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Section I – Summary
The District’s current behavioral health system is complex, involving multiple payers, District
agencies, and service delivery touchpoints. Although Medicaid funds much of these services,
coverage gaps can lead to missed opportunities for treatment and result in an experience of care
that is often fragmented, leading to sub-optimal levels of treatment for individuals with serious
mental illness (SMI)/serious emotional disturbance (SED) or substance use disorder (SUD).
Through this demonstration, the District is seeking to address ongoing structural challenges and
gaps to provide a more seamless experience of care, improve treatment rates and outcomes, and
promote healthier lives for District residents.
The District of Columbia Department of Health Care Finance (DHCF) is seeking approval from
the Centers for Medicare and Medicaid Services (CMS) for a Section 1115 Demonstration that
will combine under a single demonstration authority the ability to reimburse institutions for
mental diseases (IMDs) for inpatient, residential, and other services provided to Medicaideligible individuals with SMI, SED, or SUD as part of a continuum of care. The demonstration
will also allow the District to promote improved access to community-based behavioral health
services, provide important new resources to help the District fight the epidemic of deaths
associated with opioid use disorder (OUD) and other SUDs, and aid the District’s efforts to
transform Medicaid’s behavioral health service delivery system. The District is requesting that
this demonstration be effective immediately upon approval.
Section II – Program Background, Description, Goals, and Objectives
A. Background
The District of Columbia offers a broad array of behavioral health services, ranging from
diagnosis and counseling to more intensive interventions for individuals with SMI/SED or SUD.
However, key gaps in the Medicaid service array and complex and overlapping oversight have
made it harder for the District to manage behavioral health services in a holistic way that is
integrated with other medical treatment.
Providers and services are overseen by the District’s Department of Health Care Finance
(DHCF), Medicaid managed care organizations (MCOs), and the District’s Department of
Behavioral Health (DBH), with some overlap in authority. In addition, other District agencies
provide ancillary behavioral health services and touchpoints including through the school
system, foster care and child protective services, and justice system, among others. This division
of responsibility has sometimes resulted in service gaps, confusion about points of entry, and a
disconnect between beneficiaries’ physical and behavioral health care. In addition, the disparate
access to Medicaid coverage of IMD services between managed care and fee-for-service (FFS)
programs unfairly disadvantages FFS beneficiaries.
The dramatic increase in opioid-related fatalities in recent years has exacerbated and deepened
these challenges and catalyzed the District’s interest in seeking new authorities to ensure
Medicaid can more effectively support residents’ needs. This demonstration seeks to strengthen
3

the District’s Medicaid behavioral health system through the addition of a broader array of
services and providers designed to improve access to and transitions of care, including coverage
for short-term residential and inpatient services provided by IMDs for individuals with SMI and
SUD and complementary community-based services.
The Opioid Epidemic in the District
The District, like many other states in the nation, has experienced an unprecedented increase in
the number of fatal opioid-related overdoses among residents over the past five years. From 2014
to 2017, the District’s opioid-related fatal overdoses increased by 236 percent.1 In 2017, the
District’s rate of age-adjusted opioid deaths per capita was the highest among all urban counties
and fourth in the nation among all states.2 While rising opioid-related deaths nationally have
largely affected younger, white, non-Hispanic opioid-using adults whose SUD progressed from
prescription opioids to heroin, the opioid epidemic in the District has primarily affected older,
African-American males who are long-term users of heroin. Approximately 90 percent of opioid
users in the District are over 40 years old and approximately 80 percent of all fatal opioid
overdoses in the District have been among adults ages 40 to 69. Overall, 8 in 10 (81 percent) of
all fatal opioid overdoses were among African-Americans and nearly three-quarters (74 percent)
of all individuals with a fatal opioid overdose were men.
The primary opioid used in the District is heroin, and nearly 9 in 10 individuals who use heroin
(88 percent) have been using for more than 10 years, while 2 in 10 (22 percent) have been using
for over 40 years.3 While individuals using heroin have represented the majority of those affected
by the opioid crisis, the spike in overdose deaths has been attributed to the introduction of
fentanyl or fentanyl analogs into the heroin supply. Among all Medicaid beneficiaries in 2017,
nearly three percent (2.7 percent) had an opioid use disorder in 2017, representing over 5,600
individuals.
District agencies have taken a number of steps to address the opioid epidemic, including:
•

•

Opioid Task Force: In 2017, the District formed a multi-agency Opioid Task Force
jointly led by the Department of Behavioral Health and DC Health, to monitor and
identify trends and opportunities for policy interventions to reduce the frequency and
severity of opioid-related overdoses. The Task Force has met monthly to review public
health data and identify cross-agency coordinated strategies to improve outcomes.
Opioid Strategic Plan: In December of 2018, Mayor Bowser released Live.Long.DC., a
strategic plan to address the District’s unique needs. The plan, which was the result of
engagement by District agencies with hospitals, physicians, community-based treatment
providers, individuals in recovery, and other stakeholders through an Opioid Workgroup,
identified seven goals and related strategies to reduce opioid use, misuse, and related
deaths through 2020.

Live.Long.DC.: Washington, DC’s Strategic Plan to Reduce Opioid Use, Misuse and Related
Deaths, Department of Behavioral Health, March 2019.
2
U.S. Department of Health and Human Services, Centers for Disease Control, National Center for
Health Statistics Data Brief #329, https://www.cdc.gov/nchs/data/databriefs/db329_tables508.pdf#page=3
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Live.Long.DC.: Washington, DC’s Strategic Plan to Reduce Opioid Use, Misuse and Related
Deaths, Department of Behavioral Health, March 2019 .
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•

•

•

•

•

•

MME Limits: In 2018, the District’s Medicaid program imposed new limits on morphine
milligram equivalents (MMEs) in Medicaid prescriptions, designed to reduce the
availability and utilization of high MME prescriptions and thereby lessen the risk of
substance use disorder and diversion among Medicaid beneficiaries.
In March of 2019, the District’s Medicaid program eliminated prior authorization
requirements for buprenorphine and naltrexone for extended-release injectable
suspension when used as part of medication-assisted treatment (MAT) goals outlined in
the District’s Opioid Strategic Plan.-assisted treatment (MAT)4 goals outlined in the
District’s Opioid Strategic Plan.
Medicaid Opioid Data Dashboard: In 2018, the District was selected by CMS for
participation in the Medicaid Opioid Data Dashboard Innovation Acceleration Program
(IAP). Through this program, the District’s Medicaid agency has been creating and
refining a data dashboard that will present annual metrics on OUD diagnoses, utilization
of services, emergency room utilization, and MAT utilization that can be shared with
other District agencies to improve and better target service delivery.
PDMP Participation Requirement: In 2018, the District Council required all District
providers who prescribe medication to participate in the Prescription Drug Monitoring
Program (PDMP). Building on this requirement, the District Medicaid program in March
of 2019 issued a policy requiring all prescribers of MAT-related buprenorphine or
naltrexone for extended-release injectable suspension to check the DC PDMP and record
findings in the patient’s medical record to improve monitoring and deter misuse or
diversion.5
Emergency Room MAT Induction Pilot: Beginning in April 2019, the District
implemented a hospital emergency room MAT induction pilot that will screen emergency
room patients in four District hospitals for potential SUD risk using the screening, brief
intervention, and referral to treatment (SBIRT) model and connect interested at-risk
patients to a peer recovery coach to discuss recovery strategies and options, including
initiating MAT. Those who are interested will initiate MAT treatment in the hospital,
then be provided a warm handoff to community-based care within 48 hours with support
from the peer recovery coaches. Individuals needing extra support may be referred to
crisis beds, inpatient, or residential treatment.
Overdose Survivor’s Outreach Program (OSOP): In 2019, DBH plans to launch a
program that targets non-fatal opioid overdose survivors that come into the emergency
room and are discharged. Those patients will be identified through the SBIRT process
under the MAT Induction Program noted above. Typically, an OSOP patient is someone
who arrives by ambulance and is non-verbal or medically unstable and cannot be
screened. Under the OSOP, peer coaches will educate the patient on harm reduction and
the risk of overdose before they leave the ER. After release, an OSOP coach will follow
up to engage the patient in the community. After the intervention, OSOP patients will be
followed and tracked for ninety (90) days throughout D.C.

4

Prior authorization for buprenorphine was eliminated for doses up to 24 mg. Naltrexone may also be provided
without prior authorization under the policy for treatment of alcohol use disorder.
5
https://dhcf.dc.gov/sites/default/files/dc/sites/dhcf/publication/attachments/DG852345_KT0000016252_1.pdf
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Health System Challenges
The District has faced challenges in its efforts to combat the opioid epidemic. Among these are
gaps in Medicaid’s coverage for essential services, including the exclusion of all IMD residential
and inpatient services for non-elderly adult fee-for-service beneficiaries and the exclusion of
coverage for stays longer than fifteen (15) days for non-elderly adult MCO beneficiaries. Given
that behavioral health needs are more prevalent among fee-for-service beneficiaries, this
disparate coverage of IMD services creates critical challenges in ensuring Medicaid can provide
coordinated behavioral health services for many beneficiaries who have the greatest need for
recovery and treatment interventions.
The District’s health care safety net has also been facing new pressures arising from increased
needs associated with behavioral health conditions and reduced capacity for treatment. In 2017,
the District lost one of its two major providers of inpatient psychiatric care when Providence
Hospital’s psychiatric inpatient unit closed. Since 2017, involuntary psychiatric admissions have
increased substantially for one general hospital, Washington Hospital Center, and the remaining
private psychiatric hospital, Psychiatric Institute of Washington. See Figure 1, below.
Figure 1
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Although Medicaid covers both inpatient hospital psychiatric stays at non-IMD facilities and
community behavioral health services, advocates and community providers report that
individuals being discharged from emergency rooms and hospitals need more support or follow
up to ensure a smooth transition to community care. In addition, stabilization and crisis services
for Medicaid-covered individuals with serious behavioral health needs frequently occur in the
emergency or inpatient hospital setting rather than using community settings. Over-reliance on
these acute hospital settings may lead to poorer outcomes for patients with behavioral health
6

needs.
Overuse of hospitals is also resulting in longer wait times in emergency departments and fewer
available beds in inpatient units due to high volume and intensive staffing needed to support a
population with more substantial behavioral health needs. The District is already working across
the health delivery system to reduce low-acuity emergency room utilization and prevent
unnecessary hospitalization through the establishment of key performance metrics and valuebased payments for Medicaid-funded federally qualified health centers, MCOs, and nursing
facilities. Other initiatives include the implementation of a nurse triage line for 911 callers and
two Medicaid health home initiatives targeted to improve coordination of care for the highest
utilizers of care, including individuals with serious mental illness and those with three or more
chronic conditions.
Despite increases in opioid-related overdoses and fatalities, the District Medicaid program
continues to experience insufficient utilization of SUD services including MAT. Advocates have
reported concerns regarding access to providers accepting Medicaid patients, including culturally
competent and bi-lingual providers, highlighting the need for SUD and SMI/SED provider
training. Advocates have also pointed to inconsistent discharge planning and follow up care as
possible factors contributing to low treatment utilization for individuals with SUD.
Through this demonstration, the District seeks to more comprehensively promote communitybased treatment and prevent more intensive interventions by providing a broader continuum of
behavioral health treatment to ensure more efficient and effective service delivery at the lowest
burden entry point.
Link Between Serious Mental Illness and Substance Use Disorder
There is often a strong co-occurrence of SUD and SMI. Roughly one-third (34 percent) of adult
District residents being treated for SMI in the public health system also have an SUD. Medicaid
beneficiary experience underscores this connection. In fiscal year (FY) 2018, nearly one-third of
all Medicaid beneficiaries and more than half of FFS Medicaid beneficiaries (53 percent) had a
behavioral health diagnosis. Among all Medicaid beneficiaries with behavioral health needs, 16
percent had co-occurring SMI and SUD, while among FFS beneficiaries with behavioral health
needs, 26 percent had co-occurring SMI and SUD.
Individuals with SMI also have high rates of risky health behaviors, including use of tobacco
products, substance use, physical inactivity, and poor diets. In addition, commonly prescribed
antipsychotic medications have metabolic side effects including weight gain. These social risk
factors, in concert with medication-mediated risk factors, can lead to higher rates of co-morbid
physical illness, resulting in a population at higher risk for premature morbidity and mortality.6
Substance use is the most common risk behavior of District residents with SMI. Research
suggests that people with mental illness may use drugs or alcohol as a form of self-medication.7
For individuals with mental illness, brain changes may enhance the rewarding effects of
6
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4663043/
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substances, making an individual more likely to continue using the substance.8 Thus, in the
District, persons with a mental illness are at greater risk of developing a substance use disorder
than the general population. Addressing the SUD crisis also requires treatment for the SMI that is
likely a contributing factor.
Current Structure of District Medicaid Behavioral Health Benefits
In FY18, roughly three-quarters (72 percent) of Medicaid/CHIP beneficiaries in the District were
enrolled in MCOs and just over one-quarter (28 percent) received services through the FFS
program. Regardless of coverage type, all District Medicaid/CHIP enrollees are eligible to
receive low-acuity behavioral health services, inpatient, outpatient, emergency, and pharmacy
services for medically necessary behavioral health needs, although non-elderly adults aged 21-64
cannot receive Medicaid-covered IMD services unless they are enrolled in an MCO and only for
up to fifteen (15) days per month. Based on results of an assessment, beneficiaries may be
eligible to receive State Plan mental health and SUD rehabilitative benefits, which include a
range of diagnostic and therapeutic services. Table 1, below, summarizes the full spectrum of
Medicaid behavioral health services.
Oversight of Medicaid behavioral health services is divided, with overlapping authority,
primarily among DHCF, Medicaid MCOs, and DBH, although other sister agencies also provide
ancillary behavioral health services and supports.9 DHCF has authority over Medicaid’s
reimbursement of clinic services (free-standing mental health clinics (FSMHCs) and federally
qualified health centers (FQHCs)), hospitals, and outpatient services. MCOs serving District
Medicaid beneficiaries contract with a behavioral health provider network providing low-acuity
behavioral health services, including assessment, counseling, and medication/somatic treatment.
However, most intensive services and supports for individuals with SMI/SED/SUD are carved
out of MCO contracts and delivered through FFS by providers operating under the oversight and
certification of DBH.
Medicaid MCOs manage their own network of behavioral health service providers who offer
lower level, non-rehabilitative behavioral health services, including those provided by standalone psychiatrists, psychologists, FSMHCs, FQHCs, and other providers. MCOs also provide
inpatient, emergency, pharmacy, and psychiatric residential treatment facility (PRTF) services.
MCOs are subject to State Plan requirements and accountable to DHCF through the MCO
contract and oversight.
Under the District Medicaid State Plan, rehabilitative services are organized into two distinct
programs: Mental Health Rehabilitative Services (MHRS) and Adult Substance Abuse
Rehabilitation Services (ASARS). These services are delivered on a fee-for-service basis through
DBH-certified providers.
For District of Columbia residents with a diagnosis of SMI/SED, the Medicaid program (via
8

Santucci K. Psychiatric disease and drug abuse. Current Opinion Pediatrics 2012;24(2):233-237.
doi:10.1097/MOP.0b013e3283504fbf
9
Other agencies that frequently provide behavioral health services to Medicaid-eligible individuals, including
children, include DC Public Schools (DCPS), the Office of the Superintendent of Education (OSSE), Children and
Family Services Administration (CFSA), the Division of Youth Rehabilitative Services (DYRS), the Department of
Corrections (DOC), and others.
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MHRS) provides an array of mental health services and supports, including: (1)
Diagnostic/Assessment, (2) Medication/Somatic Treatment, (3) Counseling, (4) Community
Support, (5) Crisis/Emergency, (6) Day Services, (7) Intensive Day Treatment, (8) CommunityBased Intervention, and (9) Assertive Community Treatment, (10) Child-Parent Psychotherapy
for Family Violence, and (11) Trauma-Focused Cognitive Behavioral Therapy. The District also
offers a health home program for individuals with SMI/SED that provides care coordination and
wrap-around services and supports.
A variety of additional evidence-based services and promising practices are offered to those
enrolled in the MHRS system of care through local funding, including wrap-around support,
transition support services, school mental health services, early childhood services, suicide
prevention, and services for justice-involved individuals who are ordered to receive behavioral
health assessments or treatment.10 DBH contracts with 57 providers of mental health services.
DBH also operates adult and child clinics that provide urgent care and crisis emergency services
and provides homeless outreach and treatment services.11
In 2011, Medicaid-covered SUD services administered by DBH expanded with the
implementation of the ASARS program, including: (1) Assessment/Diagnostic and Treatment
Planning, (2) Clinical Care Coordination, (3) Crisis Intervention, (4) Substance Abuse
Counseling, (5) Short-term Medically Monitored Intensive Withdrawal Management, (6)
Medication Management, and (7) Medication Assisted Treatment. DBH contracts with 33
providers of substance use services. In addition, DBH has 10 providers that provide both mental
health and substance use services.
Because of overlapping oversight of separate delivery systems and provider networks by DHCF,
MCOs, and DBH, providers and beneficiaries are sometimes not well informed about available
benefits and coverage. Through this demonstration, the District is beginning a process that aims
to further improve coordination of coverage and services, beginning with a focus on
strengthening transitions of care among participating providers.

10

District of Columbia Department of Behavioral Health Mental Health and Substance Use Report on Expenditures
and Services (MHEASURES) January, 2019
11
Ibid.
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Table 1. District Medicaid State Plan MH/SUD Benefit Package and Related Covered
Services
Emergency
•
•

Crisis Emergency
(MH)
Crisis Intervention
(SUD)

•
•
•

•

Inpatient/Residential
MH and SUD
Hospitalization based
on MH or SUD
diagnosis
SUD: Inpatient hospital
detoxification
IMD residential and
inpatient services for
children and adults 65
years old or older
MCO-enrolled nonelderly adults for first
15 days12

Outpatient
Clinic and Physician (DHCF/MCO Managed)
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•

Diagnostic/Assessment/Treatment Planning
Medication/Somatic Treatment (MH services)
Counseling/Medication Management
EPSDT services for children, including screenings and
treatment for SUD and other behavioral health needs

Mental Health Rehabilitative Services
(DBH Managed)
Diagnostic/Assessment
Medication/Somatic Treatment (Individual and
Group)
Counseling (Individual On-Site, Individual Off-Site and
Group)
Community Support (Individual and Group)
Crisis/Emergency
Day Rehab
Intensive Day Treatment
Community-Based Intervention
Assertive Community Treatment
Child-Parent Psychotherapy for Family Violence
Trauma-Focused Cognitive Behavioral Therapy
Adult Substance Abuse Rehabilitative Services
(DBH Managed)
Assessment/Diagnostic and Treatment Planning
Clinical Care Coordination
Crisis Intervention
Substance Abuse Counseling
Short-Term Medically Monitored Intensive
Withdrawal Management
Medication Management
Medication Assisted Treatment
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IMD residential and inpatient services are not covered under the State Plan, but are
allowable for MCO beneficiaries under the “in lieu of services” provision of federal
Medicaid Managed Care rules.
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Current Behavioral Health Diagnoses and Utilization, Including IMD Stays
Under current policy, Medicaid MCOs are able to cover and claim reimbursement for up to fifteen
(15) days per month for non-elderly adult MCO enrollee IMD inpatient and residential services
through the “in lieu of services” provision. IMD services for non-elderly adults are not Medicaidreimbursable for beneficiaries covered under the FFS program but are covered locally by DBH on a
limited basis.
In FY18, nearly one-third (31 percent) of all Medicaid beneficiaries had a behavioral health
diagnosis and an estimated 20 percent (55,919) of all Medicaid beneficiaries had an SMI/SED or
SUD diagnosis. The rate of behavioral health diagnosis is higher for fee-for-service beneficiaries –
in FY18, more than half (53 percent) of all FFS beneficiaries had a behavioral health diagnosis and
an estimated 41 percent (19,166) of all FFS beneficiaries had an SMI/SED or SUD diagnosis. See
Figures 2 and 3 below. Sixty percent of Medicaid beneficiaries with an SMI received behavioral
health treatment.
In 2017, six percent of beneficiaries with an SUD had a non-tobacco SUD, including OUD, alcohol,
cannabis, or other substance use disorder.13 Five percent of all Medicaid beneficiaries had an
alcohol use disorder and three percent had an opioid use disorder in 2017. In FY2018, 41% of
individuals who received SUD treatment services through DBH-certified providers cited alcohol as
their primary drug of choice; 21.1% cited heroin; 14.2% cited cocaine/crack; 10.4% cited marijuana;
and 6% cited PCP.14 DHCF research suggests there was a wide gap between those who had an SUD
diagnosis and those receiving treatment – in 2017, only one-third of individuals with a non-tobacco
SUD received SUD treatment (either counseling or MAT).

13

Substance Abuse and Mental Health Services Administration (SAMHSA). Behavioral Health Barometer: District of
Columbia, 2015.
14
District of Columbia Department of Behavioral Health Mental Health and Substance Use Report on Expenditures and
Services (MHEASURES) January, 2019
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Figure 2: Distribution of Behavioral Health Diagnoses Among Medicaid Beneficiaries, FY18:

Source: DC Medicaid Management Information System (MMIS) data extracted in April 2019.
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Figure 3: Distribution of Behavioral Health Diagnoses Among Medicaid Fee-For-Service
Beneficiaries, FY18:

Source: DC Medicaid Management Information System (MMIS) data extracted in April 2019.

The District was one of 12 states that participated in the Medicaid Emergency Psychiatric
Demonstration (MEPD) program authorized under the Affordable Care Act from 2012 to 2015.
Under that demonstration, the District was permitted to provide limited Medicaid coverage for adult
Medicaid beneficiaries in need of psychiatric inpatient IMD stays. Under the MEPD, the District
provided IMD services to 559 individuals for a total of 857 stays over the three years of the program.
The MEPD created referral patterns and delivery system practices that have left a gap in service
since the demonstration’s end.
In FY18, 2,933 adult Medicaid beneficiaries and those likely eligible for Medicaid had SUD or
mental health-related IMD stays, resulting in $16.5 million in total District spending, $11.2 million
of which was locally funded. The restrictions on Medicaid reimbursement for the treatment provided
in IMDs has resulted in access gaps for Medicaid beneficiaries. Medicaid reimbursement of these
stays provides a critical part of the District’s behavioral health safety net.
Assessment of the Availability of Mental Health Services
The District conducted an assessment of the availability of mental health services to provide a
baseline understanding of current rates of utilization, provider participation, and Medicaid
enrollment against which to measure as the demonstration is implemented. The assessment, which
follows a federally-provided template, includes information on the number of District providers of
mental health services and a brief overview of the District’s population with SMI, and is available in
Attachment 2. For more information on the District behavioral health system, interested stakeholders
can review the District of Columbia Uniform Application FY 2018/2019 - State Behavioral Health
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Assessment and Plan Substance Abuse Prevention and Treatment Block Grant.15 Other District
government materials that analyze the behavioral health system include the District Medicaid
Program’s 2016 Access Monitoring Review Plan16 and the District Department of Health’s 2014
Community Health Needs Assessment,17 which are also available for reference. Federal resources
include the Mental Health National Outcome Measures reporting from the HHS/Substance Abuse
and Mental Health Services Administration.18
In completing the assessment of the availability of mental health services, DHCF was unable to
compare DHCF’s network to the total number of providers in the District for several categories of
providers who treat mental illness. Over the course of the demonstration, DHCF will work with
other District agencies to improve the data for future assessments.
B. Vision for Improving Treatment of Serious Mental Illness and Substance Use Disorders
The District is planning to use the 1115 demonstration to strengthen the continuum of care and move
the District’s Medicaid program toward a more integrated model of behavioral health care delivery
by expanding treatment options for SMI/SED and SUD, delivering better quality care, identifying
and treating behavioral health issues at earlier stages, and supporting improved data collection and
reporting in the District’s behavioral health system. The demonstration will also assist the District in
advancing key goals within its Opioid Strategic Plan. Specifically, the demonstration will expand
access to SUD treatment and providers, improve the quality of behavioral health treatment, improve
the beneficiary experience after discharge through follow up, and prevent emergent and acute
hospitalizations by scaling up crisis treatment programs.
Through this demonstration, DHCF aims to reduce regulatory silos and barriers to care across
agencies and programs, more effectively engage providers to support early intervention and
treatment regardless of payer and promote equitable and timely access to SUD treatment and
recovery services and SMI/SED assessment, treatment, and supports. Combining under a single
demonstration authority the ability to use IMDs for SUD and SMI/SED residential and inpatient
treatment provides the District with the most comprehensive approach to improving access to IMD
services. The District is also hoping the demonstration will allow District agencies to better track and
support transitions of care between IMD and other community-based services to promote better
health outcomes for high need, high cost beneficiaries.
The demonstration will align with several ongoing local and federally funded initiatives and system
reforms, providing the District with an opportunity to better target Medicaid funding to address
critical care needs in the community to protect and strengthen the behavioral health system overall.
Expanding Service Continuum for SMI/SED and SUD
The cornerstone of this demonstration is expanding the continuum of care by providing Medicaid
reimbursement for individuals with SMI or SUD in residential and inpatient IMD settings.
To complement new residential and inpatient IMD services, the District plans to bolster the
15

https://dbh.dc.gov/page/behavioral-health-services-block-grants
https://dhcf.dc.gov/page/read-dhcf%E2%80%99s-first-access-monitoring-review-plan-ffs-medicaid-program
17
https://dchealth.dc.gov/page/dc-community-health-needs-assessment
18
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/DistrictofColumbia-2017.pdf
16
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availability of community-based interventions, including:
•
•

•

•
•
•

Crisis stabilization, including psychiatric residential stabilization services, and mobile crisis
and outreach services in the community;
Recovery supports:
o For SUD - recovery support services, including services delivered by certified peer
specialists, and
o For SMI and/or co-occurring SMI/SUD - a new peer-partnered Clubhouse model
providing day rehabilitative treatment;
Vocational supported employment services for individuals with SMI and a pilot for
supported employment services for individuals with SUD, to ensure that behavioral health
needs do not pose a barrier to continuing or initiating employment, which is a major factor in
promoting self-reliance and recovery;
Behavioral health services provided by independent and hospital-affiliated psychologists and
other licensed behavioral health providers to individuals with SMI/SED and SUD, subject to
the limitations noted in Section IV.B, below;
Elimination of the current one dollar ($1) copayment requirement for prescriptions associated
with MAT to ensure this treatment is broadly accessible without any barrier; and
Transition planning services to permit certain behavioral health providers to participate in the
discharge treatment planning process for individuals with SMI/SED or SUD within thirty
(30) days of being discharged from an inpatient, residential, criminal justice, or other
institutional setting.

System Redesign
The demonstration is part of an ongoing effort to strengthen and integrate the District’s behavioral
health system and move the Medicaid program toward a more holistic, integrated approach to
delivering person-centered care and improving outcomes. By increasing Medicaid’s behavioral
health service array, the demonstration will facilitate improved care coordination and promote
greater collaboration and efficiency among participating behavioral and medical providers.
The demonstration will complement ongoing District efforts under the Medicaid State Plan and
administration operations to transition provider claims administration for behavioral health services
from DBH to DHCF, enhance MHRS and ASARS services, and identify opportunities for system
improvements. The District is also increasing investments in health information technology (HIT)
systems and has received approval from CMS for several programs to increase provider participation
in District-wide Health Information Exchange. The District’s overall goal is to build a system of care
that provides a greater continuum of behavioral health services; reduces substance use, misuse, and
overdose fatalities; and moves Medicaid toward a more holistic, integrated approach to health care
treatment.
Relationship to Current DBH Activities
The demonstration will also complement and leverage U.S. Department of Health and Human
Services Substance Abuse and Mental Health Services Administration State Opioid Response (SOR)
funding, a two-year grant designed to reduce OUD related deaths by increasing prevention,
treatment, and recovery activities for OUD. DBH was recently awarded $53 million in SOR funds
for FY19 and FY20. Over the grant period, the District of Columbia’s Opioid Response (DCOR)
15

program will test strategies to increase access to MAT, reduce unmet treatment needs, and reduce
OUD related overdose deaths in the District. To improve accessibility of services, the District will
implement a Hub and Spoke model with multiple access points (including a 24-hour intake and
assessment site) to a coordinated network of treatment and recovery support services (RSS)
providers who will collaborate around the assessment, stabilization, and ongoing treatment of
individuals with OUD. The Hub will facilitate communication and provide education and SBIRT.
The program will employ motivational interviewing to help individuals access treatment through the
network and peer support specialists will provide outreach throughout the continuum of care, foster
engagement, and service connection. The DCOR program will also use training, technical assistance,
and Extension for Community Healthcare Outcomes (ECHO) consultation using the Health
Resources and Services Administration’s opioid use treatment curriculum with health care
professionals to increase their ability to address the needs of clients with more intense challenges.
The demonstration’s proposed expansion of services and focus on transitions and community-based
services complements these ongoing efforts. The waiver may also provide a future pathway to
sustainability of these initiatives. The District plans to monitor the impact of DCOR-funded
interventions and determine their applicability to Medicaid. In this way, the District is looking to
leverage federal investments under the demonstration to promote sustainability of proven
interventions.
In addition, DBH is promoting a series of systemic reforms that will complement the waiver by
improving access to community-based interventions and supports. DBH is seeking to provide shortterm medically monitored intensive withdrawal management services (ASAM level 3.7-WM) for
individuals receiving Comprehensive Psychiatric Emergency Program (CPEP) services in
community settings. This change will increase capacity to treat individuals with SUD for short-term,
intensive stays in the community.
In Summer 2019, DBH will launch the Integrated Community Response Team (ICRT), a
multidisciplinary approach to improve behavioral health outcomes in the District with a focus on
proactive service offerings and tailored responses for individuals experiencing a behavioral health
crisis. The ICRT is a multi-site 24/7 model of care consisting of a multidisciplinary team of licensed
clinicians, community behavioral health specialists, and individuals with lived experience. The ICRT
is designed to support communities by providing:
(1) critical incident response, including deploying responders to any other situations requiring
behavioral health supports;
(2) targeted community outreach intended to improve the utilization of services and support the
identified needs of communities;
(3) supportive behavioral health services, including regular engagement with individuals
showing signs of mental health and/or substance use disorder to connect them to treatment and
other services and persuade them to seek a safe environment; and
(4) community education, including participating in a wide array of community support requests,
trainings, educational outreach efforts and community stakeholder meetings, to provide
recommendations on behavioral health needs and engagement strategies to promote the wellness
of District residents.
In addition, DBH is decentralizing its substance use disorder assessment and referral center (ARC)
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services, which will allow multiple community-based SUD providers to provide intake, assessment,
and referrals. Previously, the ARC provided a centralized, single point of entry to treatment. With
this change, individuals in need of SUD services will have multiple points of entry into the District’s
system of care. DBH is also working to transition free-standing mental health clinics (FSMHCs)
from DHCF oversight to DBH oversight. By October 2019, DBH will certify and monitor all
publicly funded clinic-based mental health services provided in a FSMHC, thereby improving the
consistency of oversight of mental health providers in the District.
Section III – Demonstration Goals and Objectives
The District has three overarching goals for this demonstration:
•
•
•

Increasing Medicaid’s service array to improve coverage of a broader continuum of
behavioral health treatment for individuals with SMI/SED/SUD.
Advancing the District’s goals for reducing opioid use, misuse, and deaths outlined in the
District’s Opioid Strategic Plan, Live.Long.DC.
Supporting the District Medicaid program’s movement towards a more integrated health care
experience that facilitates coordinated treatment of behavioral and physical health needs.

The District’s goals support the broader objectives of the Medicaid program to ensure equitable
access to medically necessary services for Medicaid-eligible beneficiaries. The District’s goals also
support the specific goals for the SUD and SMI/SED demonstrations outlined by CMS in SMD 17003 and 18-011, including:
•
•
•
•
•
•
•
•

Increasing enrollee identification of, access to, and utilization of appropriate SUD treatment
services based on the ASAM Criteria, with a focus on community settings;
Increasing enrollee access to and utilization of appropriate SMI/SED treatment services
based on nationally recognized criteria, with a focus on community settings;
Increasing adherence to and retention in SUD treatment;
Decreasing use of medically inappropriate and avoidable high-cost emergency department
and hospital services by enrollees with SUD and/or SMI/SED;
Increasing timely initiation of follow up after discharge from emergency department,
inpatient or residential treatment for SMI/SED or SUD, and timely transition to communitybased behavioral health services;
Reducing readmission rates for inpatient SUD and/or SMI/SED treatment;
Ensuring that beneficiaries being treated in an IMD setting are also being assessed for and
accessing treatment for their physical health conditions; and
Improving the availability of crisis stabilization services including through call centers and
mobile crisis units, and through intensive outpatient, inpatient, and residential settings.

The District will provide detailed information on its strategy for meeting demonstration milestones (as
identified in SMD 17-003 and 18-011) in its implementation plan. The District will also provide additional
information on its strategy to promote and leverage HIT in support of the demonstration’s goals in its HIT
plan. The District will finalize and submit its Implementation and HIT plans following submission of this
application to CMS within ninety (90) days of approval of this proposed demonstration.
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Section IV – Eligibility, Benefits, Cost Sharing, and Delivery System
A)

Eligibility

Broadly, this demonstration will impact all children and adults eligible to receive Medicaid benefits
under the District of Columbia Medicaid State Plan who are diagnosed with an SMI/SED or an
SUD, or self-identified with an SUD.
Medicaid beneficiaries will qualify for services outlined in this demonstration based upon their
medical need for services. Medicaid beneficiary eligibility requirements will not differ from the
approved Medicaid State Plan and DHCF is not proposing changes to Medicaid eligibility standards
in this demonstration application.
Specifically, the District is seeking authorization to reimburse for clinically appropriate care
delivered in residential and inpatient treatment settings that qualify as IMDs to increase the scope of
services and treatment options available to District Medicaid adults aged 21- 64 diagnosed with an
SMI or an SUD, who have traditionally had decreased access to these services as a result of the IMD
exclusion.
The District also plans to add new and expand existing Medicaid services that would otherwise be
coverable under the State Plan. These additional services will ensure greater access to outpatient and
community-based services for all Medicaid-eligible children, youth, and adults diagnosed with an
SMI/SED or an SUD, or self-identified with an SUD, with the goal of improving health outcomes
for these individuals.
B)

Benefits

In addition to services authorized under the Medicaid State Plan, this 1115 demonstration proposal
will authorize the reimbursement of:
IMD Services
Services associated with clinically appropriate, short term stays for acute care delivered in residential
and inpatient treatment settings that qualify as IMDs to District of Columbia Medicaid beneficiaries
with SUD or SMI. Reimbursement for long-term residential and long-term inpatient IMD stays is
not being proposed under this demonstration.
SMI and SUD inpatient and residential treatment under this demonstration is proposed for clinically
appropriate care based on placements using nationally recognized level of care and utilization
criteria. SUD Residential and Inpatient Treatment under this demonstration program would be
included for clinically appropriate care associated with ASAM Levels 3.1, 3.3, 3.5, 3.7, 3.7WM, and
4.0.
Eligible inpatient and residential providers will be certified in accordance with District requirements
- for SUD treatment, these providers will deliver care in accordance with ASAM criteria and for
treatment of SMI, these providers will be accredited by a national organization (or otherwise meet
Medicare conditions of participation). Treatment staff will be certified or licensed in accordance
with District requirements or otherwise credentialed or regulated by DBH.
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The District also seeks to expand and add new Medicaid services that could be otherwise covered
under the State Plan, including:
Crisis Stabilization Services
The demonstration proposes to expand the availability of crisis stabilization services available in the
Medicaid program for individuals experiencing behavioral health crises through changes to existing
Comprehensive Psychiatric Emergency Program (CPEP) and mobile crisis and outreach services and
the addition of psychiatric residential crisis stabilization services.
Comprehensive Psychiatric Emergency Program (CPEP)
The demonstration proposes to change the reimbursement methodology for CPEP services to
individuals experiencing a behavioral health crisis, to more appropriately account for and value the
services provided. Instead of billing in 15-minute increments, Brief Crisis Emergency Visits will be
reimbursed at an hourly rate for up to four hours, and 23-Hour Crisis and Extended Observation
Crisis Visits will be reimbursed at a per diem rate.
Mobile Crisis and Outreach Services
The demonstration will add mobile crisis and outreach services as separate and distinct services from
those provided and billed under CPEP to more appropriately account for and value the services
provided. Instead of billing in 15-minute increments, providers will be able to bill for crisis
intervention mental health services at an hourly rate and for behavioral health outreach services at a
per encounter rate.
Psychiatric Residential Crisis Stabilization Services
The demonstration proposes to add coverage for psychiatric residential crisis stabilization services as
a treatment alternative to psychiatric inpatient hospitalization for persons living in the community
who are (1) in need of support to ameliorate psychiatric symptoms; (2) voluntarily participating in
treatment; and (3) deemed appropriate for outpatient services within a structured, closely monitored
temporary setting (based upon a psychiatric assessment conducted on-site). Staffing requirements
include a psychiatrist, a psychiatric nurse, and a social worker or counselor. Psychiatric residential
crisis stabilization service providers will be certified by DBH.
Recovery Support Services
The demonstration proposes to add a recovery support services (RSS) benefit for SUD. RSS are nonclinical services and supports designed to support and maintain ongoing recovery. RSS would be
available to individuals: 1) with an SUD who are currently in treatment or who have completed
treatment, or 2) individuals who have self-identified with an SUD. For transitional housing supports,
individuals must have a diagnosed SUD. A recovery support evaluation is used to determine an
individual’s needs, develop a comprehensive recovery support plan, and monitor progress. Services
proposed for coverage include: 1) Care Coordination Services; 2) Recovery Coaching and
Mentoring; 3) Life Skills Support; 4) Education Support Services; and 4) Transitional Housing
Supports. RSS providers will be certified by DBH.
Clubhouse Services
The demonstration proposes to fund services offered in a peer-partnered facility for adults with SMI
and/or co-occurring SUD. Clubhouse services are psychosocial rehabilitation services that utilize
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behavioral, cognitive, or supportive interventions to help individuals develop social networking,
independent living, budgeting, self-care, and other skills. The goal is to assist individuals with
successfully living in the community and preparing for and maintaining employment. Clubhouse
services are provided in a collaborative setting where clubhouse staff and members work side by
side. Clubhouse service providers will be certified by DBH.
Trauma-Informed Services
The demonstration proposes to reclassify two trauma-informed services for children, adolescents,
and adults—the Trauma Recovery and Empowerment Model (TREM) and Trauma Systems Therapy
(TST)—and change the reimbursement methodology. Currently, these services are provided and
billed under the MHRS Counseling service definition. Creating a separate service definition for
TREM and TST will allow for better tracking of service utilization. Increasing the reimbursement
rates to be on par with other trauma-informed services is intended to promote additional service
availability. Trauma-informed service providers will be certified by DBH.
TREM serves individuals who survived trauma and have substance use and/or mental health
conditions. The model draws on cognitive-behavioral, skills training, and psychoeducational
techniques to address recovery and healing from sexual, physical, and emotional abuse. TREM
consists of three major parts: empowerment; trauma experience and its consequences; and skills
building, with an emphasis on communication style, decision-making, regulating overwhelming
feelings, and establishing safer, more reciprocal relationships.
TST is a phase-based treatment program for children and adolescents who have experienced
traumatic events or who live in environments with ongoing stress or traumatic reminders. TST is
designed to address the complicated needs of traumatized children or adolescents who have
difficulty regulating their emotions and behavior and the caregivers and systems of care who are not
able to adequately respond to the youth’s needs.
Supported Employment Services
The demonstration proposes to add vocational services to currently covered therapeutic supported
employment services for individuals with SMI whose plan of care has identified the need for these
services. The demonstration also proposes a pilot to provide supported employment services to
individuals with SUD to determine how to best adapt the service model to this population. The pilot
for supported employment for individuals with SUD would be limited to two providers designated
by DBH.
Supported employment targets adults for whom competitive employment has either not occurred,
been interrupted, or is intermittent as a result of a significant behavioral health disorder. Ongoing
supports help the individual prepare for, obtain, and maintain a part-time or full-time job in a
competitive employment setting as a component of their recovery. Supports to be covered under the
demonstration would include intake and assessment, coordination with the individual’s treatment
team, and job development and coaching. Supported employment service providers for individuals
with SMI will be certified by DBH.
Psychologist and Other Licensed Behavioral Health Provider Services
The demonstration proposes to reimburse for screening, behavioral health assessment/diagnostic,
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counseling, and other behavioral health treatment provided to individuals with SMI/SED or SUD by
psychologists and other licensed behavioral health providers (including Licensed Independent
Clinical Social Workers, Licensed Professional Counselors, and Licensed Marriage and Family
Therapists) within the scope of their licensure. Under the Medicaid State Plan, psychologists and
other licensed behavioral health providers can currently deliver Medicaid-reimbursable services
through free-standing mental health clinics, core service agencies, and federally-qualified health
centers. Under the demonstration, psychologists and other licensed behavioral providers practicing
independently, either in a separate practice or hospital setting, would be able to enroll in Medicaid
and bill for services. Services associated with screening or treatment of Autism Spectrum Disorder
(ASD) are carved out from this benefit and will not be included as a waiver-covered service. The
District is considering other policy interventions for ASD that will offer more comprehensive access
to the services and providers needed to treat this condition.
Transition Planning Services
The demonstration proposes to add Medicaid reimbursement for transition planning services
provided by certain behavioral health providers for individuals with SMI/SED and/or SUD being
discharged into their care from an inpatient, residential, criminal justice, or other institutional setting.
The discharge planning process assesses an individual’s situation, strengths, and needs, and
identifies the availability of needed services and supports after release and links the individual to
them. In addition to addressing physical and mental health care needs, links may be created to nonclinical supports related to housing or other social service benefits. Enabling these providers to be
part of plan development with the individual and the institution’s treatment team promotes
continuity of care and helps ensure that appropriate treatment services and/or supports are available
and accessed after discharge.
This service will help meet CMS’ goals and implementation plan requirements of intensive and
coordinated discharge planning as well as timely follow-up, post-discharge. It is also consistent with
Congress’ requirement under Section 5032 of the SUPPORT Act (P.L. 115-271) that CMS allow
states a waiver to provide services to incarcerated individuals within thirty (30) days of their release
to improve connections to care and reduce the likelihood of relapse upon return to the community.
Under the demonstration’s proposed reimbursement, transition planning services would consist of up
to eight (8) hours per enrollee for services provided within thirty (30) days of an individual being
discharged. These services can be provided in person, remotely via telemedicine, and/or outside of
the care delivery setting. Providers authorized to bill for these services would be DBH-certified
MHRS and ASARS providers, FSMHCs, and Federally Qualified Health Centers.
C)

Cost Sharing

The District is not planning to impose any cost-sharing under this 1115 demonstration. The District
is also seeking to waive existing cost-sharing requirements for some individuals eligible to receive
services under the 1115 demonstration, specifically to change cost-sharing requirements for
individuals who are using prescription drugs associated with MAT.
•

Remove Cost-Sharing Requirement for Prescriptions Associated with MAT: The
demonstration proposes to remove $1 co-payment cost-sharing requirements now in effect
under the State Plan for individuals receiving services under the demonstration who are
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also using prescription medications associated with MAT.
D)

Delivery System

The District of Columbia currently utilizes both FFS and managed care systems as specified under
its state plan for delivering Medicaid benefits. No changes to the current FFS and managed care
delivery systems are being proposed in this demonstration application. There will be no differences
in the delivery system used to provide benefits to demonstration participants than those provided
under the State Plan.
For SUD and SMI/SED services provided through DHCF’s FFS system under this demonstration,
DHCF expects to follow the State Plan with respect to SUD and SMI/SED payment rates except in
cases indicated above where rate methodology changes are proposed. For the services being added
where there is no established rate, DHCF intends to develop a rate. DHCF also expects that MCO
capitation rates may need to be adjusted in light of changes regarding the administration and
coverage of IMD services. Clinical SUD treatment services must have been determined necessary
for a beneficiary based on the ASAM criteria. Beneficiary receipt of recovery support services
would be determined through completion of an assessment and recovery support plan. Supported
employment for individuals with SUD will be based on the individual’s plan of care. Depending on
the clinical SMI/SED treatment service, beneficiary’s placement and treatment will be based on a
combination of criteria based on the individual’s treatment plan; District-approved level of care
(LOC) determination tools, such as the LOCUS and CAFAS; clinically relevant information
submitted by the provider; and other nationally recognized criteria. For supported employment
services for individuals with SMI, availability will be based on the individual’s plan of care.
Clubhouse services provision is based on the enrollee’s diagnostic assessment and plan of care.
Crisis services will be available to individuals presenting with a behavioral health crisis.
Other than the cost-sharing and benefits described above, this 1115 demonstration does not
otherwise modify other program features of the DC Medicaid program.
Section V – Demonstration Hypothesis and Evaluation
The demonstration will test whether the expenditure authority granted under this demonstration, in
addition to other concurrent behavioral health delivery system enhancements and re-design efforts,
results in increased access to health care services and improved health outcomes for individuals with
SUD and SMI/SED.
The District of Columbia will conduct a thorough, independent evaluation of the demonstration by
contracting with an independent evaluator. The design and methods of the evaluation will be
developed with CMS and the evaluator. The evaluation design and evaluation reports will follow
CMS guidelines.
In the tables below, DHCF presents a preliminary evaluation plan. DHCF identified some of the
most important goals of the demonstration to potentially explore in the evaluation. Each goal is
linked to potential research questions and performance measures that would allow researchers to
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analyze whether the demonstration met its identified goals. All components of the preliminary plan
(including goals, research questions, and measures) are subject to change, as the program is
implemented, and an evaluator is identified.
Goal: Increase enrollee identification of, access to, and utilization of SUD and/or SMI/SED
treatment services in a community setting
Research Question
Examples of Measures
Data Source
Was there a change in utilization of
- Number and percent using SUD
SUD and/or SMI/SED communityand/or SMI/SED community-based
MMIS
based treatment services (including
treatment services (including MAT)
MAT)?
- Number and percent with stays in a
Was there an increase in enrollees
hospital or IMD
being treated in a general hospital or
MMIS
- Average length of stay in a hospital
IMD setting?
or an IMD
Goal: Reduce emergency department (ED) and hospital visits among enrollees with SUD
and/or SMI/SED for SUD and/or SMI/SED treatment
Research Question
Examples of Measures
Data Source
- Number and percent of Medicaid
Has emergency department use
enrollees with SUD and/or SMI/SED
decreased among Medicaid
with an ED visit
MMIS
enrollees with SUD
- Ratio of ED visits to communityand/or SMI/SED?
based treatment for Medicaid
enrollees with SUD and/or SMI/SED
- Number and percent of Medicaid
enrollees with SUD and/or SMI/SED
Have hospitalizations decreased
with an inpatient admission
among Medicaid enrollees with
MMIS
- Number and percent of Medicaid
SUD and/or SMI/SED?
enrollees with SUD and/or SMI/SED
with a readmission
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Goal: Diagnose and treat co-morbid physical health conditions among enrollees with SUD
and/or SMI/SED in an IMD setting
Research Question
Examples of Measures
Data Source
Number and percent of episodes of
Are IMD providers providing
care where IMD providers billed for
assessments and treatment of
MMIS
assessments or treatment of physical
physical health conditions?
conditions
Goal: Increase timely initiation of follow up after discharge from ED, residential, or inpatient
treatment for SMI or SUD and timely transition to community-based behavioral health services.
Research Question
Examples of Measures
Data Source
- Number and percent of transition
Were transition services used within
service billing by community
MMIS
30 days of discharge?
providers per discharges
Did the discharged beneficiary
- Number and percent of facilities
receive contact from the facility
that documented contact within 72
Provider records
within 72 hours of discharge?
hours of discharge
Did the discharged beneficiary
receive community-based services
- Number and percent of discharged
MMIS
within 7 days following discharge?
beneficiaries who received services
30 days?
Goal: Improve the availability of crisis stabilization services including through call centers and
mobile crisis units and through intensive outpatient and residential or inpatient settings.
Research Question
Examples of Measures
Data Source
Was there an increase in the number
of individuals accessing crisis
stabilization services, including
- Number and percent of individuals
MMIS
CPEP, mobile crisis and outreach,
accessing services
and psychiatric residential crisis
stabilization?
Was there a decrease in the number
of individuals presenting with a
- Number and percent of individuals
MMIS, hospital
behavioral health crisis in hospital
accessing services
records
emergency rooms?

Evaluation Indicators:
To the greatest extent possible, the District will use nationally recognized, standard quality measures
(such as CMS core) to evaluate the success of the SUD and SMI/SED components of the
demonstration and will work to streamline reporting and minimize administrative burdens for
District providers. In addition, the District will work collaboratively with MCOs, providers, and
facilities to ensure performance measures are appropriate and reportable.
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Section VI – Waiver and Expenditure Authorities
The District is requesting waiver of the following sections of the Social Security Act, to the extent
necessary, to support implementation of the proposed demonstration:
-

Comparability requirements described in section 1902(a)(17): this demonstration program
includes benefits and cost-sharing specific to eligibility criteria as described in Section IV.A
that may not be comparable to benefits and cost-sharing provided under the State Plan.

-

Amount, Duration, and Scope requirements described in section 1902(a)(10)(B): to enable
the District to offer a different benefit package to demonstration participants that varies in
amount, duration, and scope from the benefits offered under the State Plan.

-

Any Willing Provider requirements described in section 1902(a)(23) and 42 CFR
431.51(b)(1): to enable the District to limit provider participation in the Medicaid program
with respect to services offered as Supported Employment as described in Section IV.B.

DHCF requests the following Expenditure Authority: Expenditures for otherwise covered services
furnished to otherwise eligible individuals who are primarily receiving treatment or withdrawal
management services for SUD or primarily receiving treatment for SMI/SED, who are short-term
residents/inpatients in facilities that meet the definition of an IMD.
Section VII – Impact on Program Expenditures and Enrollment
This demonstration would permit the District to expand coverage of IMD residential and inpatient
treatment services for individuals with SMI/SED or SUD and to add and adjust services targeted to
provide community and residential services for Medicaid beneficiaries with behavioral health needs
that would otherwise be covered under the State Plan or demonstration authority.
In FY18, there were 279,600 individuals enrolled in the Medicaid program. This demonstration is
not expected to increase or decrease annual enrollment. Of those enrolled in the Medicaid program
in FY18, approximately 31 percent (85,967) were diagnosed with behavioral health disorders,
including 20 percent (56,000) who were diagnosed with a SMI/SED or SUD. Those who are
Medicaid enrolled and diagnosed with SMI/SED or SUD are largely the target of this demonstration
program. Additionally, the demonstration is not expected to increase or decrease annual expenditures
over the lifetime of the demonstration, as compared with hypothetical expenditures associated with
services added under the demonstration or those that could be otherwise covered under the State
Plan or established waiver authorities. Table 4 below reflects current enrollment data and enrollment
projections expected over the term of the demonstration for each category of beneficiary whose
health care coverage is impacted by the demonstration. The enrollment and expenditures estimated
through 2024 noted here (and included in Attachment 2) reflect the program as currently approved
because the demonstration is not expected to have a material impact on Medicaid enrollment or
expenditures. The District will ensure that it maintains current spending on outpatient, communitybased mental health services consistent with historical spending at the local level.
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Table 2: Projected IMD Member Months/Caseloads and Enrollment

SUD IMD
Services MCO
SUD IMD
Services FFS
SMI IMD
Services MCO
SMI IMD
Services FFS
Non-IMD
Services
CNOM Limit
MEG

Trend
Rate
4.5%

2020

DEMONSTRATION YEARS (DY)
2021
2022
2023

2024

902

942

984

1,029

1,075

3.1%

1,298

1,339

1,381

1,425

1,469

4.5%

54

57

59

62

65

3.1%

2,369

2,443

2,520

2,599

2,681

1,329

4.2%

60,913

63,459

66,111

68,873

71,751

16,809

Estimated
Enrollment
451
718
27
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Table 3: Demonstration 5 Years Expenditures
Supplemental Test #1: IMD Services Cost Limit
Without-Waiver Total Expenditures
DEMONSTRATION YEARS (DY)
2020
2021
2022
2023
SUD IMD
$1,524,289
$1,640,461
$1,765,485
$1,900,041
Services
MCO
SUD IMD
$3,188,045
$3,386,680
$3,597,691
$3,821,841
Services FFS
SMI IMD
$585,113
$629,707
$677,700
$729,351
Services
MCO
SMI IMD
$19,256,547 $20,456,311 $21,730,837 $23,084,759
Services FFS
TOTAL
$24,553,993 $26,113,159 $27,771,714 $29,535,993

With-Waiver Total Expenditures
2020
SUD IMD
$1,524,289
Services
MCO
SUD IMD
$3,188,045
Services FFS
SMI IMD
$585,113
Services
MCO
SMI IMD
$19,256,547
Services FFS
TOTAL
$24,553,993

Net
Overspend

$0

TOTAL
2024
$2,044,848

$8,875,125

$4,059,964

$18,054,221

$784,939

$3,406,811

$24,523,034

$109,051,48
8
$139,387,64
4

$31,412,786

2021
$1,640,461

2022
$1,765,485

2023
$1,900,041

2024
$2,044,848

TOTAL
$8,875,125

$3,386,680

$3,597,691

$3,821,841

$4,059,964

$18,054,221

$629,707

$677,700

$729,351

$784,939

$3,406,811

$20,456,311

$21,730,837

$23,084,759

$24,523,034

$26,113,159

$27,771,714

$29,535,993

$31,412,786

$109,051,48
8
$139,387,64
4

$0

$0

$0

$0

Supplemental Test #2: Non-IMD Services CNOM Limit
Without-Waiver Total Expenditures
DEMONSTRATION YEARS (DY)
2020
2021
2022
2023
Non-IMD
$13,045,207 $13,997,752 $15,020,349 $16,117,743
Services
CNOM Limit
MEG
TOTAL
$13,045,207 $13,997,752 $15,020,349 $16,117,743

$0

TOTAL
2024
$17,294,974

$75,476,025

$17,294,974

$75,476,025
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With-Waiver Total Expenditures
2020
$13,045,207

2021
$13,997,752

2022
$15,020,349

2023
$16,117,743

2024
$17,294,974

TOTAL
$75,476,025

$13,045,207

$13,997,752

$15,020,349

$16,117,743

$17,294,974

$75,476,025

Net
Overspend

$0

$0

$0

$0

$0

$0

MEGs
SUD IMD
Services
MCO
SUD IMD
Services FFS
SMI IMD
Services
MCO
SMI IMD
Services FFS
Non-IMD
Services
CNOM Limit
MEG

Trend Rate
3.0%

2020
$1,690

2021
$1,741

2022
$1,793

2023
$1,847

2024
$1,903

3.0%

$2,455

$2,529

$2,605

$2,683

$2,763

3.0%

$10,769

$11,092

$11,425

$11,768

$12,121

3.0%

$8,128

$8,372

$8,623

$8,882

$9,149

3.0%

$214

$221

$227

$234

$241

Non-IMD
Services
CNOM Limit
MEG
TOTAL

Section VIII – Public Notice
A. Public Engagement and Demonstration Development
The District took the following actions to support public notice and awareness of this demonstration
before the draft waiver application was released on April 12, 2019:
DHCF discussed the draft demonstration application with the following interest groups during the
development of the waiver:
- District of Columbia Medical Care Advisory Committee (MCAC) on February 26, 2019
- DC MCAC Health System Redesign Subcommittee on March 27, 2019
- DC Behavioral Health Waiver Stakeholder Meeting on March 28, 2019
- DC Behavioral Health Planning Council on March 29, 2019
- Medicaid MCO Medical Directors on April 8, 2019
- DC MCAC Access Subcommittee on April 9, 2019
- DC Behavioral Health Provider Meeting on April 10, 2019
B. Notice of Draft Waiver Application
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DHCF published an abbreviated notice of public comment in the April 12, 2019 issue of the District
of Columbia Register (DCR) at 65 DCR 004860. The abbreviated notice can be found online at
https://www.dcregs.dc.gov/Common/NoticeDetail.aspx?NoticeId=N0081563. The abbreviated
notice provided interested stakeholders with the date, times, and locations of public hearings;
informed stakeholders how to submit public comments; and linked directly to the demonstration
website containing full notice.
On April 12, 2019, DHCF published full notice on the DHCF website at http://dhcf.dc.gov/1115waiver-initiative. The draft demonstration application, an executive summary, and information on
how interested stakeholders could give feedback on the proposed demonstration were available on
the DHCF website at or before 6:00 PM EST. DHCF also emailed the draft application, the
executive summary, and a link to the DHCF website to a listserv of approximately two-hundred and
fifty (250) interested members of the public.
The public comment period was open from April 12, 2019 through 6:00 PM EST on May 13, 2019,
allowing for thirty (30) days of public comment on the demonstration application. Written comments
were accepted by mail, email, and in person. Oral comments were recorded during each public
hearing.
During the public comment period, DHCF presented on the proposed demonstration and offered
opportunity for public input at public hearings offered on different dates, times, and locations to
maximize opportunity for public input. Teleconference and web-conference access was available
during each public hearing. DHCF held public hearings at the date and times listed below:
Public Hearing #1
Date: Thursday April 18, 2019
Time: 4 to 5:30 pm
Location: Room 284/285 at 64 New York Avenue NE, Washington, DC 20002
Public Hearing #2
Date: Thursday April 25, 2019
Time: 5:30 to 7 pm
Location: Room 2023 at 2235 Shannon Place SE, Washington, DC 20020
Public Hearing #3 (Virtual)
Date: Tuesday April 30, 2019
Time: 1:30 to 3 pm
Location: Web conference and Teleconference only
DC MCAC Meeting
DHCF also presented information and heard feedback on the proposed demonstration during the
April 26, 2019 meeting of the DC MCAC. The DC MCAC is a forum for key participants and
stakeholders in the Medicaid program, including consumers, advocates, providers, and District
officials to review the program's operations and offer advice for improvements directly to DHCF.
Information on the April 2019 meeting of the DC MCAC is available on the DHCF website at
https://dhcf.dc.gov/node/1401616.
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Additional notice materials and electronic copies of comments received during the notice period are
included in Attachment 3.
C. Common Themes in Public Comment and District Response
DHCF and DBH received 20 written as well as additional oral comments, during the comment
period during the comment period. The majority of stakeholders indicated their appreciation that the
District is pursuing the demonstration to address the behavioral health needs of Medicaid
beneficiaries. A summary of common themes and District responses is outlined below.
Demonstration Eligibility/Impacted Population
Several commenters submitted feedback on the scope of the eligibility criteria defined in the draft
waiver application. Several commenters recommended that DHCF use a broad eligibility criterion in
order to ensure the demonstration program is able to provide a full scope of behavioral health
services to as many Medicaid beneficiaries as possible.
Specifically, one commenter suggested that “traumatic brain injury” be clearly included as a
diagnostic category within the demonstration’s definition of SMI.
Commenters also requested that the scope of eligibility criteria include those “at risk” for developing
SMI/SED or SUD. Specifically, a request was made to provide a broader definition of those who are
eligible via “self-identification” to be more inclusive of (1) self-reported symptoms, (2) evidence of
active substance use that could include formal drug testing results, (3) witnessed current or recent
substance use, (4) evidence of impairment reasonably suspected to be due to substance use, (5)
recent or current admission into a formal detoxification program or sobering station, or (6) presence
of drug paraphernalia on the person or in the immediate setting of a person suspected to have an
SUD.
District Response
DHCF has clarified the target population for the demonstration and included additional clarity on
how individuals will qualify for services outlined under this demonstration in Section IV.A and
Section IV.B. Depending on the service, any beneficiary with a mental illness, SED, SUD, or
generally who meets medically necessity criteria may be eligible for services under the
demonstration.
For example, recovery support services (except for transitional housing supports service) would also
be available to beneficiaries self-identified with an SUD. Supportive housing requires an SUD
diagnosis. Mobile crisis outreach services would be available to individuals experiencing a
behavioral health crisis.
By focusing on medically necessary services, DHCF aims to ensure that eligibility for waiver
services will be clearly understood and appropriate to meet the needs of the community. If the
demonstration is approved, the District will further refine any criteria in future guidance and
rulemaking to support implementation.
Medicaid Enrollment of Psychologists/LICSW and Other Stand-Alone Providers
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Several comments indicated that there should be an expansion of the provider types eligible to enroll
as stand-alone providers and provide services in the Medicaid program. Specifically, commenters
sought consideration of for behavioral health professionals with similar licensure to LICSWs, such
as Licensed Professional Counselors and Licensed Marriage and Family Therapists.
Commenters also asked for clarification on psychologists’ and LICSWs’ ability to enroll as standalone providers under the demonstration. A number of commenters recommended that the
demonstration include language deeming psychologists and LICSW as qualified provider types
under “DC Medicaid eligible to provide services in all clinical settings, including hospitals.”
District Response
The demonstration proposes to allow Medicaid to pay for behavioral health services to individuals
with SMI/SED and SUD within the scope of each provider’s licensure and scope of practice, as
appropriate, with the goal of increasing access to low acuity, outpatient services. The demonstration
will provide Medicaid reimbursement for psychologists and LICSWs practicing independently,
either in an independent practice or hospital setting. Medicaid already covers psychologist and
LICSW services when the provider affiliates and bills through core service agency, a free-standing
mental health clinic, or a federally qualified health center. The District is not proposing additional
changes to Medicaid’s current reimbursement for CSAs, FSMHCs, FQHCs, or other providers with
regard to services provided by psychologist and LICSWs at this time.
With respect to other licensed providers, the District agrees that comparable providers should be
permitted to enroll to provide Medicaid-covered services. In response to public comment, the
District amended Section IV.B of the proposed demonstration to permit Medicaid reimbursement of
services provided by Licensed Professional Counselors and Licensed Marriage and Family
Therapists.
The District is also proposing to carve out services associated with assessment, diagnosis, or
treatment for Autism Spectrum Disorder (ASD) from the services authorized under the waiver. The
District is considering other policy interventions for ASD that will offer more comprehensive access
to the services and providers needed to treat this condition.
Peer Support Specialists
Commenters encouraged creation of a single standard of care for peer support services that would
serve both the mental health and substance abuse services. Commenters also sought coverage of peer
support services as a stand-alone benefit.
District Response
DBH maintains guidance and regulation on the appropriate scope of services able to be provided by
peer support specialists in the District behavioral health system. The demonstration provides
multiple opportunities for peers to be part of an improved behavioral health system. Specifically, the
waiver proposes to create and expand services which certified peer specialists play a role in
providing (i.e. Clubhouse services, recovery support services). However, the District is not
proposing the creation of a stand-alone peer support benefit or substantive changes to the scope of
peer practice under the demonstration at this time.
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Workforce Development/Specialty Training
Commenters urged exploration of training and workforce development programs to increase
availability of skilled providers able to deliver culturally competent care in the District.
District Response
If approved, the demonstration’s required annual behavioral health system assessments of gaps and
services will help identify workforce needs that can be addressed in future policymaking. While
there are no specific provisions in this phase of the demonstration that support workforce training or
health IT improvements, there are a number of ongoing Medicaid-funded and District-led initiatives
that address these needs, including some under the DBH-administered SOR grant, the DHCFadministered Health Information Exchange grants, DC Health’s Prescription Drug Monitoring
Program, DC Health’s workforce incentive and loan repayment programs, and other local and
federal grants. In addition, DBH hosts a series of routine meetings with behavioral health providers,
which can be leveraged to communicate, educate, and provide technical assistance as needed. If the
demonstration is approved, the District will continue to explore and consider existing mechanisms
and other opportunities for additional support to ensure provider success in implementation.
Transition Services/Discharge Planning and Follow-Up After Discharge
Several commenters highlighted the need to improve the transition process for beneficiaries
discharged from inpatient, residential, criminal justice, or other institutional settings. Commenters
mentioned that programs and community benefits which provide support through various methods
such as transitional housing, supportive housing services, integrated wellness programs, and other
ancillary services should be included under the demonstration.
One commenter suggested the discharge requirements be more stringent. The commenter
recommended the seventy-two (72) hour requirement for follow-up care required under the
demonstration be shortened; providing that such a long lapse in time has a potential to result in a
high number of relapses or potential overdoses.
District Response
Improved care coordination and transitions between levels of care is a milestone identified by CMS
in SMD 17-003 and 18-011. Implementation of policies to ensure residential and inpatient facilities
link beneficiaries with services and supports following stays in these facilities will be vital to the
success of the demonstration.
In response to public comment, Section IV.B of the proposed demonstration was updated to include
transition planning services under the scope of this demonstration program. The demonstration
proposes to add Medicaid reimbursement for transition planning services provided by certain
behavioral health providers for individuals with SMI and/or SUD being discharged into their care
from an inpatient, residential, criminal justice, or other institutional setting. Enabling these providers
to be part of plan development with the individual and the institution’s treatment team promotes
continuity of care and ensures that appropriate treatment services and supports are available and
accessed after discharge in a timely manner.
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SBIRT Service Definition
Commenters requested clarification on how reimbursement and codes for SBIRT under the
demonstration will differ from the current SBIRT billing codes and reimbursement authorized under
the State Plan.
District Response
The draft waiver application proposed a pilot to reimburse for SBIRT services in emergency
departments of hospitals that participate in a SOR-funded MAT induction pilot, as well as
eight trained primary care provider sites. After additional review in response to the comments, the
District has determined that there is already sufficient authority under the District’s Medicaid State
Plan to reimburse emergency departments and primary care providers for SBIRT services. For this
reason, the District is withdrawing the proposed pilot from the demonstration.
Scope of IMD Services
Commenters requested additional specificity on the scope of IMD services provided under the
demonstration. Specifically, commenters asked for clarification of levels of care and lengths of stay
covered under the demonstration.
District Response
In response to the interest in additional clarity on the scope of IMD services, the District amended
Section IV.B of the demonstration application to include more information on covered levels of care.
The demonstration proposes reimbursement for services associated with clinically appropriate, short
term stays for acute care delivered in residential and inpatient treatment settings that qualify as IMDs
to District of Columbia Medicaid beneficiaries with SUD and SMI/SED. Eligible IMD stays will be
medically appropriate, short-term, acute stays. Reimbursement for long-term, residential stays is not
being proposed under this demonstration. The District believes this scope of coverage proposed
under this demonstration is aligned with the scope of coverage for IMD stays outlined by CMS in
SMD 17-003 and 18-011. While the District is not proposing a cap on IMD length of stays, CMS
guidance (SMD 17-003 and 18-011) requires a statewide average of no more than thirty (30) days
for covered IMD stays. The District believes medically appropriate treatment of acute stays, in the
aggregate, will average under thirty (30) days across eligible IMDs.
Continuum of Care
Commenters mentioned a number of services that the District should consider adding to the
continuum of care, including: transitional housing services, targeted case management for
individuals with SMI/SUD, integrated wellness programs, behavioral health crisis beds, and services
designed that focus on prevention and early intervention, such as maternal and early childhood
health services.
District Response
The District recognizes the need for a broader range of behavioral health benefits that would help
address the social determinants of health that are cost drivers and contributing to poor health
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outcomes. The District is seeking approval of transitional housing supports within recovery support
services under the demonstration. The District is also seeking approval of additional behavioral
health crisis services within the expanded CPEP and mobile crisis and outreach services proposed
under the demonstration.
In response to public comment, the District is also proposing an amendment to Section IV.B to
include Psychiatric Residential Crisis Stabilization services under the demonstration. The inclusion
will add coverage for psychiatric residential crisis stabilization beds as a treatment alternative to
psychiatric inpatient hospitalization. If the demonstration is approved, the District will continue to
monitor implementation to determine whether other services or supports are needed to ensure the
District’s goals for the demonstration can be met.
Managed Care
Commenters highlighted the hurdles to integration of care and care coordination within the current
siloed structure of the District’s Medicaid benefit. A number of commenters indicated that
behavioral health services should be carved in to managed care contracts. Specifically, commenters
recommended the carve-in of mental health and substance use recovery treatment services to
managed care contracts to allow for the promotion of more innovation and incentive-oriented valuebased care models. Commenters also highlighted that carving behavioral health services into
managed care contracts would improve the transitions of care and care coordination and allow a
single entity to be accountable for health outcomes.
District Response
MCOs will play an important role in ensuring that beneficiaries have access to the full range of
behavioral health services. MCOs will also be important partners in promoting community-based
treatment, deterring unnecessary emergency room utilization or readmissions, and providing seamless
transitions and follow up from emergency, inpatient, and residential care.
Through this demonstration, the District is seeking to address ongoing structural challenges and gaps
to provide a more seamless experience of care, improve treatment rates and outcomes, and promote
healthier lives for District residents. The District is taking a phased approach to addressing behavioral
health system transformation. The next phase of the demonstration is intended to allow the District to
consider broader reforms that may be needed to improve the Medicaid program and provider capacity.
The District will continue to consider these and other recommended reforms as part of this process if
the proposed demonstration is approved.
ASARS/MHRS Integration
Similarly, many additional comments were made regarding structural challenges posed by the
division of SMI/SED treatment under MHRS from SUD treatment under ASARS. Commenters
remarked that in considering health system redesign, DHCF should focus on providing flexible,
patient-centered, accessible care in the community. Commenters suggested ASARS and MHRS
systems be better integrated to address the current complexity and bifurcation of the District’s
Medicaid behavioral health system.
District Response
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The rehabilitative services benefit the District established as MHRS/ASARS follows a model
established under federal Medicaid guidance. DBH is already considering and working with DHCF to
implement ways to expand and improve MHRS/ASARS services under the Medicaid State Plan on a
separate parallel track. The second phase of demonstration development will provide more opportunity
for stakeholder input on additional needed reforms to improve the range of and access to behavioral
health services.
As mentioned above, the District is hoping to better integrate data-sharing between substance use
disorder and mental health service providers. The District hopes to work with interested stakeholders
to identify opportunities for data-sharing within the limitations of federal and District law.
Demonstration Evaluation
A number of commenters highlighted the opportunity to use the demonstration and its evaluation to
assess and address historic challenges within the District behavioral health system.
Commenters also highlighted the importance of accurate baseline data regarding provider and
service capacity, the current rate of overdose of Medicaid-eligible individuals, and current treatment
adherence and retention rates to ensure accurate evaluation of the demonstration.
Commenters requested that DHCF evaluate the racial and cultural implications of how the District
Medicaid program is administered and the impact on underserved populations.
District Response
Primarily, the evaluation will study whether the expenditure authority granted under this
demonstration, in addition to other concurrent behavioral health delivery system enhancements and
re-design efforts, results in increased access to health care services and improved health outcomes
for individuals with SUD and SMI/SED. The District will work with an independent evaluator and
CMS to finalize its evaluation plan as the demonstration moves into implementation.
The District also supports the need for accurate baseline data and the concept of baseline assessment
is echoed in CMS guidance (SMD 17-003 and 18-011). The District has conducted an assessment of
the availability of mental health services as part of the application and will provide annual
assessments to measure progress from the baseline, if approved. Through these assessments, the
District seeks to continue to improve its understanding of barriers to treatment in the behavioral
health system.
D. Summary of Key Service Changes Following Public Notice of Draft Waiver Application
The District made a number of key changes to the proposed demonstration after review and
consideration of public comments received.
•

Crisis Stabilization: In response to public comment and ongoing structural reforms within DBH,
the District proposes to change the rate methodology for some crisis services in order to more the
appropriately account for and value the services. Also, in response to public comment, the
District proposes to include psychiatric residential crisis stabilization services to the
demonstration. The inclusion will add coverage for psychiatric residential crisis stabilization
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beds as a treatment alternative to psychiatric inpatient hospitalization.
•

Supported Employment: In response to provider inquiries regarding provider requirements, the
proposed demonstration clarifies that supported employment services provided to individuals
diagnosed with SUD will be piloted through two providers designated by DBH.

•

Psychologist and LICSW Services: In response to public comment, the proposed demonstration
was updated to also permit Medicaid reimbursement of services provided by Licensed
Professional Counselors and Licensed Marriage and Family Therapists.

•

Transition Planning Services: In response to public comment, the proposed demonstration was
updated to include transition planning services under the scope of this demonstration program.
This demonstration will enable certain behavioral health providers to participate in the discharge
treatment planning process for individuals who are being discharged from an inpatient,
residential, criminal justice, or other institutional setting. In October of 2018, the SUPPORT for
Patients and Communities Act was signed into law.19 Section 5032(b) of the SUPPORT Act
requires the Secretary to issue guidance on how states can use Section 1115 demonstrations to
improve health care transitions for individuals being released from prison or jail, including
assistance with Medicaid enrollment and coverage of services thirty (30) days prior to release.
The District looks forward to working with our federal partners to increase our ability to
reconnect justice-involved individuals with the Medicaid health system prior to release.

•

SUD Residential Services for Children and Youth: In the draft waiver application, the District
proposed to add residential services for children and youth with SUD to District Medicaid’s
current coverage of psychiatric residential treatment facilities (PRTF) for children and youth
with SED. Youth SUD residential is a covered State Plan benefit, though there is limited
capacity among providers in the District. Because this is already a covered benefit, the District
removed this proposal from the proposed demonstration. DHCF and DBH are instead
considering other policy initiatives to increase capacity to provide residential treatment for
children and youth with SUD in the District.

•

SBIRT Pilot: The draft waiver application proposed a pilot to reimburse for SBIRT services in
emergency departments of hospitals that participate in a SOR-funded MAT induction pilot, as
well as eight trained primary care provider sites. Because the District believes it has sufficient
authority under the District of Columbia Medicaid State Plan to reimburse emergency
departments and primary care providers for SBIRT services, the District removed the proposed
pilot from the demonstration.
Section IX – Demonstration Administration

Name and Title: Alice M. Weiss, Director, Health Care Policy and Research Administration,
DHCF Telephone: (202) 442-5988
Email:
alice.weiss@dc.gov or dhcf.waiverinitiative@dc.gov

19

P.L. 115-271, text available at: https://www.congress.gov/bill/115th-congress/house-bill/6

36

