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Department of Public Health (DPH). In addition to DPH’s role in project oversight (in close
collaboration with DHSH), the pilot proposes a per-member-per month (PMPM) payment for
medical respite service expansion and for a new program to provide navigation resources to
Medi-Cal clients as they are released back into the community from Psych Emergency
Services. Both of these programs will be critical to keeping clients engaged in services and
preventing avoidable hospital readmissions for high-utilizers. The PMPM payment structure
will allow for flexibility and adaptability of these services over time.

Human Services Agency (HSA) and Department of Aging and Adult Services (DAAS). HSA and
DAAS will provide care coordination services for subsets of the target population. Payments
to these agencies are proposed to be made on a fee-for-service basis to leverage existing
financial structures. DAAS will also subcontract with the Institute on Aging for care
coordination services, using the existing fee-for-service model for administrative efficiency.
These agencies will be eligible to receive incentive payments based on outcome
measurements.

Baker Places and HealthRight360. The two community-based, not for profit behavioral health
providers will receive fee-for-service payments for residential substance use services, with
added incentive payments based on outcomes. These outcome-based payments will also
be used as a pilot to explore moving behavioral health services toward value-based
payments.

San Francisco Health Plan (SFHP) and Anthem Blue Cross (ABC). The County’s two Medi-Cal
health plans will receive infrastructure funds needed to produce and manage utilization data
among Medi-Cal beneficiaries needed to establish baselines and measure outcomes under
the pilot. The plans will also assist in integrating EDI system data into the MACCS platform.

Payments Based on Incentives, Outcomes, and Reporting. An overarching goal of the pilot
is to establish permanent operational and management practices across agencies that are
consistent with value based payments. It is expected that every participating partner will
have the opportunity to earn payments for their roles in achieving outcome targets. During
the first year of the pilot, the partnering entities will engage in a planning process to define
how outcome-based payments for successful performance of the pilot will be distributed
among agencies, and formalize the arrangements through contract and MOU provisions.
Each subsequent year this model will be re-evaluated using a PDSA process.

Timelines for Payments. Infrastructure, pay-for-outcome, and pay-for-reporting payments will
be expended and then the County will receive federal reimbursement. Fee-for-service
payments will be paid through the City’s regular periodic invoicing process, although the
contracted payment schedule may be structured to coincide with the timing of the federal
payments. Per-member-per month payments will be made quarterly using payment
estim
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Alignment with Other Funding Sources. The proposed WPC pilot has been strategically
designed to operate in close coordination with other major funding initiatives planned over
the next five years. Application development was led by the City’s 1115 Waiver Integration
Team, which is coordinating San Francisco’s strategy for implementing PRIME, GPP, Drug
Medi-Cal Waiver, and Health Homes. In June 2016, San Francisco voters passed
Proposition A, a $350 million General Obligation bond including funds to improve county
health and homeless service facilities, improving capital infrastructure needed to drive
outcome improvements for the target population. The Mayor’s proposed budget introduced
on June 1, 2016 includes $221 million in funding for the new Department of Homelessness
and Supportive Housing, and a proposed sales tax for the November, 2016 ballot that will
provide nearly $50 million per year for homeless services. The WPC pilot will be closely
coordinated and managed with each of these initiatives to maximize patient outcomes.

5.2 Funding Diagram (see next page)
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San Francisco Proposed Funding Diagram for Whole Person Care Pilot
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5.3 Non-Federal Share

The non-federal share will be provided by appropriation of City and County of San Francisco
General Funds to the Department of Public Health as the lead entity. The non-federal share will
be appropriated and provided using the same process as other programs requiring
intergovernmental transfers of the non-federal share of funds.

5.4 Non-Duplication of Payments and Allowable Use of Federal Financial
Participation

San Francisco currently has a rich array of services, and believes that the core service
components are in place to drive improved health outcomes at reduced cost. However, many of
these services are spread across multiple agencies and entities, resulting in a system of care
that is imperfectly aligned to achieve results. The target population includes very sick, very high-
cost, high-utilizing individuals who periodically receive services from many agencies.

Broadly speaking, the WPC proposal will: 1) establish information technology and operational
infrastructure that will facilitate coordination across systems of care, and 2) use shared financial
incentives and payment structures to establish a value-based, outcome-oriented mindset to
multi-agency service delivery in San Francisco. These goals are directly consistent with STC
113’s criteria for WPC pilot support. While San Francisco has identified a number of strategies
to achieve these goals, until the WPC pilot these actions have not been reimbursable under
Medi-Cal or other federal funding.

There will be a number of processes in place to ensure federal financial participation will be
received only for services provided to Medi-Cal beneficiaries and will not result in duplicative
payments. The target population for the WPC proposal are the Medi-Cal eligible homeless San
Franciscans who rely on the public healthcare services provided by SFDPH. The project will
improve coordination of data systems across multiple agencies and organizations, including
data on eligibility for Medi-Cal and other benefits. Each of the entities participating in the
program has extensive experience and existing processes in place for tracking services and
expenditures by insurance eligibility status to ensure compliance under federal reimbursement
rules. DPH currently tracks eligibility for Medi-Cal through its electronic health record system
and CCMS, and as a safety net provider has well-established processes in place to segregate
services and costs based on eligibility status. DPH does not participate in the targeted case
management program and DHCS will be removing San Francisco from the State Plan
Amendment. Both San Francisco Health Plan and Anthem Blue Cross, the two county Medi-Cal
plans, are participating in the program. HSA is the county agency designated for Medi-Cal
enroliment. Data on services provided under the proposed pilot, including Medi-Cal eligibility
status, will be closely tracked and reported throughout the life of the pilot. In cases where
services proposed under the pilot will benefit both Medi-Cal eligible and ineligible clients, the
estimated costs and reimbursement assigned to the WPC program have been pro-rated to
ensure that WPC funds serve only the eligible portion of the population, with the balance
assigned to City and County General Funds or other non-federal sources.
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As a part of the governance structure for the pilot, participating agencies will develop a
memorandum of understanding (and associated contractual language where applicable) that will
include a requirement that entities receiving payment of federal funds must document eligibility
status for service recipients. Where funds are provided on a fee-for-service, capitated, incentive
and outcome basis, data on Medi-Cal eligibility will be required before payments are distributed
to ensure federal funds are not used for services to individuals ineligible for Medi-Cal.

5.5 Funding Request

See attached

Budget Justification

San Francisco’s Whole Person Care Pilot program (WPC Pilot) proposes to create a
comprehensive, coordinated, and sustainable Multi-Agency Care Coordination System
(MACCS) within the City and County of San Francisco to increase collaboration among, access
to, and appropriate utilization of services and supports for homeless adults in San Francisco
who are high utilizers of urgent and emergent care. An examination of San Francisco’s system
of care reveals a strong and wide foundation of services and data, but a siloed and inadequately
coordinated service delivery structure that limits potential to drive patient outcome
improvements.

Our proposed WPC pilot budget addresses the gaps in coordination, information technology
infrastructure, and service and will allow us to provide more effective care for our homeless
clients.

Administrative Infrastructure

The Administrative Infrastructure will oversee the entire WPC Pilot program. The
Administrative team is responsible for financial management and developing and administering
the governance structure. Our proposal includes 3.5 FTE of operations staff to oversee the
management, operations, evaluation and quality improvement critical to the success of our
whole person care pilot.

A half-time 0953 WPC Coordinator provides oversight of the entire project. He/she is
responsible for convening partners, overall decision making, program design, operations,
implementation, policy development, staff recruitment and supervision, budgeting, program
monitoring and reporting, and liaison with the state, partners and other stakeholders.
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The 0923 WPC Operations Manager (1 FTE) oversees day to day operations of the WPC Pilot,
provides supervision of line staff, convenes and staffs the various steering and subcommittees,
coordinates trainings, monitors deliverables, oversees data development, information and
communication, and operationalizes program design and policies.

The 1406 Administrative Support (1 FTE) supports day-to-day office functions for the WPC
team, including scheduling meetings, calendaring, preparing agendas and meeting minutes,
maintaining records, ordering supplies and requisitions, preparing reports, and supporting
trainings activities.

The 2119 Quality Improvement Analyst (1 FTE) is responsible for developing a quality plan,
collecting and analyzing data, developing dashboards, designing performance improvement
activities, coordinating PDSAs, guiding program monitoring, evaluation and audits, identifying
training needs, coordinating trainings as appropriate, and liaising with external evaluator.

Program Evaluation: DPH will contract with UCSF to evaluate both processes and outcomes
of the WPC Pilot. This is important to know what worked or did not to allow for
institutionalization and spread. Our program evaluation contractor will design evaluation,
develop and administer assessment tools, collect data, and prepare reports.

Funds allocated to program materials and supplies and contingency will be spent on computers
for program staff, office supplies, training materials, and other costs associated with running the
program.

Delivery System Infrastructure

To fully support the WPC Steering and Operations Committees in their efforts to coordinate care
across agencies and services, we must increase our capacity in two areas. First, and foremost,
is increased data and data sharing capacity through our Multi Agency Care Coordination
System. Second, we must increase the capacity of our care providers in targeted areas.

Multi Agency Care Coordination System (MACCS) Data Infrastructure

Data Platform
SFDPH currently has an Oracle database, Coordinated Care Management System (CCMS) that
pulls data from 15 different sources. While CCMS is in many ways a powerful tool, it is limited in
its ability to integrate data from other systems, and is not universally available to providers. San
Francisco proposes to develop a more robust platform on Salesforce’s Health Cloud. The new
platform will integrate CCMS with other critical data systems including the Homeless Information
Management System (HMIS), Emergency Department Information Exchange (EDIE) and other
systems into one interactive platform. This integrated system, known as MACCS, will provide a
single shared source of actionable data to service providers at multiple agencies.

MACCS will enable development of a single multiagency assessment tool to develop risk
stratification of patients to prioritize interventions citywide. We expect at least 200 providers will
need access to this system, but we plan to review the actual needs as part of our evaluation
process.
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In order to support MACCS and ensure ongoing reporting capabilities, we propose the following
positions:

The 1070 IS Project Director (.66 FTE) is the Whole Person Care IT Applications Supervisor.
He/she will work collaboratively with clinical and operational leaders throughout DPH to provide
whole person care application support and solutions to meet both the business and technical
needs of DPH. This position plays a key role in the ongoing implementation and integration of
electronic health technology in support of DPH'’s whole person care, regulatory, clinical and
financial goals.

The 1053 IS Business Analyst (Senior) (.66 FTE) oversees the more difficult and complex
aspects of the systems/application services development cycle, including needs analysis, cost-
benefit analysis, structured systems analysis and design, feasibility analysis, technology and
software assessment, telecommunications needs analysis, project planning and management,
system installation, implementation and testing, conversion to production status, technical and
procedural documentation, user training, and post-implementation assessment and
administration. He/she is a primary IT resource for an organization with a complex system.

The 1044 IS (Technical or Applications) Engineer — (Principal) (.66 FTE) provides direct
ongoing supervision to other IS Applications/Technical Engineers. He/she provides leadership
and direction and assumes technical responsibility for completion of major projects, and serves
as the top technical or applications services authority for one or more related specialties. He/she
also performs and reviews complex work involving analysis, planning, designing,
implementation, maintenance, troubleshooting and enhancement of complex large systems or
applications services consisting of a combination that may include application operating system
support, and or mainframes, mini-computers, LANS, and WANSs support. Additionally, he/she
serves as the lead applications operating support or database administrator for database
design, migration, performance monitoring, security, troubleshooting, as well as backup and
data recovery. Finally, the Principal Engineer serves as a database administrator and operating
system support for applications services or technical architect and systems integrator for large
complex systems.

1042 IS (Technical or Applications) Engineer — Journey (.66 FTE): Under general direction,
this position, analyzes, plans, designs, implements, maintains, troubleshoots and enhances
large complex systems, or application services consisting of a combination that may include
application operating system support, database administration and/or mainframes, mini-
computers, LANS, and WANSs support. He/she serves as a database administrator and
operating system support for applications services or technical architect and systems integrator
for large complex systems.

The 1823 Data Integrity Analyst (.66 FTE) monitors CCMS data for duplicate records,
consolidating and unmerging client records as needed, and reporting errors back to users and
source systems, as well as for trends in data transfer for completeness and accuracy to assure
files are being transferred as planned into CCMS and updating records. Working with IT, she/he
prepares and uploads new datasets into CCMS database, and test for data integrity. She/he
monitors proper linkage and functioning of the Patient Summary through DPH source systems
(Avatar, eCW, Invision) and runs quality management reports at designated time intervals.
Finally she/he audits user view histories and submits reports to Privacy Officers as needed.

Health Plan Reporting Infrastructure
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SFHP will extract data from PreManage to integrate member data and provide identification of
Health Homes participants. In order to do so, they will hire consultants to lead overall project
management to establish SFHP WPC requirements, including aligning systems. On-going
support of data exchange set-up and technical support will be provided internally by SFHP.

Incentive Payments

Navigation Centers

San Francisco opened its first navigation center in 2015. The Navigation Center created a
model for engaging with long-term homeless individuals with barriers to utilizing the traditional
shelter system and accessing care to drive outcome improvements. The Navigation Center
brings together services and staff from multiple City agencies and non-profit partners to
streamline the processes by which homeless individuals connect to benefits and exit into stable
housing. The Center is a 24-hour, low threshold facility that allows clients to enter with their
partners, possessions, and pets. In our first year of operations, we served over 450 clients. It is
innovative because it is a resource center during the day and shelter at night unlike other
shelters which close during the day.

We believe that this new model provides an important method of stabilizing our clients and
preparing them for the next phase of housing. Additional Navigation Centers opened by the
Department of Homelessness and Supportive Housing will be critical to serving our target
population. To incentivize the timely opening of additional centers we are including incentive
payments of $500,000 per new center. Payment is triggered when the new Navigation Centers
open to clients. The lead agency will receive the payment and transfer to DHSH by established
protocol. The pilot projects opening two new centers in PY2, a third in PY3, and a fourth in PY4.

Capacity Building in Detox Programs

Persistent and acute substance use disorders prevents many of our clients from permanently
exiting from the cycle of homelessness and housing. To incentivize two of our major community
partners, HealthRIGHT 360 and Baker Places, to improve their service delivery and
infrastructure, we propose an incentive payment of $400,000 each to become Drug Medi-Cal
(DMC) Certified. This certification will also lead to better clinical outcomes and long term
financial sustainability for these organizations. Payment is triggered when DMC certification is
received and billing can begin. Payment is first received by the lead agency and then
transferred into the city contracts of the down-stream non-profit organizations that will receive
the incentive.

Future Capacity Building Incentive Payments

As part of our evaluation and PDSA process we will identify future goals for our downstream
providers. Set-aside funding is $400K, $800K, $500K, in pilot years 3, 4, 5. We expect to use
this funding for evaluating and boosting day-time activities in the Navigation Centers, for
implementing medication management options in homeless shelters, and for strengthening case
management follow-up for individuals newly housed in independent living situations. Payment
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will be triggered by satisfactory completion of the PDSA and will go to the agency providing the
service being evaluated.

Increasing Data Usage

Developing an electronic data infrastructure is only valuable if it is used by the provider
community. Incentives are in place to have more computers/devices connected to the platform.
These incentives for years 2, 3, 4, 5 of $50K, $40K, $30K, $20K and $350K, $280K, $210K,
$140K paid to various downstream homeless providers and to DHSH respectively are intended
to help them participate in the computer networking. Secondly, increasing the number of users
viewing data follows the same pattern, and third increasing the number of times each user views
data in course of regular work day is important and incentivized the same way. Payments
decrease over time as access needs plateau. Finally, developing and completing universal
assessments for all homeless persons is an activity that needs everyone’s participation.
Payment will be structured the same pending completion of a certain number of assessments.

Fee for Services

Some providers who have never billed DMC are having challenges meeting the staffing and
documentation standards required under the DMC/ODS waiver. These funds would provide
'start up' costs for programs.

DMC/ODS residential treatment is limited to 90 days per admission, up to two admissions per
year. Some of our patients may need longer or more frequent episodes of care, especially those
who cannot find safe step-down housing where they can consolidate their recovery gains.

Dual Diagnosis Substance Use & Mental Health and Substance Abuse Residential Treatment
are critical to stabilizing our clients with behavioral health issues. Under the new Drug Medi-Cal
waiver, payments for residential treatment are limited to stays of up to 90 days. However, for
some of the most complex clients in the target population, data indicates that extended stays of
up to 180 days may reduce recurrence or avoidable negative health outcomes following
treatment. Costs for this service were based on existing contracts and rates of $300 per day for
mental health dual diagnosis and $140 a day for substance use. This will provide up to 25
targeted clients up to an additional 90 day of treatment each in both mental health dual
diagnosis or substance abuse treatment.

Increases in fee-for-service payments over the four years are included to compensate for
projected cost inflation over the life of the program, rather than changes in the population
served. For services provided by City agencies using civil service employees, growth in fee-for-
service reimbursement is included to cover wage and benefit cost increases in existing labor
contracts. Where these services will be provided beyond the term of existing labor contracts, we
used the projected growth rates assumed in the City and County of San Francisco’s adopted 5-
Year Financial Plan. For services provided by contracted partner vendors, increases in fee-for-
service rates are based to negotiated increases in existing vendor contracts for similar services
or, where no existing contracts are in place, based on growth rates assumed in the City and
County of San Francisco’s adopted 5-Year Financial Plan for contracted services.
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PMPM Bundled Services

The onset of a PMPM bundle begins by being homeless in San Francisco and being enrolled in
Medi-Cal managed care, Short Doyle, or Drug Medi-Cal. The expected duration of
homelessness is a median of 5.8 years. Discontinuation of the PMPM bundle eligibility occurs
when a person is housed for 6 months or when they are dis-enrolled and no longer a Medi-Cal
beneficiary. There is no service overlap within the PMPM bundle and none with other FFS
services proposed here. The acuity of health needs varies across the PMPM bundle. One
quarter have primarily needs for housing and skills development or workforce re-entry. Fifteen
percent have housing needs and serious health chronic conditions. They are candidates for
specialty services within the bundle. Staff: Client ratio in specialty services is 1:20.

Navigation System

Our Navigation Centers, Medical Respite and Psychiatric Emergency Services are critical entry
points for our population. Effective care services at these locations can engage those clients
from the very beginning. Because these services are new innovations and lack an established
model of fee-for-service payments, we believe a capitated model is appropriate. In addition, a
PMPM structure will allow providers flexibility to use PDSA to adapt operating models to
improve outcomes over time compared to a traditional payment system.

Medical respite services are currently provided through a contract between the Department of
Public Health and a non-profit service provider. The costs included in the WPC budget for the
expansion services are based on the existing contract in place for medical respite services, pro-
rated by the proportion of beds expected to be used by the Whole Person Care population. The
DPH budgets contracted services in a single line-item, so the projected total payment to the
contracted provider is included here. A description of the planned services provided is included
in Section 3 of the WPC application under “Innovations in Service.”

The one time cost of a van with a lift will be used to transport patients exiting Psychiatric
Emergency Services. The calculated cost is two-thirds of the cost of a full price van as the van
will only be used 66% of the time for the eligible Whole Person Care population. Currently, when
PES patients are discharged, they receive a taxi voucher to go to their next destination, but this
is no assurance that they will get to that destination and often is an issue.

San Francisco piloted the use of nurses in shelters in 2015 and experienced more than a 70%
reduction in 9-1-1 calls. Given the success of the pilot, we are requesting to expand this service
to additional shelters as nurses in shelters are not currently billable providers through Medi-Cal.
We anticipate this program to further reduce emergency room visits and provide an enhanced
level of care that is very much needed in our shelters. DPH will add 2.0 FTE registered nurses
who will support clients in the shelters by providing care coordination, health assessments,
immunizations, TB screening, referrals, first aid, limited wound care, training of shelter staff,
liaison with Medical Respite, medication management, consultations/orders, training shelter
staff, and management of minor illnesses. To maximize the services of the nurses, 2.0 FTE
Health Worker lls will also be staffed with them in the shelters.

Our calculations for our proposed rates are outlined in the subsequent PMPM Cost Analysis.

Annual costs are adjusted to reflect the percentage of services that will serve the Medi-Cal
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eligible population. PMPM rates are calculated by taking the total expected four year costs and
dividing it by expected number of member months. This methodology allows us to create a
stable rate throughout the course of the pilot. An inflation factor if 3% is then applied in the
remaining three pilot years (PY).

Enhanced Care Coordination Support
We propose enhancing our care coordination team with 1.0 Clinical Lead, 1.0 FTE coordinated

entry lead, 2.0 FTE case managers and 1.0 FTE outreach worker. We will also engage the
Institute on Aging to provide care coordination to 54 of our most high-risk clients (54X12 = 648
member months in a program year).

The WPC Pilot will employ centralized Care Coordinators who will report to the Program
Director. These care coordinators will collaborate with the client’s primary case managers to
develop a Community Care Plan. Focusing on the highest risk patients, the WPC Care
Coordination Team will additionally:

o Remove barriers to facilitate timely connections to needed services, which may
include medical care, conservatorship, intensive case management, mental health and
substance abuse residential treatment;

. Ensure other providers are alerted to the client’s elevated status;

. Dispatch outreach workers to locate individuals in the streets or pickup wherever
they present; and

. Provide transitional or bridge case management services and continuously

monitor the client until they are fully engaged in care.

As the elements of MACCS advance in their development, the WPC care team will have
increased access to accurate and comprehensive information to connect clients with
appropriate services in a timely manner.

Pay for Reporting and Pay for Outcomes

The payment values proposed are loosely based on the payment model under the PRIME
program. The comparison to the PRIME structure provides a benchmark for reasonableness of
proposed payment level, and also aligns the structure and improves administrative coordination
with other efforts under the Section 1115 Waiver. Under PRIME, San Francisco may earn a
maximum of $560,000 for each metric. Proposed payments per metric for reporting are
$350,000 for administrative metrics and $500,000 for outcome or quality metrics. Outcome
payments for quality of care metrics begin at $125,000 in PY2 and grow to $725,000 in PY4.
Outcome payments for reduced utilization begin at $175,000 in PY2 and grow to $875,000 in
PY5. Proposed payments also reflect the PRIME structure of transitioning over time to a higher
share of pay-for-outcomes. This approach emphasizes the development of high-quality data and
reporting capability at the beginning of the pilot project, then a greater focus on outcomes once
data development in complete. Our justification for our metrics selection and outcomes is
subsequently described.
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Metrics Justification

Measure What is measured Why measured Source
Universal Metrics
U1._Emergency Department count adult users of medical | Required. Target HEDIS
Utilization ED, visits per adult user) population ED visit

average is 5.8.
U2. Inpatient Hospital count adult users, # days per | Required. Target HEDIS
Utilization user) population inpatient users
- average 13.6 days

annually. This will be

converted to HEDIS

methodology.
U3. Follow up after % inpatient patients Required. Nearly 50% of | HEDIS
hospitalization for Mental receiving follow-up target population suffers
lliness from mental health

disorders. Metric will

follow HEDIS

methodology.
U4. Initiation and pts using residential AOD Required. 50% target HEDIS
engagement of alcohol and detoxification who enroll in population have alcohol
other drug dependency other treatment following diagnosis. Metric will

detox follow HEDIS

methodology.
U5. Proportion of Pts receiving follow-up Required. Treatment plan | Process
beneficiaries with care plan treatment post psy ED and improves care, reduces
accessible by entire team Inpt who have care plans duplication and harm.
w/in 30 days of enroliment Focus is on Homeless
and anniversary in program beneficiaries with Severe

Risk ~ 380
U6. Care coordination, case Reports policies and Required. Expand policy | Process
management, and referral capacity and procedure to cover
infrastructure expanded population.

Improves monitoring and

governance
U7. Data and information Reports, policies, monitoring | Required. Partner Process
sharing infrastructure as of operations/ agencies have baseline
measured by documentation Imolementation. compilation policies and procedures.
of policies and procedures for g Vsis i f' tF')
all entities that provide care and analysis information
coordination, case
management monitoring,
strategic improvements.
Variant Metrics

75|Page

9.23.2016




Measure What is measured Why measured Source
1. Completion of Universal Health assessment is part of | Variant. Population Admin
Assessment Tool with planned universal tool. This carries high risk for
homeless individuals records completion of this escalating health costs.
shared data item.
2. Health Outcomes: 30 day | count of hospital Required Variant. Health
All Cause Readmissions | readmission w/in 30
previous discharge
3. Health Outcomes: count of persons and jail Required Variant. Health
Decrease Jail Recidivism | days over time period
4., Health Outcomes: count of suicide Required Variant. Health
Suicide Risk Assessment | @ssessments in PES and
Required for Pilots w/ Psy Inpt
SMI Target Population
5. Housing: Permanent in CCMS and HSA Required Variant. Housing
Housing database, measures number
of persons who leave or
remain in housing
placements beyond 6
months.
Outcome Metrics
Measure What is measured Why measured Source
TB clearance in preparation | Measures number of Critical to transitioning to | Outcome
for next treatment placement | homeless persons with TB other services
clearance ready for next
placement
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DH C S State of California—Health and Human Services Agency

gg Department of Health Care Services

JENNIFER KENT GAVIN NEWSOM
DIRECTOR GOVERNOR

ONE-TIME HOUSING FUNDS FOR WHOLE PERSON CARE PILOTS
July 22, 2019

Overview

The 2019-20 Governor's Budget invests $100 million State General Fund (one-time with
multi-year spending authority through June 30, 2025) for active Whole Person Care
(WPC) Pilot programs that provide housing services. The WPC Pilot program coordinates
health, behavioral health and social services in a patient-centered manner with the goal
of improved beneficiary health and well-being. Many of these pilot programs target
individuals who are mentally ill and are experiencing homelessness or who are at risk of
homelessness, and have a demonstrated medical need for housing and/or supportive
services.

This funding is available for the costs of long-term and short-term housing, such as hotel
vouchers and rental subsidies, as well as capital investment for housing projects for Medi-
Cal beneficiaries who are mentally ill and are experiencing homelessness, or are at risk
of homelessness. This funding may be used to match local county investments and shall
not supplant existing funding for these services. This funding allocation does not require
local matching funding.

Pilots have the flexibility in determining the scope of their projects as well as the number
of mentally ill homeless or at risk of homelessness mentally ill individuals that will be
served with this funding. Through an application process, Pilots must also demonstrate
how this funding will complement existing housing services provided by the pilot and will
not supplant existing funding, as well as the pilot’s ability to serve the mentally ill homeless
or those at risk of homelessness within their jurisdiction. Funding is not available for
housing case management services, such as housing navigation services and tenancy
sustaining services, or additional housing transition services, such as security deposit,
first month coverage of utilities, etc. Further, services provided with this funding must
comply with all applicable “Housing First” principles as defined in California Welfare and
Institutions Code Sections 8255-8256.

The Department of Health Care Services (DHCS) developed the below funding allocation
methodology that considers prevalence of individuals who are mentally ill and are
experiencing homelessness using the Point in Time Count (PIT); geographical cost of
living using Fair Market Rent (FMR); and WPC pilot performance.

Managed Care Quality and Monitoring Division
1501 Capitol Avenue, P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413
Phone (916) 449-5000 Fax (916) 449-5005
www.dhcs.ca.gov



Application for One-Time Funding
Page 2

Letter of Interest

Each WPC Pilot must delegate the single organization that will serve as the primary
contact. This entity must submit a Letter of Interest that will serve as your application, to
DHCS indicating that the Pilot intends to use the funds for the purpose outlined in the
Overview. An assurance that services provided with this funding will comply with all
applicable “Housing First” principles as defined in California Welfare and Institutions Code
Sections 8255-8256 must be included in the Letter of Interest. A signed Board of
Supervisors resolution will serve as the final agreement as outlined in Step 4 below.

Operational Guidelines

The Request for Information review process and timing is as follows:

Deliverable/Activity Date

1. DHCS releases notification and application for one-time funds 07/22/2019
2. Applications due to DHCS 09/23/2019
3. DHCS notifies applicants of the selection final decisions 09/30/2019
4. Written formal acceptance is submitted to DHCS 10/07/2019
5. Funding fully processed and released to approved applicants 12/30/2019
6. Final date of funding availability for encumbrance or expenditure | 06/30/2025

Methodology

Governor’s Proposal: Provide $100 million to WPC Pilot Counties to support housing
and housing supportive services for Medi-Cal enrollees who are mentally ill and are
experiencing homelessness, or who are at risk of homelessness. As specified in the
Governor’s Budget Proposal, the allocation methodology takes into account prevalence
of homelessness, cost of living, and pilot performance.

1. Prevalence of homelessness: 50 percent of the funding is allocated in proportion
to the total number of people experiencing homelessness in the county as
compared to the total for all WPC counties. The county’s number of homeless
people is from the federal Housing and Urban Development (HUD) Point in Time
(PIT) count numbers from 2017. The HUD web link is below. The query is by
“Continuum of Care” (COC). Each pilot county generally has its own COC that is
responsible for completion of the PIT count, though some exceptions are noted
below.
https://www.hudexchange.info/programs/coc/coc-homeless-populations-and-
subpopulations-
reports/?filter Year=2017&filter Scope=CoC&filter State=CA&filter CoC=&progr
am=CoC&group=PopSub

Managed Care Quality and Monitoring Division
1501 Capitol Avenue, P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413
Phone (916) 449-5000 Fax (916) 449-5005
www.dhcs.ca.gov




DHCS used the 2017 PIT count because it may have more complete data as
compared to the 2018 or 2019 counts. According to local methods in the various

Application for One-Time Funding
Page 3

2.

areas, certain pilot counties’ PIT counts are combined with one or more
surrounding counties. In these cases, DHCS estimated the Pilot county’s PIT
count by comparing its overall population to the other county(ies) in its COC.

All pilots have a county-specific PIT count except for the following:

e Sacramento County has a count but not the city.

e Kings County (pilot) is combined with Tulare County (not pilot).

¢ Long Beach and Pasadena have their own PIT counts, in addition to the
Los Angeles County count.

e Monterey County (pilot) is combined with San Benito (pilot).

e Placer County (pilot) is combined with Nevada County (not pilot).

e Mariposa County (pilot) is combined with a few other non-pilot small
counties.

e Shasta County (pilot) is combined with a few other non-pilot small
counties.

In this category, DHCS set a minimum allocation at $500,000 for each county.
Some counties would have been below the $500,000 minimum. For counties that
were over the $500,000 minimum, DHCS reduced their allocations, in a
proporational manner, to raise the other counties up to the $500,000 minimum.

Cost of living: 25 percent of the funding is allocated in proportion to the cost of
living in the pilot county. DHCS used the federal HUD Fair Market Rent (FMR)
Efficiency (i.e. studio apartment) amounts for each pilot area to assess cost of
living, or more specifically the average cost of basic housing in the pilot county.
The amounts reflect the average monthly rental cost of a studio apartment in
each county. DHCS used the 2019 FMR. The web link is below.
https://www.huduser.gov/portal/datasets/fmr/fmrs/FY2019 code/select Geograp

hy.odn

Prevalence of individuals who are mentally ill and are experiencing
homelessness: 25 percent of the funding is allocated in proportion to the total
number of individuals who are mentally ill and are experiencing homelessness in
the county as compared to the total for all WPC counties. The county’s number of
individuals who are mentally ill and are experiencing homeless is from the HUD
PIT Severely Mentally Ill subpopulation count numbers from 2017.

Performance: DHCS will not accept applications from pilots that have
unacceptable performance regarding their pilot housing supportive services for
the homeless target population. DHCS is currently developing specific criteria.
Managed Care Quality and Monitoring Division
1501 Capitol Avenue, P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413

Phone (916) 449-5000 Fax (916) 449-5005
www.dhcs.ca.gov
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Pilot Allocations

Pilot Allocation Pilot Allocation
Alameda $4,647,159.90 City of Sacramento $3,059,351.17
Contra Costa $2,058,505.04 San Benito $1,600,251.33
Kern $1,213,867.52 San Bernardino $1,646,279.96
Kings $1,166,795.01 San Diego $5,327,990.32
Los Angeles $36,139,682.34 San Francisco $8,130,059.30
Marin $2,522,162.80 San Joaquin $1,366,774.54
Mariposa $1,033,636.00 San Mateo $2,340,849.14
Mendocino $1,137,158.69 Santa Clara $5,680,408.35
Monterey $2,407,786.57 Santa Cruz $2,642,337.19
Napa $1,491,766.53 Shasta $1,198,355.90
Orange $3,413,986.51 Solano $1,603,827.17
Placer $1,318,475.78 Sonoma $3,284,476.48
Riverside $1,999,856.42 Ventura $1,568,200.04

Total $100,000,000.00

Managed Care Quality and Monitoring Division
1501 Capitol Avenue, P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413
Phone (916) 449-5000 Fax (916) 449-5005
www.dhcs.ca.gov
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FILE NO.161071 RESOLUTION NO. 453-16

[Agreement - Department of Public Health - Whole Person Care Pilots Program]

Resolution authorizing the Director of Health to sign an agreement, on behalf of the
City and County of San Francisco, with the California Department of Health Care
Services for participation in the Whole Person Care Pilots Program to fund
coordination of health, behavioral health, and social services in a patient-centered
manner with the goal of improved beneficiary health and wellbeing through more

efficient and effective use of resources.

WHEREAS, On May 13, 2016, the Department of Health Care Services (‘DHCS”)
received approval from the Center for Medicare and Medicaid Services (“CMS”) for the Whole
Person Care (WPC) Pilots Program; and

WHEREAS, The purpose of the WPC Pilots is the coordination of health, behavioral
health, and social services, as applicable, in a patient-centered manner in order to improve
beneficiary health and wellbeing through more efficient and effective use of resources; and

WHEREAS, WPC Pilots will provide support to integrate care for a particularly
vulnerable group of Medi-Cal beneficiaries who have been identified as high users of multiple
systems and continue td have poor health outcomes; and

WHEREAS, Through collaborative leadership and systematic coordination WPC Pilot
entities will identify target populations, share data between systems, coordinate care real time,
and evaluate individual and population progress — all with the goal of providing
comprehensive coordinated care for the beneficiary resulting in better health outcomes; and

WHEREAS, On July 1, 2016, the San Francisco Department of Public Health
(*SFDPH”) submitted an application to DHCS to participate as a lead agency in the WPC

pilots; and

Mayor Lee
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WHEREAS, If SFDPH’s application is approved, it could receive up to approximately
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$23,600,000 in funding and will be required to meet specific service metrics in order to draw
down the funds; and

WHEREAS, DCHS requires a resolution from the WPC applicant’s governing board
specifically authorizing the applicant’s signatory o enter into the agreement to participate in
the WPC pilot; and

WHEREAS, DHCS has indicated that the WPC pilot application, a copy of which is on
file with the Clerk of the Board of Supervisors in File No. 161071, will become the agreement
between DHCS and SFDPH, with supplementary terms and proVisions; and

WHEREAS, DCHS plans to notify WPC applicants of approval of their participation on
October 24, 2016, and requires WPC applicants to accept by November 3, 2016; and

WHEREAS, In order to meet the DCHS very tight timeline, SFDPH must seek Board
pre-approval prospectively if DCHS approves the SFDPH application; now, therefore, be it

RESOLVED, That the Board of Supervisors hereby authorizes the Director of Health to
sign the agreement, on behalf of the City and County of San Francisco, to participate in the
WPC Pilot, if DCHS approves the SFDPH application; and, be it

FURTHER RESOLVED, That the Board of Supervisors directs SFDPH to provide a
copy of the final agreement, if the application is approved and the funding is granted, when
SFDPH requests the Board of Supervisors to authorize the acceptance and expending of

funds through future legislation.

Mayor Lee
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City and County of San Francisco City Hall
1 Dr. Carlton B. Goodlett Place

Tails San Francisco, CA 94102-4689

Resolution

File Number: 161071 Date Passed: November 01, 2016

Resolution authorizing the Director of Health to sign an agreement, on behalf of the City and County
of San Francisco, with the California Department of Heaith Care Services for participation in the
Whole Person Care Pilots Program to fund coordination of health, behavioral health, and social
services in a patient-centered manner with the goal of improved beneficiary health and wellbeing
through more efficient and effective use of resources.

October 26, 2016 Budget and Finance Committee - RECOMMENDED

November 01, 2016 Board of Supervisors - ADOPTED

" Ayes: 11 - Avalos, Breed, Campos, Cohen, Farrell, Kim, Mar, Peskin, Tang,
Wiener and Yee

File No. 161071 I hereby certify that the foregoing
Resolution was ADOPTED on 11/1/2016 by
the Board of Supervisors of the City and
County of San Francisco.

Ao cadu 28,

Angela Calvillo
Clerk of the Board

|z ]zele

Date Approved

City and County of San Francisco Page 21 Printed at 8:44 amon 11/2/16



-—

o © oo N o g b~ N -

N O ON N N NN -2 - = o 2 A . =a oaa
g AW N A O W 0N AN -

FILE NO. 170698 RESOLUTION NO. 256-17

[Agreement Amendment - California Department of Health Care Services - Whole Person
Care Pilot Expansion]

Resolution authorizing the Director of Health to sign an amended agreement with the
California Department of Health Care Services for expansion of the Whole Person Care
Pilot to fund coordination of health, behavioral health, and social services in a patient-
centered manner with the goal of improved beneficiary health and wellbeing through

more efficient and effective use of resources.

WHEREAS, On May 13, 2016, the Department of Health Care Services (“DHCS”)
received approval from the Center for Medicare and Medicaid Services (“CMS”) for the Whole
Person Care (“WPC”) Pilots Program; and

WHEREAS, The purpose of the WPC Pilots is the coordination of health, behavioral
health, and social services, as applicable, in a patient-centered manner in order to improve
beneficiary health and wellbeing through more efficient and effective use of resources; WPC
Pilots will provide support to integrate care for a particularly vulnerable group of Medi-Cal
beneficiaries who have been identified as high users of multiple systems and continue to have
poor health outcomes; through collaborative leadership and systematic coordination WPC
Pilot entities will identify target populations, share data between systems, coordinate care real
time, and evaluate individual and population progress — all with the goal of providing
comprehensive coordinated care for the beneficiary resulting in better health outcomes; and

WHEREAS, On July 1, 2016, the San Francisco Department of Public Health
(*SFDPH”) submitted an application to DHCS to participate as a lead agency in the WPC
Pilots Program; and

WHEREAS, SFDPH's application was approved, and by Resolution No. 453-16,

adopted on November 1, 2016, this Board authorized DPH to enter into the agreement with

Department of Public Health
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DHCS, on file with the Clerk of the Board of Supervisors in File No. 161071 for up to
approximately $23.6 million in funding, when SFDPH meets specific service metrics in order
to draw down the funds; and

WHEREAS, SFDPH submitted an application, on March 1, 2017, to DHCS to expand
the SFDPH pilot program to add new services and infrastructure, in order better meet the
diverse needs of people experiencing homelessness, support timelier and appropriately
targeted transitions from streets and shelters to housing, and improve housing retention; see,
San Francisco WPC Expansion Proposal Change Memo on file with the Clerk of the Board of
Supervisors in File No. 170698; and

WHEREAS, SFDPH requested funding for this expanded pilot in the amount of
$6,250,000 in Project Year (PY) 2 (2017), in addition to the $23,600,000 awarded in the round
one application for a total of $29,850,000 in PY2; SFDPH requested funding of $12,500,000 in
each of PYs 3, 4 and 5 (2018-2020), in addition to the $23,600,000 awarded for each of those
years, for a total of $36,100,000 for each year; the amount of new funds requested for PY2-5
(2017-2020) is $43,750,000 in addition to the $118,000,000 already requested for PY1-5
(2016-2020) for a total of $161,750,000 over the 5 year project; and

WHEREAS, DCHS requires a resolution from the SFDPH'’s governihg board
specifically authorizing SFDPH's signatory to enter into the amended agreement to expand its
participation in the WPC Pilot; and |

WHEREAS, DCHS plans to notify SFDPH of approval of its expanded participation on
June 12, 2017, and requires SFDPH to accept by June 22, 2017; and

WHEREAS, In order to meet the DCHS timeline, SFDPH must seek Board approval

prospectively if DCHS approves SFDPH’s expanded application; now, therefore, be it

Department of Public Health
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RESOLVED, That the Board of Supervisors hereby authorizes the Director of Health, to
sign the agreement to expand its participation in the WPC Pilot, if DCHS approves the SFDPH

expanded application.

Department of Public Health » .
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