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1855 – Federal Government 

opens DC state mental health 

hospital, then called 

Government Hospital for the 

Insane. It was the first federally 

operated psychiatric hospital in 

the United States.

1916 – Congress 

changes the name of 

the DC State Mental 

Hospital to Saint 

Elizabeths. 

1964 – Ervin Act is passed, 

allowing for treatment to be in the 

least restrictive environment and 

established a three-stage process 

for involuntary commitment. 

However, there was no process 

for systematic court review.

1974 – Class action 

lawsuit filed against 

Federal and District 

governments for 

violation of Ervin Act, 

called Dixon case.

1975 – Court appoints 

receiver to oversee Saint 

Elizabeths.

1987 – Federal Government 

transfers operational and financial 

responsibility to DC.

Early Behavioral Heath System was under Federal Oversight

3

https://dcpreservation.org/wp-content/uploads/2013/05/0-COMPLETE-St.-Elizabeths-Hospital-A-History.pdf
https://dcpreservation.org/wp-content/uploads/2013/05/0-COMPLETE-St.-Elizabeths-Hospital-A-History.pdf


2001 – Based on Dixon Lawsuit, The Court orders the DC’s 

mental health system be reshaped according to 13 Exit criteria 

and performance targets overseen by a court monitor and 

approves a plan for the development of a new Department of 

Mental Health with an established framework for what would be 

the Mental Health Establishment Act of 2001. A program 

specializing in the care of young adults, adolescents and children 

closes at Saint Elizabeths. 

2002 – Closure of Riverside Hospital, 

the largest psychiatric facility treating 

children with psychiatric illness in the 

District at that time. 

2010 – Dixon 

lawsuit dismissed. 

2012 – Federal 

oversight of the 

District's public mental 

health system ends 

after 37 years.

2013 – Then Mayor 

Gray creates the 

Department of 

Behavioral Health.

After 37 Years Court and Federal Oversight Ended with a Foundation in Place for 

a Community-based System of Care
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https://www.washingtonpost.com/archive/politics/2003/07/15/poor-care-abuses-alleged-at-riverside/bedf1326-1b69-495e-be93-10a266669c81/


Transformation and Integration of the Public Behavioral Health 

System

• It is within this context that we are 

working toward a behavioral 

health transformation and 

integration.

• Holistic, equitable, whole person 

care in the least restrictive 

environment possible.

• Build healthier and stronger 

communities through the 

provision of high-quality 

appropriate care for those 

suffering from mental illness and 

substance use disorders.
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The Scale Of The Behavioral Health System In FY2024
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4,063 2,923
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DBH Provider Network

• Manages Saint Elizabeths Hospital.

• Provides a range of community-based 

prevention, treatment, recovery services 

and supports through a network of 74 

certified behavioral health providers.

 

• A robust crisis support system is also 

available for individuals with immediate and 

acute behavioral health care needs.  

Number of Residents Who Accessed Behavioral Health 
Services in the District, FY2024
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DBH’s Continuum of Care and Care Coordination Now Shape 

Behavioral Health Service Delivery in The District

Community Members Need Care for 
Friend or Family

Behavioral Health Crisis 
Identified

911 Diversion

988

Access Helpline

Community Response Team

Connection to Care

Comprehensive Psychiatric 
Emergency Program (CPEP)

Acute Care Hospitals

DC Stabilization Center (DCSC)

Primary Care Provider

DBH Certified Provider

Screening and 
Assessment for Care

CPEP

DCSC

Acute Care Hospitals

Stabilization and 
Treatment or Referral

Certified DBH Provider

Federally Qualified Health Center 
(FQHC)

Managed Care Plan Provider

Individual Practitioner or small group 
practice

Ongoing Behavioral Health 
Care

Discharge from Ongoing Care

Treatment Goals Met
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DBH is the Single State Authority Responsible for Regulating 
Outpatient Services

• DBH has statutory authority to regulate outpatient behavioral health services - it does not have authority 

to regulate inpatient behavioral health services.

➢ For inpatient care, DBH has contractual arrangements with 3 local hospitals – George Washington Hospital, 

MedStar, and United Medical Center, but enforcement of federal and District regulations is through DBH.

• DBH manages certification and recertification of outpatient mental health rehabilitation services providers, 

substance use disorder outpatient treatment providers and residential substance use disorder treatment providers

• DBH also certifies outpatient behavioral health providers (e.g. Free-Standing Mental Health Clinics, 

Mental Health Rehabilitation Services providers, and Substance Use Disorder providers).

• DBH mandates routine care for consumers experiencing a psychiatric hospitalization.

• DBH administers a Continuity of Care policy with a care coordination inpatient social work team and deploys a 

dedicated staff in the Integrated Care Division to monitor these activities.

Relevant DC Code: D.C. Official Code 7-1141.06(10).
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FD 12 Admissions Are Handled By The Three Contracted 

Hospitals for an Average of Nearly 190 Incidents Per Month

Acute Care FD-12 Monthly Total Admissions – FY2023
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DC Health Is The Regulatory Agency For All Hospitals

• Licenses facilities through the Office of Health Facilities. Enforces local code (Title 22B, D.C.M.R. Chapter 20) related to 

hospitals:

➢ Complaint investigations (Section 2007)

➢ Staffing requirements (Section 2016)

➢ Consumer grievance processes (Section 2023)

➢ Patient Care and Treatment (Section 2024)

➢ Use of restraints and seclusion (Section 2027)

➢ Discharge planning (Section 2029)

➢ Environment of care (Section 2031)

• Conducts annual inspection for licensure, compliance with DC laws and regulations, and complaint-based 

investigations. Manage annual licensure renewals for facilities.

• Provides oversight of regulatory compliance and conduct investigations on behalf of the Centers for Medicare and Medicaid 

Services (CMS) at certified hospitals.

• The State Health Planning and Development Agency (SHPDA) provides oversight of the placement and capacity of new 

psychiatric facilities.

• Acts as the state agent for CMS to conduct federal certification and recertification processes.
11



Several Agencies Complement DC Health’s Work In The Provider 

Oversight Process

*Outpatient psychiatric facilities
Appropriate business and 
building licenses/permits

(DC Licensing and 
Consumer Protection, 

Department of Buildings)

Clean Hands Certificate 

(Office of Tax and Revenue)

Department of Behavioral 
Health certification 

(Department of Behavioral 
Health)

Certificate of Need (if 
required)

(State Health Planning and 
Development Agency)

Appropriate business and 
building licenses/permits 

(DC Licensing and 
Consumer Protection, 

Department of Buildings)

Clean Hands Certificate 

(Office of Tax and 
Revenue)

Healthcare Facility License 

(DC Health)

Medicaid certification  (if 
applicable)

(Department of Health Care 
Finance)

*Inpatient psychiatric facilities

*Note that this is high level 

overview of psychiatric facilities 

and does not include all 

necessary steps or capture 

differences in the sequencing of 

these steps 

Medicaid certification (if 
applicable)

(Department of Health Care 
Finance) 12
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A Significant Number of Medicaid Beneficiaries Have Diagnosed Mental Health 

Problems And Medicaid Funds An Array of Services For Their Treatment

25%

19%
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Beneficiaries With Diagnosed Mental 

Health Issues, FY2024
The Range And Mix of Medicaid-Funded Behavioral Health Services
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Medicaid Funding Was Largely Sustained, Even Following The End Of Federal 

Enhanced Payments Following The Public Health Emergency (PHE)

$124,354,486 

$147,793,676 

$185,269,491 $184,684,894 $176,475,282 

FY2020 FY2021 FY2022 FY2023 FY2024

ARPA Funded 
Inflationary 

Increase

PHE Enhancement 
Ended

Medicaid Spending Trends For Behavioral Health Services, FY2020 t o FY2024
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Use Of Telehealth Services Has Spiked And Requires Greater Scrutiny 

$38,717,462.13

$29,068,696.06

$69,852,227.85

$94,034,993.81

$68,965,489.46
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Audio Only (93) Audio-Visual (GT)

$146,400,413.72
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Currently Inpatient Psychological Services are paid for by four different rate methodologies based how where the services 

are provided and are reviewed annually:

Psychiatric Residential Treatment Facilities (PRTF):  Medicaid currently covers some inpatient psychiatric services to youth 

through PRTF's across the States.  The rate methodology is based on one of the following criteria:

1. States Medicaid Rate

2. State Commercial Rate (if the provider is not a Medicaid Provider)

3. States Private Pay Rate (if provider does not accept Medicaid or Commercial Insurance)

Psychiatric Institute of Washington (PIW): Medicaid sets annual rates for PIW as a Specialty Inpatient Hospital, covering (at a 

minimum) 100 percent of cost based on inflated cost reports and/or cost.  In FY2025, the PIW rates support 147 percent of total 

cost or $1,157.44 per day ($2,259 per day prior to case mix adjustment)

Inpatient Hospitals: Medicaid covers inpatient psychiatric visits for inpatient hospitals using the APR DRG rate methodology, which 

is based on severity of illness, reason for admission and conditions presented during the stay

St. Elizabeth:  Medicaid covers eligible inpatient psychiatric visits at Saint Elizabeth based on a cost reimbursable methodology.  An 

interim per diem rate of $342.90 is paid during the year and reconciled after the year retrospectively. A hospital cost report is 

submitted in the following year and audited to determine what the cost settlement is (interim rate paid vs actual eligible cost 

incurred)

DHCF Sets Inpatient Psychiatric Rates For Four Provider Types
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With No PRTFs For Youths In The District, We Must Rely On Out-Of-State Facilities 

To Provide This Care

The Number of District Youths Placed In 

PRFTs By State
(Average Length Of Stay 9.3 Months)

State Number of Youth 

Placements

Arkansas 2

Florida 4

Georgia 1

Pennsylvania 1

Virginia 9

Maryland 5

Tennessee 1

Total 23

The PRFT Placement Process

• Agencies can be involved in the placement of youths in 

PRTFs – 

➢ Department of Youth and Family Services

➢ Child Family Services Agency

➢ District of Columbia Public School System

➢ Office of the State Superintendent for Education, 

and Medicaid Health Plans.

• DBH is responsible for certifying medical necessity for 

the PRTF level of care for placements to be funded by 

Fee-for-Service (FFS) Medicaid, regardless of the 

agency seeking the placement.

• DHCF approves prior authorizations for Medicaid-

funded placements but only if medical necessity has 

been confirmed by a DBH’s PRTF Placement Review 

Committee. 18



DHCF Sets Rates For Four Community Provider Types

DBH and DHCF collaborate to establish over 50 community based behavioral health services using  basic fee schedule rates that 

are established based on provider cost. The services are provided under 5 programs based on individual need.

1. Free Standing Mental Health Clinics (FSMHC): A formally organized psychiatric clinic that provides mental health services on 

an outpatient basis.  An FSMHC is run under the direction of a physician. 

2. Mental Health Rehabilitation Services (MHRS): A complement of individualized services and supports provided in a 

community- based setting. Services include diagnostic/assessment services, counseling, medication, intensive day treatment 

and crisis/emergency services.  The services are rendered by Community Support Agencies who are certified by DBH

3. Adult Substance Use Rehabilitation Services (ASURS): A network of community-based providers to that deliver substance 

use disorder (SUD) services including detoxification, residential and outpatient services based on individual need

4. Adolescent Substance Abuse Treatment Expansion Program (ASTEP): Programs that provide expanded access to treatment 

and recovery support services from community-based substance abuse treatment providers.  Services are available to 

adolescents under 21 years of age who have an Axis I diagnosis of substance use disorder

5. Behavioral Health Transformation Waiver: provide services to address gaps in the behavioral health delivery system for 

serious mental illness (SMI)/serious emotional disturbances (SED) and substance use disorder (SUD).
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There Are Significant Challenges With Inpatient Hospital Capacity Across The 

System

Population Challenge

Adolescent inpatient Primary capacity issue exists for youth 

committed to DYRS

Adolescent outpatient Intensive outpatient and partial hospital

Forensic Capacity mostly met by St. Elizabeths but 

impacts other areas (e.g., Court-ordered 

forensically involved patients are prioritized)

Adult Involuntary PIW, WHC, UMC

Older Adults/Long Term Care Lack of capacity at LTC facilities to have 

patients with behavioral health needs
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Hospital Capacity Levels For Behavioral Heath Treatment 

Point To Future Problems With Adequacy
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The District’s Estimated Bed Need Exceeds Current Capacity Based On 

National Estimates

Estimated Bed Need in DC MSA Per Capita*

Low Average High

Est. Beds Needed per Capita
28.06 34.88 41.7

Total Estimated Beds Needed in DC MSA
1,768 2,197 2,627

Current Psychiatric Inpatient Capacity In The District
613

Source: Int J Environ Res Public Health. 2021 Nov; 18(22): 12205.

Published online 2021 Nov 20. doi: 10.3390/ijerph182212205  (https://pubmed.ncbi.nlm.nih.gov/34831961/)

*Note: This estimate is based on national data which is not as accurate when applied to a small jurisdiction in a larger region such as DC.

• Meta-analysis estimates that the United States requires around 34.88 beds, or between 28.06 and 41.70 per 

100,000 residents

• The current US psychiatric bed supply is 18.3 – well below the minimum needed

• The District’s capacity is significantly short of this estimate
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• Gaps in regulatory scheme

➢ Surge capacity is a problem

➢Cost and availability of inpatient psychiatric care for youths

➢ Behavioral health specific quality regulations for inpatient facilities

➢Clarity regarding the authority between DC Health and DBH for psychiatric hospital quality standards.

• Other Challenges

➢ Children’s and PIW are the only two hospitals licensed to provide inpatient psychiatric care to pediatrics 

(through age 17).

➢ PIW has made unilateral decisions regarding the type of patients they will admit into the 130 approved 

beds (adult SUD, adult psychiatric, pediatric psychiatric).

➢ The transition of UMC to Cedar Hill in early 2025 will reduce Psychiatric beds by 18 beds.

➢ Washington Hospital Center will reduce their capacity to 32 beds in 2026.

➢ All hospitals except PIW have eliminated their alcohol/chemical dependency (SUD treatment) units.

➢ Anecdotal information indicates all licensed beds are not being operated or staffed by facilities.

Summary of Key Challenges With The System 
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Next Steps

Regulatory

• Review current regulations to ensure the most effective oversight of inpatient care in hospitals

• Update fee structure for infractions

➢ Fees to be updated to reflect new infraction types

• Revise reporting requirements for hospitals

➢ Will improve timeliness and make oversight more comprehensive

➢ Expand record retention requirements to explicitly cover electronic records (e.g., camera footage)

Other

• Subject matter experts should be added to DC Health inspection team

➢ Currently lack specialty facility expertise for hospitals. This would allow for more specialized oversight of 

inpatient psychiatric facilities. 
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In-Patient Psychiatric Facilities Data Overview 

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep TOTAL

UMC Admissions 48 73 57 40 40 42 42 64 37 38 20 501

UMC Average LOS 4 3 3 4 3 5 4 4 5 4 3 42

Average # of FD12 patients admitted per month 41.8

Average LOS per FD12 patient 3.8
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FY2024 United Medical Center (UMC)
Acute Psychiatric Care Admissions and Lengths of Stay (LOS)   

(as of 8/16/24) Average Length of 

Stay: 42 days

Monthly FD12 

Admission: 41.8 

patients



In-Patient Psychiatric Facilities Data Overview 

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep TOTAL

PIW Admissions 148 110 141 158 145 157 137 124 106 122 1348

PIW Average LOS 9.5 9.4 10.1 9.7 7.7 9.2 7.7 63.3

Average # of FD12 patients admitted per month 112

Average LOS per FD12 patient 9.4
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FY2024 Psychiatric Institute of Washington (PIW) 
Acute Psychiatric Care Admissions and Lengths of Stay (LOS)   

(as of 8/16/24)
Average Length of 

Stay:  63.3

Monthly FD12 

Admission: 112 

patients



In-Patient Psychiatric Facilities Data Overview 

Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep TOTAL

WHC Admissions 57 51 48 58 45 38 46 40 58 55 29 525

WHC Average LOS 7 9 7 12 12 14 8 9 5 6 2 91

Average # of FD12 patients admitted per month 44

Average LOS per FD12 patient 8.3

57 51 48 58 45 38 46 40 58 55 29 525
7 9 7

12 12 14

8 9
5 6

2

91

44

8.3

0

10

20

30

40

50

60

70

80

90

100

0

50

100

150

200

250

300

350

400

450

500

550

N
um

be
r o

f D
ay

s

N
um

be
r o

f A
dm

is
si

on
s

FY2024 Washington Hospital Center (WHC) 
Acute Psychiatric Care Admissions and Lengths of Stay (LOS)   

(as of 8/16/24) Average Length of 

Stay:  44 days

Monthly FD12 

Admission: 44 

patients
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