supervisors should consider legislation requiring that meetings of the Post-Acute Care Collaborative,
and any successive planning and advisory bodies concerning development of post-acute care and SNF facilities
publicly notice their meeting agenda’s 72-hours in advance of meetings, comply with the Sunshine Ordinance and
Brown Act, and make their meetings open to the public.

The Board of Supervisors consider legislation requiring that the Board of Supervisors Public Safety and
Neighborhood Services subcommittee (or any successive subcommittee overseeing healthcare policy issues for the
Board of Supervisors) be added to the joint Health Commission and Planning Commission deliberations of the City’s
Health Care Services Master Plan working group as policies and recommendations are being developed prior to
submission to the full Board of Supervisors.

CPMC’s just-announced extension to not evict St. Luke’s patients until June 2018 gives patients, their families, and the
Board of Supervisors some breathing room, but that will quickly evaporate over the next nine months.

Respectfully submitted,

Patrick Monette-Shaw
Columnist, Westside Observer Newspaper

cc: Angela Calvillo, Clerk of the Board

! Source: Department of Public Health updated response to records request received on 9/11/17, the anniversary of 9/11.




Carroll, John (BOS)

From: Teresa Palmer <teresapalmer2014@gmail.com>
Sent: Friday, August 18, 2017 1:41 PM
To: Ronen, Hillary; Goossen, Carolyn (BOS); David Chiu; catherine.arbona@asm.ca.gov; Sheehy,

Jeff (BOS); Fewer, Sandra (BOS); Major, Erica (BOS); Carroll, John (BOS); Fewer, Sandra
(BOS); Safai, Ahsha (BOS); Morewitz, Mark (DPH)

Subject: St. Luke's Hospital Subacute Patients remain at risk of death: Urgent need for legal or
legislative relief

To: Assemblyman David Chiu

Board of Supervisors San Francisco- Public Safety and Neighborhood Services Committee (Supervisors Fewer,
Sheehy, and Ronen)

Supervisor Ahsha Safai

Health Commission Members care of Mr. Morewitz-St. Luke's Proposition Q Hearing August 15 & September 5 2017

From Teresa Palmer MD
Email teresapalmer2014@gmail.com
Phone 415-260-8446

Date: 8/18/2017

Please assist each other in urgently identifying and pursuing a legal or legislative pathway to keep the St. Luke's SNF
and SNF Subacute patients safe by delaying shutdown (and preventing transfer of patients to facilities that are either too
far away for families to visit or do not offer the intensity and quality of care that has resulted in their long term survival
at St. Lukes).

The families remain upset and very stressed that their loved ones lives may be lost soon due to CPMC Sutter's arbitrary
decision to dump them, shadowed by CPMC/Sutter and the Post Acute Care Collaborative's refusal to underwrite or
EVEN DESCRIBE an "in county" solution.

At the Health Commission Proposition Q Hearing on August 15 Warren Browner of CPMC/Sutter resisted
any proposal that CPMC had to do anything more than it has been doing (ie shutting down the 79 licensed beds
and dumping the remaining patients). He may be relying on his interpretation of something that was said about
SNF beds during the Development Agreement (DA) negotiations. If so, it should be regarded as having no
binding effect since it was not part of the agreement.

If Browner is interpreting the sub-acute care section as having some kind of restraining effect on what San
Francisco can do prospectively, it is an incredible stretch of the explicit language and should be totally
resisted. The DA doesn't provide us with any support for what needs to be done now. But it also shouldn't be
read as limiting what San Francisco can legally do in the future regarding new obligations that might be
imposed if there were the political will. - '

Given the shortage of hospital based skilled nursing (SNF) beds in San Francisco, and the absence of subacute
SNF beds other than those 40 licensed beds at St. Luke's, it makes NO sense to shut down ANY of the 79
licensed SNF (including 40 subacute) beds at St. Luke's hospital at this time.

The Post Acute Care Collaborative member hospitals must work out a plan to replace these services IN
COUNTY with the assistance of member hospitals in funding as part of their "Charity Care" obligation.

The second part of the Proposition Q Hearing for St. Luke's is on September 5. On August 15, the Health
Commission suggested that CPMC/Sutter and the Post Acute Care Collaborative come up with an actual plan to
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offer these patients beds in county, AND keep St. Luke's subacute and SNF beds open for existing patients
while this longer term solution is being worked out. However the Health Commission has no power to mandate
this and Browner gave no indication that he would do this.

CPMC/Sutter will not keep the subacute patients, who are long term survivors, safe at St. Luke's (where they
will get an adequate intensity of care in county) unless they are mandated to.

The Nursing Home Ombudsman has noted that death within a year is likely if these patients are transferred far
from their families and/or to institutions with a lower intensity of care than St. Lukes--and this is what St.
Luke's is trying to do.

The subacute families report that referrals to new facilities for their family members by the staff at CPMC are
being made in bad faith to institutions that cannot offer these patients an adequate intensity of care, or are too

far away for family to visit and support them.

Is there any kind of URGENT injunctive, legal or legislative relief that you can put forward to prevent the
closure of these beds and the likely fatal transfer of these patients?

California Advocates for Nursing Home Reform is working with these families, and the connection there
is Mlchael Connors (michael@gcanhr.org). The Nursing Home Ombudsman is also involved.

Please: give us some idea of what you can do, and let me know any way I can help.

(Families fear death for patients told to ship out from SF examiner
www.sfexaminer.com/?p=17796

Teresa Palmer MD
Nursing Home Physician in private practice
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Post-Acute Care Collaborative Fact Sheet and Update (June 2017)

SUMMARY

The San Francisco Post-Acute Care Collaborative (PACC) seeks to identify solutions to improve the
availability and accessibility of post-acute care services for vulnerable populations and Medi-Cal
beneficiaries in San Francisco.

The goal is to advance responsive post-acute care policy, research, and make operational
recommendations.

Sponsored by the S.F. Section of the Hospital Council of Northern and Central California (Hospital
Council), the PACC includes key City leaders from private non-profit hospitals, the S.F. Department of
Public Health (DPH) and S.F. Department of Aging and Adult Services (DAAS), a major skilled nursing
facility, and others.

Kelly Hiramoto, Director, Transitions Program, DPH and Daniel Ruth, President and Chief Executive
Officer, Jewish Home, are PACC Co-Chairs.

The ten-month project, March — December 2017, includes monthly meetings with PACC members, and
the project team comprising the PACC Co-Chairs, a project manager consultant, a special advisor from
DPH, and the Regional Vice President of the Hospital Council of Northern & Central California. The
PACC will issue a report to the Health Commission and the Hospital Council.

Important work continues, the initial efforts suggest:
¢ The need for and policies that support, public/private collaboration
e The greatest post-acute care placement resource need is affordable community-based supported
living settings with 24/7 supervision/care, for cognitively impaired patients, especially low-
income/Medi-Cal patients.
e Options to address post-acute care placement and support needs for behaviorally challenged
patients —any diagnosis—are critical.

Below is a brief update on PACC activities to date.

PACC MATERIALS

Prior to beginning its work, the PACC was provided post-acute care information from several sources
detailing the range of current post-acute care resources, as well as the trajectory of many high-risk post-
acute care patients.

o Framing San Francisco’s Post-Acute Care Challenge (report adopted at the February 2016
Health Commission, recommending the PACCs creation)

e Difficult-to-Transition San Francisco Post-Acute Care Patient Flowchart (Low-Income, Medi-
Cal/Medicare, Unstable Housing, Short and Long-Term Post-Acute Care Medical Needs)




e San Francisco Post-Acute Care Services/Programs Working Dashboard (Profiles Medical,
Social, Placement, and Housing Post-Acute Care Programs and Services in San Francisco)
e San Francisco Supported Community Living Programs & Program Gaps

KEY INFORMANT INTERVIEWS

Between April and June 2017, project team members conducted 15 key informant interviews and site
visits, representing a broad range of post-acute care stakeholders and leading programs from the
following: S.F. Department of Homelessness and Supportive Housing, DPH, DAAS, Whole Person
Care Pilot, S.F. Medical Respite Program, Institute on Aging, Kindred Tunnell Skilled Nursing Facility,
Kindred Lawton Skilled Nursing Facility, Direct Access to Housing Tours (990 Polk and Richardson
Building), Dignity Fund, Hummingbird Place, Progress Foundation, On Lok, and Jewish Home.

The emerging themes from the interviews underscore the need for public-private program collaboration
to address post-acute care challenges for high-risk post-acute care patients.

POST-ACUTE CARE HOSPITAL SURVEY

To understand the difficulties San Francisco hospitals experience transitioning high-risk post-acute care
patients, PACC members completed an online point-in-time (April 27, 2017) Post-Acute Care Hospital
Survey to illuminate the numbers of post-acute care patients waiting for placement and their payer
sources, specific behavioral challenges presented by this patient group, reasons hospitals had difficulty
placing these patients, and patient acuity levels.

Key takeaways are:

e 117 patients waiting on a given day in San Francisco hospitals

e Almost 50% of patients waiting require 24/7 supervision & custodial care

o After excluding ZSFG patients, the proportion of patients with dementia (33%) and patients who
require 24/7 supervision (55%) remains constant

e The most difficult to place post-acute care patients are those who are low-income/Medi-Cal
requiring 24/7 supervision to address ADL needs

¢ While mental illness, homelessness, substance abuse are big challenges, the greatest post-acute
care placement resource need at this time are affordable community-based setting with 24/7
supervision and care

NEXT STEPS

Through a guided strategic process, at the June 15 meeting the members identified two consensus post-
acute care high-risk populations and created two PACC workgroups to respond, with the goal of
developing implementable, financially viable solutions.

Workgroup A: Cognitively impaired post-acute care patients requiring 24/7 supervision
Workgroup B: Behaviorally challenged disturbed post-acute care patients—any diagnosis
Workgroups will begin developing solutions to address the subgroups and gaps in care at the July 2017
PACC meeting. With support and guidance from the project team, workgroups will identify short- and

long-term as well as internal and external solutions to their population needs and gaps in care.

A final report presenting these solutions is due in November 2017.



PACC MISSION, VISION, VALUES
At the first meeting, the PACC adopted the following to guide their recommendations.

Mission Statement: To identify implementable, financially sustainable solutions to the post- acute care
challenge for high-risk individuals in the City and County of San Francisco (high-risk individuals
defined as non-benefited, under-benefited and/or hard to transition).

Vision Statement: Empowered individuals and families through strengthened social supports,
collaboration, and partnership.

Values:
e Health Care Access e Building Relationships
e Quality of Life e Honoring Diversity, Culture, and Under-
¢ Serving Others Served Populations
e Transforming & Enriching the Lives of e People First
Older Adults & Persons with Disabilities e Transparency

PACC BACKBROUND

The PACC is a result of the San Francisco Post-Acute Care Project launched by DPH in August 2015.
The project concluded in December 2015 with the report, “Framing San Francisco’s Post-Acute Care
Challenge,” which addresses the impact of reduced skilled nursing facility beds on the need, supply, and
gaps in post-acute care for in the City, now and in the future. Key report findings include:

e San Francisco is at risk for an inadequate supply of skilled nursing beds due to a growing older
population coupled with the high-cost of doing business in the City, low reimbursement rates

¢ Medi-Cal Beneficiaries with skilled nursing needs have limited options

e Vulnerable populations are difficult to place in skilled nursing and long-term care

e The creation of the Post-Acute Care Collaborative to convene interested parties and make
recommendations

In February 2016, the Health Commission adopted the report and endorsed the recommendation to
create a San Francisco Post-Acute Care Collaborative. The Hospital Council is convening and providing
the financial support for this effort.
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July 26 TESTIMONY: PUBLIC SAFETY AND NEIGHBORHOOD SERVICES

My name is Ken Barnes, and | am a physician who practiced at St. Luke’s Hospital for 32 years
before my retirement a few years ago. | worked on the subacute unit for 15 years, and the SNF
at St. Luke’s for more years than | want to remember. | also worked for over 30 years with pa-
tients in community-based SNFs. So | bring a broad perspective to the issues facing all of us
today.

Finishing in 2016, in San Francisco, there was a year-long Post-Acute Care Project that looked
at both issues. In terms of the SNF issue, the need for SNF beds in San Francisco is shaped by
its aging population, with studies showing people living much longer. With this aging there is
an increasing incidence of chronic diseases, such as congestive heart failure, Chronic Obstruc-
tive Pulmonary Disease, diabetes and its complications, and most significantly, Alzheimer’s
Dementia, which is growing at an alarming rate.

In 2015 there was a report, Alzheimer’s Disease Facts and Figures. This report highlighted that
Alzheimer’s is the most expensive chronic disease in the United States and the most common
type of dementia. The report noted that by 2025 the number of people aged 65 and older with
Alzheimer’s is estimated to grow to 7.1 million, a 40% increase from 2015. As we know, pa-
tients with Alzheimer’s, as well as other chronic diseases, need increasing amounts of personal
care and supervision. The SNFs are where a large portion of these people will be cared for,
now and in the future.

What has happened to SNF beds in San Francisco? Currently, according to the 2016 Post-
Acute Care Project, SF has 2,542 licensed SNF beds. Based on SNF bed and population data,
SF has 22 SNF beds per 1000 adults over aged 65. If SF were to maintain the current rate as
the population ages, by 2030 it would need 4,287 SNF beds, an increase of 70%. If bed sup-
ply remains the same in the next 15 years, the bed rate would decrease to 13 SNF beds per
1000 people aged 65 and over. This means that there will be a shortage of 1745 beds needed
in 2030 as the 113,000 people over 65 swells to a projected 192,000 in 2030.

This is a crisis, and while we agree with and appreciate the creation of the Post-Acute Care
Collaborative, what is needed is action. The 2016 Post-Acute Care Project report, to review,
had several key findings:

1. San Francisco is at risk for an inadequate supply of SNF beds in the future. Since 2001,
the number of hospital-based SNF beds in San Francisco has fallen 43%, from 2300 to
1300, and community-based SNF beds have not kept up with the need.

2. MediCal beneficiaries with skilled needs have limited options in San Francisco.

3. Post-acute care placements for some vulnerable populations are difficult to find in SF.

There were also recommendations, both short and long-term, including:

1. Creating a city-wide Post-Acute Care collaborative of the providers of skilled care, and de-
velop a strategy. This has not been done.

2. Exploring new incentives and funding options to address the gaps in skilled care. This, to
my knowledge, has not been done.

3. Identifying the total number of long-term SNF patients in SF that could transition to the
community. This is very tricky and reminds me of the movement of mental patients into the
community under Ronald Regan.

4. Explore public-private partnerships to address this issue. | don’t believe this has been
done.

5. Developing a city-wide subacute care strategy, which has not been done.




Make no mistake about it: this is about money and profit, specifically the hospitals not wanting
to lose money on patients in the SNF and subacute who are mostly covered by MediCal,
putting profits above the well-being of patients. We know the MediCal reimbursement rates
are not adequate, but the overall profits made by the private hospitals, who are mandated to
provide charity care in order to qualify for Medicare, more than makes up for their losses on
SNF beds. What do we do while the rates are low? What needs to be done in order for the
reimbursements to increase? What happens to these patients?

Not only are the private hospitals and the Department of Public Health doing nothing, they are
adding to the problem by closing hospital-based SNF beds, like those now at St. Luke’s and in
2014 closing 101 beds at their California campus. In 2015 St. Mary’s closed their 32 bed hos-
pital-based SNF. Since 2001 the number of hospital-based SNF beds has fallen 43%, from
2,331 to 1,319, including the 420 SNF beds closed a Laguna Honda Hospital, and the number
of community-based SNFs has not increased at a comparable rate.

And what is happening to patients now who need SNFs? There is mounting evidence that they
are being discharged to out of county SNFs, the result being patients are separated from their
families. As you may know, in 2014 this committee held a hearing related to this issue, and Su-
pervisor Campos asked about discharge destination data: specifically, were patients going to in
county SNFs or were they being shipped out of county. Does this data exist?

Which brings me to another aspect of this problem: the difference between hospital-based
SNFs and community-based SNFs. While Alzheimer’s and Parkinson’s patients can usually be
cared for in the community, those with more severe diseases, like heart and lung problems, will
need more care in the SNFs, and should be in hospital-based SNFs, which are better staffed,
both by nurses and physicians. With the aging population and the growth of people with seri-
ous chronic diseases, we need MORE SNF beds in hospitals, not less.

The subacute is an entirely different situation, and | will make a few brief comments. What
would happen if the subacute at St. Luke’s is closed? There is the issue of the 30+ patients
still there, which the families of these patients will address. There is also the issue of new pa-
tients needing these services. CPMC closed admissions to patients outside of its hospitals in
2012. It appears that patients in need of these services are going to subacute facilities outside
of San Francisco, much like the patients in need of skilled care, again separating patients from
their families. The need for these services is not going to go away with the closure of the sub-
acute at St. Luke’s. And as severe chronic lung, heart, and neurological diseases increase,
there will in fact be a greater demand for these services. The closure of this unit will be detri-
mental to the health of the people of San Francisco.

The subacute at St. Luke’s was and is for people with life-threatening problems, as outlined by
Dr. Birnbaum earlier. There is the person with an acute stroke who has not awakened yet, but
does so while placed on the subacute, receives physical therapy, and goes home. There is the
person who has respiratory failure in need of ventilator, but is not yet ready to be taken off the
ventilator. They go to the subacute, are able to wean from the ventilator, and go home. There
is the patient for whom the family is not ready to let go; they go to the subacute and the family
has the time to grieve their loss and let go. And there are the patients who need care like venti-
lators to stay alive and interact and be loved by their families. Importantly, the clinical condi-
tions of patients on the subacute can change rapidly, and having a doctor nearby can mean the
difference between life and death. Thus, adequate staffing of a subacute, both in terms of
nursing and physician care, is mandatory for the care of these patients, and having a subacute
in a hospital or well-staffed facility is imperative for high-quality care.




So, it begs the question: what is the hurry in closing this unit at St. Luke’s? It was originally
going to be closed when the new St. Luke’s opened in 2019, so why close it now? It is clearly
a needed facility, and to not have one in San Francisco just doesn’t make sense. It needs to
remain at St. Luke’s and open its doors to all in San Francisco who need its services. Your
challenge and responsibility to make sure its doors remain open.
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July 23, 2017

Public Safety and Neighborhood Services Committee, Board of Supervisors
The Honorable Hillary Ronen, Chair

The Honorable Jeff Sheehy, Member " This is about patient outcomes and out-
The Honorable Sandra Lee Fewer, Member :

1 Dr. Carlton B. Goodlett Place of-county patient dumping, not jobs. -

San Francisco, CA 94102
Re: Premature Closure of St. Luke’s Hospital’s SNF and Sub-Acute Unit

Dear Chair Ronen and Members of the Public Safety and Neighborhood Services Committee,

Although there is a strong correlation between the relationships patients have with their caregivers in hospitals and skilled
nursing facilities to improve patient outcomes and regain optimal health, the primary focus of today’s hearing should be on
out-of-county patient dumping and the massive loss of in-county skilled nursing facility capacity, and only secondarily
focus on the potential for loss of caregiver jobs. Ultimately this is about patient outcomes, and only to a lesser extent -
preservation of labor-harmony jobs. It’s entirely possible thousands of San Franciscans have been dumped out of county.

This Committee needs to ascertain just how many out-of- Table 1: Public Hospital’s Out-of-County Discharges,
county discharges there have been from both our two public FY 2012-2013 — FY 2016-2017
hospitals, and private-sector hospitals in San Francisco, Laguna Brivate-
H : F H Honda Sector
dating back tg July 1, %006. As previous ’CIVII Granci Juries Fiscal Year Howitd  SFGH'  Huspitals Total
have noted: “You can’t fix what you don’t measure. 7
FY 06-07 — FY 1112 ? ? ? ?
- . FY 12-13 56 7 7 33
Table 1 illustrates that there have been nearly 300 patle'nts 154 5 : > 5
dumped out of county across the past five fiscal years, just FY14-15 25 68 ? 93
: : ) : FY 15-16 20 56 2 76
from our two pL}bllC hosp}tals alope. That s not counting T % = 5 &
out—of—cpunty diversions in the.Dlversmn ‘an(.i C(?mmumty , s e = -
Integration Program (DCIP) prior to hospitalization. The \
Department of Public Health and the Department of Aging San Francisco residents discharged from SFGH but not admitted to LHH.
and Adult Services have refused to pI‘OVidG data on how 2 DPH's SFGetCare database has discharge destination data for six-year period,
f. disch th in the six fi 1 but refuses to provide it.
many out-o —county 1scharges there wWere n the six isca % Data excludes out-of-county patient diversions prior to hospitalization via the Diversion
years between FY 20062007 and FY 201 1—2012, even and Community Integration Program {DCIP), and “Transitions” and successor
: : programs, and excludes out-of-county placements chosen by families due to a lack of
thOUgh 1t most hkely has that data. appropriate level of care beds in San Francisco.
That six—year period is when DPH and LHH discharged a Source: San Francisco Department of Public Health responses to records requests.
Updated: July 21, 2017

massive number of patients due to the elimination of 420
skilled nursing beds at LHH. How many of those patients were dumped out of county? And how many patients have
private-sector hospitals also discharged out of county across the same periods?

DPH and DAAS have paid at least $7.8 million between July 1, 2002 su ] ]
and April 10, 2017 to RTZ Associates to develop over a dozen different This Committee needs to ascertain how
components of the SFGetCare database, a database prototyped from many San Franciscans were discharged

a Microsoft Access database I helped develop whi}e I was an emplqyee out of county since July 1, 2006 from all
at Laguna Honda Hospital that I know contains discharge destination

information, including the names of cities discharged to. hospitals in the City. You can’t fix what's

not being measured or isn’t reporl:ed.“u

On March 20, 2014 this Committee held a hearing on a request from
DPH and DAAS to increase the Community Living Fund’s general fund allocation for FY 2014-2015 by $3 ‘million.
Then-Supervisor David Campos peppered Director of Public Health Barbara Garcia and DAAS’ Executive Director, Anne
Hinton, on discharge destination data during that hearing in an effort to learn whether patients are being “integrated” into
San Francisco communities, or whether they are being “integrated” into out-of-county communities.

Hinton claimed she would have no way of knowing despite DAAS’ contract with RTZ for SFGerCare database enhancements
that tack discharge locations, which claim was complete nonsense. Kelly Hiramoto, the then-Acting Director of Transitions for
DPH’s San Francisco Health Network claimed May 29, 2014 that “The data that was collected is incomplete. The software
program designed to capture the data did not work as designed.” Ignoring momentarily the issue of reputational harm raised
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by Hiramoto’s false allegation, RTZ’s founder, Dr. Rick Zawadski (rick(@rtzassociates.com) indicated on June 23, 2014 that
“RTZ Associates stands behind the functionality and integrity of the software we have developed for the City of San Francisco.
Any data fields related to LHH Diversions requested by the City of San Francisco are fully fumctional and work as designed.”
It’s clear the City has this data, but won’t provide it.

Recommended Actions Following Today’s Hearing
The Board of Supervisors and your subcommittee should follow up and require — for reasons below — that the:

1. Public Health Commission: Be required to comply with explicit provisions in the 1998 “Proposition Q” ballot

measure to take an up-or-down vote at its August 15,2017 -
meeting about whether the closure of St. Luke’s sub-acute and " This Committee should direct the Health
SNF unit will or will not have a detrimental effect on the

C ission to comply with Prop. Q and
healthcare of San Franciscans, as required by Prop. Q. ommission to i rop. Q

perform its ministerial duties to rule one

In May 2015, the Health Commission claimed it received secret way or another on whether closure of
attorney-client privileged “advice”from the City Attorney saying St. Luke’s SNF will, or will not, have a

the Health Commission did not have to rule whether there would

or would not be a detrimental effect on the closure of St. Mary’s detrimental effect on San Franciscans.

32-bed SNF unit. [Subsequently, the City Attorney’s Office confirmed it has issued no formal written opinion
regarding Prop. Q’s explicit requirements since it passed in 1998.] This sub-committee should direct the Health
Commission to comply with Prop. Q and perform its ministerial duties to rule one way or another on whether closure
of St. Luke’s SNF will have a detrimental effect.

2. Department of Public Health: Report to you all out-of-county patient discharges of San Francisco citizens from
LHH and SFGH between July 1, 2006 and today’s date.

3. Department of Public Health: Coordinate with all private-sector hospitals to obtain and report all out-of-county patient
discharges of San Francisco citizens from private-sector hospitals between July 1, 2006 and today’s date.

After all, a February 2016 report to the Health Commission — Framing San Francisco’s Post-Acute Care Challenge —
noted that private-sector hospitals cited out-of-county placement as necessary to transfer patients from acute care to
lower levels of care. All acute care hospitals other than CPMC transfer sub-acute patients out-of-county. The number of
private-sector out-of-county discharges weren’t reported. DPH must obtain this data from all private-sector hospitals.

4. Mayor’s Long-Term Care Coordinating Council (LTCCC), the Community Living Fund (CLF), and the
Advisory Body to the City’s New Dignity Fund: Although the LTCCC is charged with guiding the development of
long-term care services, including in institutional settings such as SNF’s, it has instead all along been overtly hostile to
all SNF facilities. -

The most-recently released CLF Client Satisfaction Survey conducted by the Institute on Aging (I0A) was conducted in
June 2015 to assess CLF-funded services. Notably, the Client Satisfaction Survey revealed 10% of CLF clients would
not recommend the CLF/IOA’s program to a friend or family member. Of survey respondents, only 21% said that the
services they received had helped them maintain or improve their quality of life, and only 17% said that the services
they received had helped them stay in their home. Budget data reveals that of $33.1 million in CLF expenses from
inception through June 30, 2016, just $10.7 million (32.3%) went to “Purchase of Services” for CLF clients. This
Neighborhood Services Committee should demand: “Show us where the money went™!

The City’s new “Dignity Fund” passed by voters in November 2016 will have been awarded a cumulative $575 million
by FY 2026-2027. But it expressly prohibits expending funds to care for the elderly in skilled nursing facilities, or any
other medical facilities, including post-acute care facilities. The Dignity Fund does not intend to measure unmet needs
for either post-acute care or SNF facilities. '

These three entities should be required to report to this Board of Supervisors sub-committee in a subsequent hearing
what efforts they have collectively made since 2007 to preserve in-county skilled nursing facility and sub-acute services
for those who prefer to receive those services in-county.
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5. Department of Aging and Adult Services: In September 2015 Supervisor Aaron Peskin introduced Motion 15-135
directing the Board of Supervisors Budget and Legislative Analyst (BLA) to conduct a performance audit of services to
seniors. The BLA’s report “Performance Audit of Senior Services in San Francisco” dated July 13, 2016 noted a “gap
analysis” had not been performed:

“The purpose of a service Gap Analysis is to estimate the unmet need for a particular service,
which is the gap between the number of individuals currently receiving services, and the total
population that might benefit from, or be eligible for, a particular service. Without a Gap Analysis,
the department lacks critical information when making decisions as to where it might best allocate
existing service resources and what additional level of resources to request.”

The Public Safety and Neighborhood Services Committee should require the Department of Aging and Adult Services to
immediately conduct a meaningful “gap analysis,” as recommended by the BLA. Page 18 of the BLA’s performance
audit included Table 1.2, Gap Ratings for Senior Service Areas (Rapid City, SD) as an example. The Rapid City gap
analysis contained 17 categories of services seniors are interested in, including a category specifically regarding
expressed needs for assisted living and skilled nursing facility care. If Rapid City, SD can collect data on skilled nursing
facility needs and preferences as part of its gap analysis, why can’t San Francisco measure that gap here, too? If San
Francisco isn’t measuring that gap analysis, and also isn’t measuring the number of out-of-county patient discharges, how
can San Franciscans feel confident the City is doing everything it can to keep residents who need SNF care in-county?

6. Department of Public Health and Health Commission: The “Framing San Francisco’s Post-Acute Care Challenge”
report presented to the Health Commission in February 2016 recommended that because San Francisco is at risk of an
inadequate number of SNF beds, that a new Post-Acute Care
Collaborative explore options to bring new SNF capacity to Between 2001 and 2015 there was a
market. The report noted between 2001 and 2015 there was a
43.4% decline in San Francisco’s SNF beds — from 2,331 to
1,319, aloss of 1,012 beds — primarily driven by SNF closures beds — from 2,331 to 1,319, a loss of 1,012
within acute-care hospitals. Eliminating St. Luke’s 79-bed license beds — primarily driven by SNF closures
will push the acute-care hospital SNF unit closures even higher. within acute-care hospitals.

43.4% decline in San Francisco’'s SNF

The reported noted that based on current utilization rates, San

Francisco faces a 68.6% deficit — a 1,745 shortage — in SNF beds needed in 2030, driven by projections San
Francisco’s current 113,000 people age 65 and older is expected to grow to 192,000 (20% of our total population) by
2030, a 69.9% increase

No follow-up recommendations have been presented to the Health Commission, which hasn’t discussed post-acute
care since 2016. The report was authored by the usual suspect “acdvisors™ from private-sector hospitals and the LTCCC.

This Committee should require DPH and the Health Commission explain to you in a follow-up hearing why no actions
to increase post-acute care options — including a new dedicated SNF for post-acute care funded by private-sector
hospitals — have been presented for discussion and action to the Health Commission since its February 2016 meeting.

False Promises of Communify-Based Alternatives (Trumpian “Alternative Facts”)

It’s time to stop the lie that elderly and disabled San Franciscans are being “integrated” into community living in San
Francisco with appropriate community-based alternative “services and supports,” given ample evidence of a significant
number of out-of-county discharges.

Similar to Ronald Reagan’s closure of state mental hospitals with his It's time to stop the lie that elderly and

false promise of community-based mental health alternatives, there disabled San Franciscans are being

has never been adequate alternatives for community-based long-term ‘integrated’ into community living in San
skilled nursing care. Just as mental health clients were dumped on
the streets, we have now been reduced to dumping elderly and
disabled San Franciscans into out-of-county facilities since there is
an insufficient supply of in-county facilities to meet the demand for SNF care.

Francisco with appropriate community-
based alternative ‘services and supports’.

According to many observers, “community based” alternatives is the same argument Reagan used to shut down mental
institutions, but it’s merely a euphemism for not doing anything.
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Dumping Mom and Dad Out of County

It has now been 17 months since the “Framing San Francisco’s Post-Acute Care Challenge” report was presented to the
Health Commission. No progress has been made on actions recommended in that report.

It’s been 13 years since the Mayor’s Long-Term Care Coordinating Council was created in 2004, and a full decade-since the
Community Living Fund was created 2007. Nor has any progress has been made to mitigate the damage from successive
closures of hospital-based SNFs in San Francisco since 2001, damage which has resulted and will continue to accrue.

As Dr. Teresa Palmer has questioned: “Do we really want to exile the aging to out-of-county facilities because San

Francisco cannot take care of them?” Because the Health

Commission has rubber-stamped closures of SNF’s like St. Luke’s? If we can set aside $575 million for the
Given the progressive loss of over 1,000 hospital-based SNF beds Dignity Fund, the City should find $250
since 2001, it has exacerbated the entire SNF bed shortage in San million — and the political will — to build

Francisco at every level, including short-term care, long-term care, additional SNF-bed capacity in the City.’

and rehabilitation care SNF beds, because the range of SNF care
units — hospital-based SNF’s; sub-acute SNF’s; and free-standing short-term, long-term, and rehabilitation SNF’s — are
all interdependent on each other.

St. Luke’s SNF is the only remaining sub-acute SNF left in the City providing such things as ventilator care among other
sub-acute services, and if it closes not only will 44 of its current patients face out-of-county discharge as far away as
Sacramento, St. Luke’s will, essentially, be abandoning its license from the State for a 79-bed SNF. St. Luke’s, like other
private-sector hospitals, deliberately does not fully staff all of its licensed bed capacity as a way to save money.

Patients in St. Luke’s SNF have a much higher level of acuity, and are much sicker. Closing St. Luke’s 79-bed license
SNF prematurely will just worsen the shortage of SNF beds throughout the City — to at least 1,824 beds short — and also
worsen the availability of all other short-term care, long-term care, and rehabilitation care SNF beds.

It’s time the City find the political will to fund construction of the 420 SNF beds eliminated from the Laguna Honda
Hospital replacement project. Were that to cost $250 million, it would represent just 2.5% of San Francisco’s now $10.1
billion annual budget. Although the Dignity Fund will be awarded $575 million by FY 2026-2027 from General Fund
set-asides, it expressly prohibits using those funds for hospital- and SNF-based medical services.

If we can set aside $575 million for the Dignity Fund, the City should find $250 million — and the political will — to
build additional SNF-bed capacity in the City, and require private-sector hospitals to contribute towards that funding.

Respectfully submitted,

Patrick Monette-Shaw
Columnist, Westside Observer Newspaper

cc: The Honorable Ahsha Safai, Supervisor, District 11
The Honorable Aaron Peskin, Supervisor, District 3
Erica Major, Clerk of the Public Safety and Neighborhood Services Committee
John Carroll, Assistant Clerk, Board of Supervisors
Carolyn Goossen, Legislative Aide to Supervisor Hillary Ronen
Lee Hepner, Legislative Aide to Supervisor Aaron Peskin

Further Reading:

Hinton, Anne and Wong, Carrie. (2015, September 29). Community Living Fund (CLF): Program for Case Management
and Purchase of Resources and Services, Six Month Report: Jan-June, 2015. Department of Aging and Adult
Services. Includes CLF Client Satisfaction Survey administered in June 2015 by the Institute on Aging.

Patil, Sneha and Parrish, Monique. (2016, February 10). Framing San Francisco’s Post-Acute Care Challenge. Written
and published by Post-Acute Care Project Team.
Performance Audit of Senior Services in San Francisco. (2016, July 13). San Francisco Budget and Legislative Analyst.

Monette-Shaw, Patrick. (2017, May). Where'’s Our Torchbearer for the Elderly?. Contains discussion of Community
Living Fund, Dignity Fund, Mayor’s Long-Term Care Coordinating Council, out-of-county discharges, and
demographic changes at Laguna Honda Hospital. Active hyperlinks at http://www.stopL HHdownsize.com/ or
printer-friendly file at http://www.stoplhhdownsize.com/Where's Our Torchbearer for the Eldery.pdf




Carroll, John (BOS)

From: Major, Erica (BOS)

Sent: Friday, July 21, 2017 8:07 AM

To: Teresa Palmer; Safai, Ahsha (BOS)

Cc: Ronen, Hillary; Sheehy, Jeff (BOS); Fewer, Sandra (BOS); Carroll, John (BOS)

Subject: RE: Information pertaining to 7/26/17 meeting on St. Luke's SNF closure-please read prior to
meeting. ,

Hi Teresa,

Thank you for your testimony, this will be added to the official file. Looping in the contact for Public Safety and
Neighborhood Services Committee, John Carroll.

John — Please add to the official File No. 170773.

ERICAMAJOR

Assistant Clerk

Board of Supervisors

1 Dr. Carlton B. Goodlett Place, City Hall, Room 244 San Francisco, CA 94102
Phone: (415) 554-4441 | Fax: (415) 554-5163

Erica.Major@sfgov.org | www.sfbos.org

&% Click here to complete a Board of Supervisors Customer Service Satisfaction form.

The Legislative Research Center provides 24-hour access to Board of Supervisors legislation, and archived matters since August 1998.

Disclosures: Personal information that is provided in communications to the Board of Supervisors is subject to disclosure under the California Public Records Act and
the San Francisco Sunshine Ordinance. Personal information provided will not be redacted. Members of the public are not required to provide personal identifying
information when they communicate with the Board of Supervisors and its committees. All written or oral communications that members of the public submit to the
Clerk's Office regarding pending legislation or hearings will be made available to all members of the public for inspection and copying. The Clerk's Office does not
redact any information from these submissions. This means that personal information—including names, phone numbers, addresses and similar information that a
member of the public elects to submit to the Board and its committees—may appear on the Board of Supervisors website or in other public documents that members
of the public may inspect or copy.

From: Teresa Palmer [mailto:teresapalmer2014@gmail.com]

Sent: Thursday, July 20, 2017 10:55 PM

To: Safai, Ahsha (BOS) <ahsha.safai@sfgov.org>

Cc: Ronen, Hillary <hillary.ronen@sfgov.org>; Sheehy, Jeff (BOS) <jeff.sheehy@sfgov.org>; Fewer, Sandra (BOS)
<sandra.fewer@SFGOV1.onmicrosoft.com>; Major, Erica (BOS) <erica.major@sfgov.org>

Subject: Information pertaining to 7/26/17 meeting on St. Luke's SNF closure-please read prior to meeting.

Dear Mr. Safai:

I am a geriatric physican who has practiced for 30 years in San Francisco, a long time San Franciscan, and the
aging daughter to a mother who recently needed nursing home placement. I am extremely upset that due to
CPMC/St. Luke's actions, more skilled nursing home beds are being lost. This is not in the best interest of the
people of San Francisco, and I cannot believe a hospital corporation that is supposed to be non profit is getting
away with this.

St Lukes SNF/subacute was not supposed to close until 2019 when new hospital was open (even though there
are no additional SNF beds at the new hospital). The 80 page study by the DPH :Post-Acute Care Final
Report in 2016 (https://www.sfdph.org/dph/comupg/knowlcol/pac-project/default.asp) identified many
progressively worsening issues from cannot




inadequate SNF services in San Francisco: worse of course especially for the most vulnerable.

I do not believe that ANY progress has been made in the actions recommended in this 2016 study by DPH. 1
believe DPH has not even met to EVEN BEGIN the process of mitigating the damage that successive closures
of hospital based SNFs in San Francisco are and will cause.

The folks who will be most affected are not only the homeless and marginally housed, but any aging person
WITHOUT a very high income in San Francisco who becomes unable to care for themselves at home.

Do we really want to exile the aging to out of county facilities because San Francisco cannot take care of
them? ?Because we rubber stamped closures of SNFs like this?

Oh, and after St. Luke's closes, if anyone needs a SNF ventilator unit they will have to die in the ICU or leave
the county immediately, because St. Luke's subacute unit was the only ventilator unit in county. Sayonara!

Any hospital based SNF closure rolls downhill to freestanding nursing homes, where long term nursing home
beds are lost in order to do post hospital rehab. And it rolls downhill to the general public who must wait in
crowded emergency rooms. Those who need long term care and cannot get it end up in a nightmarish scenario
of cycling in and out of the emergency room/ acute hospital because they cannot maintain themselves in a stable
state at home, until they finally die of their infected bedsores or the equivalent.

Sounds kind of medieval doesn't it?

Furthermore, Dr. Chow of the health commission is probably due to repeat his violation of the voter's will in the
upcoming proposition Q hearings: in the past he has said, DESPITE THIS LAW, that the health commission
does NOT have to rule whether the closing of a facility is detrimental or not. A nice perfection of the rubber
stamp for CPMC/Sutter it seems....

CPMC/Sutter has already removed any mention of St. Luke's post acute/SNF/subacute services from the St.
Luke's website as if they never existed-in spite of the fact that final closure is not scheduled until October and
the proposition Q hearings start August 15. Apparently they can do this with no accountability and it is a fait
accompli?

Who will be at your subcommittee meeting who has the authority to answer questions about this? How can
CPMC/St. Luke's be stopped from putting profits over people? -

Thank you very much,

Teresa Palmer MD

1845 HAyes St.

San Francisco, California, 94117
phone 415-260-8446 _

email teresapalmer 2014@igc.com




City Hall
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BOARD of SUPERVISORS

MEMORANDUM

TO: Barbara A. Garcia, Director, Department of Public Health
Trent Rhorer, Executive Director, Human Services Agency
Todd Rufo, Director, Office of Economic and Workforce Development

FROM: Erica Major, Assistant Clerk, Public Safety and Neighborhood Services
Committee, Board of Supervisors

DATE: June 26, 2017

SUBJECT: HEARING MATTER INTRODUCED

The Board of Supervisors’ Public Safety and Neighborhood Services Committee has
received the following hearing request, introduced by Supervisor Safai on
June 20, 2017:

File No. 170773

Hearing to discuss the closing of the skilled nursing and sub-acute units in
St. Luke's Hospital; and requesting the Department of Public Health,
Human Services Agency, and the Office of Economic and Workforce
Development to report.

If you have any comments or reports to be included with the file, please forward them to
me at the Board of Supervisors, City Hall, Room 244, 1 Dr. Carlton B. Goodlett Place,
San Francisco, CA 94102.

c:  Greg Wagner, Department of Public Health
Coleen Chawla, Department of Public Health
Krista Ballard, Human Services Agency
Ken Rich, Office of Economic and Workforce Development
Lisa Pagan, Office of Economic and Workforce Development




Print Form

Introduction Form ot

By a Member of the Board of Supervisors or the Mayor 80 5\5‘”3 &Dt :O [
Dorais CEL A

Time stamp

I hereby submit the following item for introduction (select only one): 7017 JUH 20 (Pritegtind Yale
0 1. For reference to Committee. (An Ordinance, Resolution, Motion, or Chatter-Amendmenty />
] 2. Request for next printed agenda Without Reference to Committee.
3. Request for hearing on a subject matter at Committee.
[1 4. Request for letter beginning "Supervisor inquires"
[0 5. City Attorney request.
] 6. Call File No. from Committee.
| [1 7. Budget Analyst request (attach written motion).
[] 8. Substitute Legislation File No.
[ 9. Reactivate File No.
[ 10. Question(s) submitted for Mayoral Appearance before the BOS on

Please check the appropriate boxes. The proposed legislation should be forwarded to the following:
71 Small Business Commission ] Youth Commission [ Ethics Commission

[] Planning Commission [] Building Inspection Commission

Note: For the Imperative Agenda (a resolution not on the printed agenda), use a Imperative Form.

Sponsor(s):

Supervisor Ahsha Safai

Subject:

The closing of the skilled nursing and sub-acute units in St. Luke's Hospital.

The text is listed below or attached:

Requesting that the Board of Supervisors convene to have a hearing discussing the closing of the skilled nursing and
sub-acute units in St. Luke's Hospital.

Signature of Sponsoring Supervisor:

For Clerk's Use Only:
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