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Bernalillo County Task Force Recommendations for
Health System Planning and Renegotiation of UNM Hospital Lease

October 2014

EXECUTIVE SUMMARY: Principles & Recommendations

Bernalillo County can achieve a well-designed system of care. This is essential for a more
healthy and vibrant community, public safety, and the financial well-being of all residents.

PRINCIPLES

#1: County Stewardship of Public Funds: The County must provide leadership in setting health
priorities, and oversight and accountability for public funds given to UNM Hospital. The lease
negotiation is an opportunity to drive positive changes in the healthcare system—allocating resources
wisely to save costs and achieve better health outcomes.

#2: Access to Healthcare: Everyone in the county must have coverage or an alternative through the
safety net. This is critical for reducing uncompensated care costs for all hospitals and healthcare
providers, and improving the public health, safety and financial well-being for families.

#3: Critical Services for a Healthier and Safer Community: Bernalillo County must expand the
availability of primary care services and behavioral health services. People should not have to wait
several months to obtain care. Incarceration has skyrocketed in part because treatment and support for
mental illness and addiction is not widely available in the community.

#4: System of Care with Navigation Support: Bernalillo County and UNMH should work as partners to
create a more collaborative health system that ensures comprehensive medical and mental health
services for all county residents. The County can draw upon models from other states to achieve an
integrated system of care. Key components include using navigators and incentives to move people
away from using the emergency room and into primary care settings. This will save costs!

Fragmented, High-Cost Services Integrated Care System
*Examples from other states in Appendix 2.
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RECOMMENDATIONS

Goal 1: Assure Healthcare Coverage for All County Residents

1.1.

1.2.

1.3.

1.4.

Goal 2:
2.1

2.2

2.3

2.4

2.5
Goal 3:
3.1

3.2
33

3.4

Goal 4:

4.1

4.2

4.3

UNMH must provide a safety net program for uninsured and low-income residents that
includes comprehensive medical services, behavioral health services, and navigation support.
Ensure that all UNMH financial assistance programs have simple rules based on County
residence and financial need.

Help County residents get healthcare coverage through the Exchange and Medicaid, including
Native Americans, by assisting with both premiums and other out-of-pockets expenses, such as

copays.
Stop UNMH from pursuing collections against low-income patients.

Meet Native American Healthcare Obligations

Ensure that the Lease Agreement, as amended, honors the responsibilities to Native Americans
as outlined in the original contract.

Define a process for Native American representation: a) during lease negotiations and b) for
continued monitoring and evaluation of UNM Hospital’s compliance with its obligations to
Native Americans.

Require UNMH to have written policies affirming its obligations, including its process for
identifying Native Americans, billing for services, and providing priority access and culturally
competent care.

Ensure that individual Native American patients are not charged for hospital services, or sent to
collections, whether or not they live in the county.

Require the Native American Health Office to have adequate staff to help ensure obligations
are met.

Increase Availability of Behavioral Health Services
Expand behavioral health funding and services through UNM Hospital.
Cover behavioral health services through the UNM Care program or its successor.

Seek to reduce incarceration and recidivism of residents by working with others to provide
enhanced and freestanding crisis/triage services to community residents with mental illness
and/or substance use disorders.

Require UNMH to devise and report annually to the County measures of treatment outcomes
for depression, schizophrenia, and alcohol and opiate addiction.

Build an Integrated System of Primary Care and Navigation Support

Expand community-based outreach and navigation support in the health system through the
Pathways Program and other community programs.

Require all indigent care patients currently on UNMH’s roster to be assigned a nationally
recognized patient centered medical or health home.

Reduce ER utilization through a) triage programs, b) setting up expanded evening and weekend
hours in safety net primary care centers, and c) navigation support to access these services
instead of Emergency Departments.
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Goal 5: Provide Continuity of Care for Incarcerated People

5.1 Expand oversight of medical services at MDC, to include mental health, behavioral health and
substance abuse services.

5.2 Provide coordination and transition from MDC health services to community-based services—
pre-release, assessment, planned re-entry, and service handoffs—for persons being released to
ensure that existing health problems are not the cause of the inmate’s return to the MDC.

5.3 Work with the Courts and others to oversee operations of programs that offer treatment as an
alternative to incarceration achieve effective assessment, referral, and treatment, especially for
behavioral health, substance use, and chronic diseases.

5.4 Work with Probation and Parole to oversee that persons outside of incarceration have effective
assessment, referral and treatment.

Goal 6: Increase County Oversight and Accountability for Mill Levy Funds

6.1 Require UNMH to provide an annual plan and budget for use of the mill levy funds, as specified
by the County, that advances the County’s defined priorities.

6.2 Establish or designate an entity for the County to: 1) administer and monitor mill levy funds; 2)

engage in safety net planning and evaluation; 3) contract with other providers to fill gaps and
test innovative models.

6.3 Create a defined system of health planning and accountability for mill levy funds that measures
health outcomes.

6.4 Establish a public participation process, including the creation of a community health board.
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BACKGROUND

Bernalillo County adopted a resolution this year to improve access to healthcare for all its residents by
renegotiating the County’s Lease Agreement with the University of New Mexico (UNM) on the operation
of UNM Hospital (UNMH). In doing so, the County reaffirmed its vital community, legal and fiscal
responsibilities. The County is a steward of public mill levy funds distributed to UNMH each year, and
must ensure accountability over the use of taxpayer dollars.

TASK FORCE PROCESS

The County Commission formed a Healthcare Task Force to provide recommendations for the County’s
negotiations with UNM. The Task Force convened 18 times between May and October 2014, and held 7
public outreach meetings in June and July. Two Task Force meetings were convened as listening sessions
with, respectively, Native Americans and homeless individuals who have been incarcerated; and the
Task Force also heard presentations by urban Indians representatives, the Metropolitan Detention
Center (MDC) supportive housing project, and a community campaign for health access. The Task Force
also consulted with UNMH and the All Pueblo Council of Governors. (See Appendix 1 for Task Force
members and meeting topics).

KEY ISSUES

UNM Hospital is a vital institution in the community that receives about $90 million of County mill levy
funds each year for its operations and maintenance. As a teaching institution, the Hospital regularly
brings highly skilled and experienced physicians to the state, and it has developed a number of
nationally ranked programs. The Hospital is the only Level 1 trauma center in New Mexico.

Importantly, UNMH is entrusted to provide safety net services for uninsured and indigent patients, and
has provided financial assistance to over 25,000 county residents annually. Fundamental changes are
occurring in the healthcare landscape that will benefit county residents. Revenues will expand for
UNMH as more patients no longer need its indigent care programs and instead obtain coverage through
Medicaid.

Yet crucial gaps in the healthcare system have emerged, with damaging health and financial
repercussions for the entire community. Several concerns were repeatedly raised in public comments:

e Native Americans are not receiving healthcare required by prior contractual agreements.

e Many people who are uninsured still do not have coverage even after the Affordable Care Act
because of affordability barriers, hardships, and other circumstances.

e UNMH intends to change the UNM Care program to no longer provide financial assistance for
the uninsured, creating serious concerns about access and shifting of uncompensated care
costs to other hospitals and providers.

e Thousands of UNMH patients are in medical debt totaling over $100 million each year.

o The behavioral health system in the county has deteriorated and become inaccessible,
creating a cycle of untreated mental iliness and addiction, homelessness and incarceration.

e There is inadequate continuity of care for people discharged from Metropolitan Detention
Center (MDC).

e Patients too often must seek care in the emergency room rather than primary care settings.

o There is little oversight to ensure that public dollars are resulting in better health outcomes.
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e Awareness that unmet health care contributes to higher costs for emergency services, public
safety, criminal justice and incarceration, property loss, and lost productivity.

HISTORIC OPPORTUNITY

The present assumption about the mill levy has been that it offsets UNMH’s costs in providing care for
eligible indigent County residents who use the Hospital or use the Hospital’s selected contractors. This
falls short in terms of embracing what is possible.

Bernalillo County has a historic opportunity to fix and strengthen the healthcare system for all its
residents. By leveraging the mill levy with the expansion of Medicaid and with the availability of
federally subsidized insurance, the County is for the first time in a position to ensure all county residents
receive high quality and cost effective care. Resources can be allocated wisely to ensure a stronger
healthcare infrastructure that benefits all patients and healthcare providers. Low income residents, in
particular, can be reached and served in ways that previously have not been possible. The opportunities
include:

e Maximizing enrollment into available coverage programs—because every resident having
health care coverage makes good health care sense and good business sense.

e Adopting innovative and proven models for financial assistance programs—to help more
people obtain insurance or other healthcare coverage.

e Focusing more on prevention and primary care services—to reduce the need for expensive
care later, and to reduce emergency room overcrowding.

e Building stronger partnerships with community-based providers—to provide more
continuous, patient-centered care, and a more welcoming healthcare environment, while
allowing each provider to focus on its strengths.

e Expanding treatment of behavioral health, drug dependency disorders and chronic diseases
for persons who are incarcerated, in drug and mental health courts, and in the community
on probation and parole.

e Creating incentives for reinvesting cost savings from prevention and community-based
programs, including supportive, wraparound services—which can build a more sustainable
and accountable healthcare system, and a stronger community.

Case Example: A case study provides clear examples of how such a system could work:

TJis a 41 year old male with a chronic back pain due to an injury on-the-job as a roofer. As a result, he
became unemployed, was periodically homeless and suffered from depression. He began drinking to help
his depression. After several emergency room visits, he was eventually referred to a medical home where
he sought help for his chronic back pain from his primary care physician who referred TJ to a behaviorist
to treat his depression and alcohol use and a patient navigator to assist him with his emergency needs
to find housing. After twenty-four weeks of physical therapy and counseling services, T/ became more
physically able, stopped drinking, began working part-time at a local restaurant, and was feeling less
depressed. His patient navigator helped him enroll him in GED courses to obtain his high school diploma
and permanent housing. TJ has plans to obtain his associates degree in accounting.

The County's indigent community experiences the most complex health care needs with costly and,
often, chronic health conditions. When a serious behavioral health issue is added their health care cost
increases along with their risk for acute episodic care. Creating an integrated system of care brings
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together medical, behavioral health, and social management and care strategies that can enable,
empower and encourage vulnerable county residents to obtain better care—especially when they
receive help to navigate the complexities of the health care system. True opportunities for fewer missed
appointments, reduced emergency room and inpatient visits, decreased correctional facility recidivism
rates, better adherence to care, improved quality of life, and lower health care costs can happen.

This systematic approach provides an immense opportunity for the County to work in collaborative
partnership with UNMH to provide high quality care while saving costs.
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COUNTY HEALTHCARE GOALS & RECOMMENDATIONS

Goal #1: Assure Healthcare Coverage for All County Residents

Context: UNMH is entrusted to provide safety net services for low-income and uninsured patients, and
receives substantial local funds, federal funding and tax exemptions to do so. The “UNM Care” program
for uninsured Bernalillo county residents has in the past served about 25,000 people annually. As a
financial assistance program that resembles healthcare coverage, the program is critical for:

v’ Better health by ensuring individuals can access a comprehensive array of services.
v Financial well-being of county residents by avoiding medical debt.
v" Reducing uncompensated care costs for other healthcare providers.

However, there have been persistent gaps with devastating health and financial results. The program
has not been large enough to serve the 120,000 uninsured residents in the county. Thousands of
patients at UNMH are sent to collections for over $100 million of debt each year. Only $2 million of
these bills were actually collected. Patients have been forced to seek care elsewhere (including the
emergency rooms of other hospitals) and have become victim to financial ruin and even bankruptcy.

UNMH plans to stop providing safety net services for the uninsured in the near future. The Hospital has
made several public announcements about its proposal to convert UNM Care into a program that solely
serves people who already have insurance. Yet, despite implementation of the Affordable Care Act, less
than half of all uninsured New Mexicans have obtained coverage, largely due to enrollment barriers,
affordability concerns, hardships and other special circumstances.

Reaching all residents requires redirecting how the mill levy is to be used—from an offset of costs for
charity care to being one critical component of a more comprehensive, integrated system of care. And it
requires a commitment to building partnerships in order to seek out, accept, and serve residents on the
basis of income and need.

A continued safety net program, supported by mill levy funds, will be critical for filling gaps in coverage.
Examples of beneficiaries who could benefit from using the mill levy to fill gaps:

e Low wage workers who cannot afford insurance in the Exchange without further help with
monthly premium costs;

e Low income residents who are administratively excluded from coverage options;

e Vulnerable populations at high risk while awaiting coverage (including the recently incarcerated,
persons discharged from MATS, homeless individuals, and people with mental illness and/or in
need of treatment for substance use);

e Older adults not eligible for either Medicare or Medicaid but unable to afford insurance or
payments for medical care especially for chronic conditions;

e Others who remain “underinsured” and whose inability to afford deductibles and copayments
keeps them from seeking needed care;

e Residents who need healthcare that is not covered by their insurance, but is necessary for
successful medical intervention (such as selected wrap-around services);

e Native Americans, eligible under the 1952 agreement, who do not buy insurance because the
federal government should provide health care — a responsibility not met by a chronically
underfunded Indian Health Service; and
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e People facing “hardships” or temporary gaps in coverage, for example due to being evicted or to
medical expenses they could not pay in the last 24 months, or for many other reasons.

Under the law, many of these individuals and other groups are not required to get insurance in
recognition of the unique circumstances of each population.! The law anticipates that a safety net of
services is still necessary, as evidenced by options for states to adopt “Basic Health Plans” to bridge
affordability gaps and stronger requirements for nonprofit hospitals to provide community benefits.

Recommendations:

1.1 UNMH must provide a safety net program for uninsured and low-income residents that includes
comprehensive medical services, behavioral health services, and navigation support. UNM
Hospital must fulfill the county’s obligation to ensure healthcare services for indigent patients, and
continue to provide the UNM Care program (or a similar full financial assistance program) for
uninsured residents. Model programs across the country are structured similarly to UNM Care, but
they additionally provide health homes for every patient and navigation support to ensure that
patients seek and obtain primary care. See Appendix 2 for model programs. If UNMH is unable to
provide adequate primary care, behavioral health, health homes, case management and navigation
support, these services should be contracted out to other providers in the area. UNMH should not
be allowed to make changes to its charity care programs without approval by the county and/or
entity designated by the county that includes meaningful community stakeholder representation.

1.2 Ensure that all UNMH financial assistance programs have simple rules based on County residence
and financial need. Most counties and other hospital systems in New Mexico have simple rules for
financial assistance and indigent care programs that are based on having residence in the county,
being low-income, and not being eligible for Medicaid. Other states use similar rules to provide
coverage universally to both uninsured and insured county residents that fall below a certain
income level. (See Appendix 2 for chart of model programs). UNMH should adopt these simple rules
for financial assistance for all low-income patients, whether or not they are insured, who fall below
400% of the poverty level (the standard used for subsidized Exchange coverage). In addition, the
verification standards to prove residency or income should be no more restrictive than that of the
state Medicaid program. Currently, UNM Care appears out of sync with its unduly restrictive
eligibility rules—for example, excluding people who are offered employer coverage even if it is
unaffordable, or lawful immigrants who are temporary visa holders (making the UNMH rules even
more restrictive than Medicaid). The rules are also complex, creating confusion and administrative
burden. An inclusive policy, particularly when coupled with navigation support, has the potential to
improve health, reduce uncompensated care costs for all providers in the health system and guard
against aggressive tactics that leave people in financial debt.

1.3 Help county residents get healthcare coverage through the Exchange and Medicaid, including
Native Americans, by assisting with both premiums and other out-of-pocket costs such as copays.
UNMH helps individuals get coverage through Medicaid and the Exchange. However, UNMH must:

e Train UNMH financial assistance staff on Medicaid and Exchange enrollment processes.
There is a public perception that staff do not understand the eligibility rules well and may be

! Affordable Care Act § 1501, codified at I.R.C. § 5000A(d) and (e). Exempt groups include Native Americans, certain “non-
resident” immigrants (including students, temporary workers, deferred action youth, etc.), anyone granted a “hardship”
exemption, people under the tax filing threshold, people with certain religious exemptions, and others.
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providing inaccurate information to patients that deter them from applying for coverage, for
example, by asking for unnecessary documents. All financial services staff, including
Medicaid specialists, should be trained by an agency with expertise on the program rules.’

e Offer “premium assistance programs” to help low-income working families (including Native
Americans) buy insurance through the Exchange, as well as help with out-of-pocket costs
such as copays and deductibles. (See Appendix 3 for more information on premium
assistance programs.) UNMH should continue to provide help to reduce the copayments
and deductibles for low-income patients who have insurance. However, the Hospital should
also help pay for premiums so that uninsured patients can access coverage. Costs have been
cited as the number one reason why people are not getting insurance even after healthcare
reform. Even with federal financial help, low-income families cannot afford coverage.

Premium assistance programs ensure more people have coverage while allowing them to
take advantage of federal subsidies available. UNMH would likely save funds by helping
people buy insurance on the Exchange (thereby maximizing federal subsidies) rather than
face uncompensated care costs or uncollectible bills from patients who are uninsured or
underinsured with plans that have expensive co-pays and deductibles. The program is
especially beneficial for Native American patients because the federal government pays for
all cost-sharing expenses for Native Americans with incomes under 300% of the poverty
level, so long as the premium is paid to obtain a plan (which usually ranges from S0 to $50).

If UNMH provides such Exchange premium assistance programes, eligible patients should be
expected to participate in them and would not be eligible for charity care. However, there must be
exceptions for people who are not required to get insurance under the Affordable Care Act, for
example, due to hardship.

If the Hospital does not provide assistance with premiums, then everyone who has not obtained
coverage through the Exchange should be eligible for full financial assistance. These programs do
not provide any “disincentive” to getting insurance, given that most people cannot afford the
coverage anyway and are facing major tax penalties and/or health conditions that already provide
incentives to get insurance if possible.

1.4 Stop UNMH from pursuing collections against low-income patients. Over $100 million of bills are
sent to collections each year, but little effort is being made to connect patients with financial
assistance or investigate accounts for potential eligibility for financial assistance programs or even
simple billing errors. The Hospital can and should audit all claims that are currently in collections to
determine the income level of the patient and reasons for why financial assistance was not used.
Assigning patient navigators to all of these patients would improve patient education and access of
financial assistance resources. Additionally, processes should be implemented to insure that future
claims are audited before they are sent to collections to determine the income level of the
patient/accuracy of the claim and insure that his/her current financial situation does not warrant
financial assistance. The collections efforts and financial assistance policies should be consistent
across all payer categories (i.e., insurance should not be a barrier to financial assistance as it relates
to patient liabilities). Native Americans should not be charged for their bills and therefore should
never be sent to collections (as described below in Recommendation 2.4).

? For example, the NM Center on Law and Poverty is an expert on Medicaid eligibility and enrollment processes and has
provided trainings to ISD supervisors and personnel, Exchange guides, social service workers, hospitals and other providers.
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Goal #2: Meet Native American Healthcare Obligations

Context: Bernalillo County and UNMH have the shared responsibility for delivering high quality health
care to Native Americans that reside within the county. This shared responsibility has deep-seated
historical origins that resulted in the creation of UNMH in 1952. The Hospital was initially established on
5.3 acres of BIA-controlled federal land that was given to Bernalillo County and so named as the
Bernalillo County Indian Hospital, whose sole mission was to serve Native Americans in Bernalillo
County. Subsequent amendments restated the hospital's original intent of providing comprehensive
medical care to all Native Americans.

A prevailing concern, however, exists that the primary intent of the original contract has been greatly
diminished and even altered in subsequent contracts and agreements. To date, UNMH admits to
breaches in its contract and it has been unable to provide the agreed-upon full services treatment to
Native Americans. Bernalillo County and UNMH have a joint responsibility to comply with the original
contract for providing health care to all Native Americans in Bernalillo County at no cost in perpetuity in
all subsequent contracts and agreements. The following are recommendations to address gaps in the
health care obligations for Native Americans in Bernalillo County and uphold the historical commitment
from UNMH and the County to ensure the provision of care to this population. Both entities must
prioritize the delivery of accessible and high quality health care to this population.

Recommendations:

2.1 Ensure the Lease Agreement, as amended, honors the responsibilities to Native Americans as
outlined in the original contract. Ensure the language in the Lease and other documents explicitly
includes providing care and treatment to all Native Americans in Bernalillo County and not just
Native Americans from New Mexico's tribes who live in the County.

2.2 Define a process for Native American representation: a) during lease negotiations; and b) for
continued monitoring and evaluation of UNM Hospital’s compliance with its obligations to Native
Americans. The All Pueblo Council of Governors (formerly the All Indian Pueblo Council) provides
critical representation and advocacy for New Mexico's 19 Pueblos, and must be regularly consulted
on the provisions and the monitoring of the Lease Agreement and MOU. Also important are the
representation and advocacy from the Navajo Nation, Mescalero Apaches, Jicarilla Apaches and
urban Indians from other tribes.

One option would be to create a Community Advisory Council that is representative of Bernalillo
County's Native American population and is inclusive of urban Indians and Pueblo Indians to
safeguard and monitor UNMH's adherence to its contractual agreement. This Council would serve in
an advisory capacity to UNMH to make recommendations for addressing access to and quality of
care needs, and for identifying appropriate measurable outcomes. By working together, UNMH and
the Council can ensure the contractual obligations are met and that Native Americans in Bernalillo
County receive accessible quality health services at no cost.

2.3 Require UNMH to have written policies affirming its obligations, including its process for
identifying Native Americans, billing for services, and providing priority access and culturally
competent care. This includes, but is not limited to a) assuring that behavioral health services are
available to Native Americans; and b) educating UNMH providers and staff about the importance of
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cultural competency to increase their understanding and sensitivity when providing care to Native
Americans.

2.4 Ensure that Native Americans are not charged for hospital services, or sent to collections, whether
or not they live in the county. Costs for Native American healthcare were intended to be paid by
the Federal government, and the Hospital should rigorously pursue payment from IHS, based on
federal agreements under the 1952 contract with Bernalillo County (not the eligibility rules for
“Contract Health Services” as the Hospital currently does — these rules do not supersede or replace
the 1952 agreement). If Native Americans are expected to enroll in the UNM Care program, they
should be able to do so regardless of their tribal affiliation (whether in-state or out-of-state) while
residing in Bernalillo County. If necessary, designate a portion of mill levy funds to pay for health
services, including health insurance premiums for health plans through the Exchange, for Native
Americans. Additionally, the financial assistance policies of UNMH should formally reflect that
Native Americans are intended to have their care covered with no patient liability (pursuant to the
previously referenced agreements) and, therefore, are exempt from the “consistency of collection
efforts” requirements set forth in Section 1.4 of this document.

2.5 Require the Native American Health Office to have adequate staff to help ensure UNMH
obligations are met and to be effective in meeting the needs of Native Americans seeking health
services at UNMH.

Goal #3: Increase Availability of Behavioral Health Services

Context: New Mexico’s behavioral health care system has deteriorated massively over the past fifteen
years.> Meanwhile, Albuquerque inpatient mental health care has been largely relegated to serving
incarcerated persons at the Metropolitan Detention Center. MDC has had to absorb and care for
increasing numbers of untreated persons with mental illness, addictions, and other behavior disorders,
and the community has witnessed a rash of police shootings of mentally ill individuals. Mental disorders
comprise the largest single reason for indigent residents seeking care at UNMH, and the third largest
area of costs for charity care is for psychiatry services, and psychiatry services is the second highest
medical area in which patients reported need for financial assistance.* What’s more, many research
studies have demonstrated that behavioral health is closely correlated with overall wellness, several of
these studies finding that at least half of all primary healthcare visits involve one or more related
behavioral health disorders. While UNMH has the capacity to provide excellent behavioral health care to
mentally ill and alcohol and drug addicted individuals, access to these services is becoming increasingly
hard to get as needs increase and providers in the community, including UNMH, decrease.

The expansion of Medicaid provides a major opportunity to supplement the resources needed to
provide medical and behavioral health services to many county residents previously dependent on UNM
Care or indigent and in situations where pathways into care is either not evident or being used. Also,
additional incentives are possible from reinvesting cost savings from prevention and community-based
programs, including supportive, wraparound services.

* See “Back to the Future: New Mexico Returns to the Early Days of Medicaid Managed Care. Psychiatric Services. ps.psychiatryonline.org;
August 2014, Vol 65, No 8)

* UNMH report to Bernalillo County Commissioners (March 31, 2014).
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Recommendations:

3.1 Expand behavioral health funding and services through UNM Hospital. The current level of 12% of
mill levy is insufficient, reflected in unduly long wait times for appointments—patients are being
told they cannot be seen for 3-6 months for certain types of care. Expansion of current effort and
services must be a priority. In addition to specialty services for persons with serious mental illness,
UNMH must assure that behavioral health and substance abuse treatment assessment and services
are integrated within primary care (as in the model required under Centennial Care). Specifically,
UNMH should:

e Increase the availability of the full continuum of behavioral health care, including psychiatric
services to residents, by recruiting and providing additional psychiatrists along with appropriate
mid-level providers to the UNMH staff. The level of funding and staffing should be adequate to
ensure that patients in crisis can be seen within 48 hours, and all patients can be seen within 30
days on a standard basis.

e Expand access to UNMH’s substance abuse treatment services, including detox and Suboxone
services, by increasing enrollment in these programs by 10% per year, and through increased
compliance/continuance in these programs.

3.2 Cover behavioral health services through the UNM Care program or its successor. Ensure that
UNM Care in its continuing operation includes coverage for behavioral health care, particularly for
those individuals who do not qualify for Medicaid or the Health Insurance Exchange. This will be
provided through direct UNMH services and in partnership with community entities so as to
increase availability of behavioral health services.

3.3 Seek to reduce incarceration and recidivism of residents by working with others to provide
enhanced and freestanding crisis/triage services to community residents with mental iliness
and/or substance use disorders. While not all residents who struggle with behavioral health
disorders will or do experience incarceration, a disproportionate number of those with few
resources spend time in the Metropolitan Detention Center (MDC). A coordinated effort across the
County Department of Substance Abuse Programs (DSAP), MDC, UNMH, other behavioral health
centers, and other appropriate community-based providers will prevent and reduce crisis for this
population, as well as for the larger population of residents with behavioral health needs.

3.4 Require UNMH to devise and report annually to the County measures of treatment outcomes for
depression, schizophrenia, and alcohol and opiate addiction. Such measures and reports will
include data on symptom reduction, wait times for behavioral healthcare appointments, treatment
compliance, life adjustment of patients, and estimates on persons needing treatment who are not
being treated; and on captured savings from reduced census at MDC and provision of preventive
services. Bernalillo County will provide rewards and incentives (to be determined) to UNMH and
partners for effective/efficient services.

Goal #4: Build an Integrated System of Primary Care and Navigation Support

Context: For many users of UNMH, the healthcare system does not focus on public health, or on
primary, secondary and tertiary prevention: Helping residents stay healthy and preventing the
escalation of chronic conditions means that the health of the community can improve and that the
impact of mill levy funding is maximized.
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Integrated care systems are proven to save costs over time. (See Appendix 2 for model safety net
programs and citations to the research.) Anticipating and proactively linking patients with appropriate
preventive services ensures that the system leverages its funding appropriately, without wasting funding
on Emergency Department use where primary care could better address the need.

Patients, specifically indigent patients, need assistance to access financial assistance, maneuver the
health system, use services appropriately, and link with available social supports (housing, food and
transportation) in the county that help them maintain their health. Without such assistance, the system
incurs higher costs and patients receive sub-optimal care. UNMH must function as a part of a broad
system of care that includes outreach, social services, and, collectively, a comprehensive scope of
services.

Recommendations:

4.1 Expand community-based outreach and assistance navigation support in the health system
through the Pathways Program and other community programs. Assist residents in navigating the
medical and social service system by increasing the current availability of Pathways services and
similar navigator and community health worker programs—to make better use of coordinated care
and system navigation approaches, including social services (e.g., housing, transportation, job
training) and partnerships with other community services and agencies. This includes encouraging
UNMH to purchase/contract for services it is not able to provide. Increase funding for the Pathways
Program, which has demonstrated effectiveness in navigating the UNMH system and in providing
supportive services. The Pathways model and other models need to be coordinated with other
agencies such as Albuquerque Health Care for the Homeless that are also doing outreach.

4.2 Require all indigent care patients currently on UNMH’s roster to be assigned a nationally
recognized patient centered medical or health home. UNMH should assess the number of
uninsured indigents who a) have more than one admission to hospital and/or the Emergency
Department and b) use Pathways or in-house navigators—and offer to connect these patients with a
medical home at a UNM primary care site, or contract with a willing partner in the community—
rather than waiting for them to come in during a health care crisis. The medical home would be
responsible for case management, tracking referrals to specialists, and providing patient health
education, among other duties.

4.3 Reduce emergency room utilization through a) triage programs, b) setting up expanded evening
and weekend hours in safety net primary care centers, and c) navigation support to access these
services instead of Emergency Departments®. Have UNMH evaluate and submit a report to the
County on the option of either creating its own Urgent Care or expanded hour primary care services
connected to the Emergency Department or contracting with community-based safety-net partners
who have the facility to add evening and weekend clinic hours subsidized through mill levy funds.
These community partners should be contracted to link patients seen for walk-in care with a primary
care medical home and take the steps necessary to prevent future (avoidable) Emergency
Department visits. If UNM chooses to build its own Urgent Care, it should also link patients with its
PCMH network. Navigators should be located in the Emergency Department to work with the triage
nurse to link non-emergency patients with appropriate urgent care including providing
transportation to an alternate site.

> According to an NIH study, an average bill for an ER visit costs 40% more than an average month’s rent’. In the meantime, the
patient’s underlying cause for the visit has never been appropriately managed and sorted.
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Goal #5: Provide Continuity of Care for Incarcerated People

Context: The cycle of drug use, crime, incarceration, release, drug use and recidivism among people
incarcerated at MDC is broadly acknowledged, as are the associations of mental illness and
homelessness with cycles of incarceration. Approximately 70% of inmates have some identifiable drug
use disorder. Likewise, a large proportion has diagnosable mental health disorders. Many have both.

A number of problems with health services have been reported. Some of them include

e Treatment services are insufficient in both of scope or intensity/frequency.

e The present contract at MDC for assessment and clinical care has high per capita cost.

e There is little or no connection of care within MDC with follow-up care after release—in effect,
MDC acts in isolation from the community, rather than as a part of the community.

e The period immediately following release is a time of missed opportunity to connect with
follow-up medical and behavioral health care or contact with social services.

e Treatment services for persons under Probation and Parole and in the Community Custody
Program are haphazard.

UNMH’s Fast Track pilot program—using a caseworker to connect high-risk persons with mental illness
with follow-up care—is an example of what could be replicated on a large scale, pending an evaluation
of the program and its outcomes. Also, the Metro Court and District Court have provisions for using
alternatives for incarceration via Drug Court that have been shown to be associated with reduced
recidivism. These services could be paid for by Medicaid but presently are not.

Note: Similarly to Recommendation 3.3, the Task Force acknowledges that not all people who are
incarcerated at MDC will be in need of behavioral health services. However, it is well-documented that
the need within the jailed population is large and disproportionate to the greater community. Therefore,
the following recommendations repeat an emphasis on the need for continuous, integrated and
comprehensive behavioral health care for the population that experiences incarceration at MDC, and
many times cycles between the jail and indigent services when released or between periods of
incarceration.

Recommendations:

5.1 Expand oversight of medical services at MDC, to include mental health, behavioral health and
substance abuse services. The County should contract for a range of services at MDC. These could
include the following:

e Quality control oversight of clinical contract services at MDC including the appropriateness
of the provision of behavioral health, substance abuse and other clinical services at MDC

e An analysis of the reasons for recidivism and recommended strategies for reducing these
rates to a lower level that is acceptable to the County and sustainable by the MDC (or jointly
through UNMH and MDC), through use of mill levy or other funds. (Please see Appendix 7
for other potential County funding sources.)
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5.2 Provide coordination and transition from MDC health services to community-based services—pre-
release, assessment, planned re-entry, and service handoffs—for persons being released to ensure
that existing health problems are not the cause of the inmate’s return to the MDC.

e Provide assessment and arrangement for continuity of clinical care, behavioral health, and
substance abuse treatment services and for social support services upon release. Provide
services to all assessed as having serious behavioral health issues, drug dependency, and
other chronic diseases, whether or not the person is enrolled in Medicaid.

e Assure that eligible persons are enrolled in Medicaid so that it is in effect in either MDC or
the community-based service provider, or becomes effective upon release from MDC.

5.3 Work with the Courts and others to oversee operations of programs that offer treatment as an
alternative to incarceration achieve effective assessment, referral, and treatment, especially for
behavioral health, substance use, and chronic diseases. This envisions an expansion of the drug
courts and mental health court in terms of numbers of persons served, breadth of services,
engagement with community resources, and more effective application for Medicaid funding.

5.4 Work with Probation and Parole to oversee that persons outside of incarceration have effective
assessment, referral and treatment for behavioral health disorders, substance abuse, and other
chronic diseases. This should include persons released from NM Corrections Department and well as
MDC and the Courts, and should be applied to the Community Custody Program.

Goal #6: Increase County Oversight and Accountability for Mill Levy Funds

Context: UNM Hospital receives over $90 million of Bernalillo County mill levy funds each year and is
expected to be fully transparent and accountable to the County and its residents for their use. UNMH
does provide regular reports; however, these focus on allocation of funds to various activities, without
an assessment of public health outcomes. Public comments to the Task Force repeatedly recommended
more oversight and reporting is required by the Hospital to show how mill levy funds are being used to
actually benefit the County. The Hospital appears to be making important decisions unilaterally about
the County’s health system, without input from the County or community.

The County must take a more active role in the oversight process and leverage mill levy funds for better
cost-effectiveness and outcomes. Currently, mill levy funds are mostly used for general operations and
maintenance of the Hospital, as per the lease.® The funds are a sizeable portion of the Hospital’s budget,
amounting to 12% of revenues in FY13.” When reporting upon mill levy funds, UNMH shows an
allocation of the funds to every part of the Hospital’s operational budget — salaries, equipment, supplies,
services, etc.

However, the mill levy also helps fund the Hospital’s safety net services, with specific expectations
attached: The Lease and other agreements require UNMH to fulfill obligations to Native Americans,
provide medically necessary care to indigent patients, and use mill levy funds for mental health services.

® See Bernalillo County and UNM Hospital, Lease Agreement, 1999, at Sec. I(L) and I(N).
UNM Hospital, Bernalillo County Commissioner Reports, at 15, March 2014.
8

Id. at 16-18.
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In recent years, the County has (already) responded to requests from UNMH and the community for
additional funding to meet these needs. For example,

o The mill levy was raised to 6.5 mills in 2000 because the prior amount of 4.8 mills was “insufficient
to pay all the costs delivered by the Hospital and Mental Health Center to medically indigent

residents”.’

o At least 12% of mill levy funds must be allocated for the Mental Health Center and associated
behavioral health and substance use treatment services.”® In 2013, these expenditures were about
$12 million."

e Approximately $800,000 of mill levy funding is dedicated to the Pathways navigator program.

e Inrecent years, the Hospital appears to have spent more on charity care for Bernalillo County
residents (about $140 million) than it received from mill levy funds (about $90 million)."> UNMH
also reported nearly $50 million in “uncompensated costs” for uninsured patients — a portion of
which was offset by about $35 million of federal “DSH” funds to help with the costs of uninsured
and low-income patients.”

As indicated in the recommendations above, there is a clear and growing need to expand the safety net,
simplify administrative procedures, create a more coordinated system of healthcare, and make a
genuine effort to reach out to all people in the county. Yet the Hospital has not provided clear
information about the future of its safety net programs or the impact of the Affordable Care Act on its
finances. This has created uncertainty and serious concern that the healthcare needs of county residents
may go unmet. Commentators at public input meetings noted that tens of thousands of county
residents are not being served by UNM Hospital and will continue to need a safety net of services even
after healthcare reform. The County must step in to ensure that all county residents are able to access
healthcare and benefit from a robust system of healthcare services.

Recommendations:

6.1 Require UNMH to provide an annual plan and budget for use of mill levy funds, as specified by the
County, that advances the County’s defined health priorities. UNMH should provide a budget to
Bernalillo County that lays out how it proposes to use mill levy funds consistent with the County’s
health priorities and with the contract elements agreed to in the lease negotiation process. Monthly
reports to the County will demonstrate how UNMH is supporting the County’s plans and health
outcome metrics.

6.2 Establish or designate an entity for the County to: 1) administer and monitor mill levy funds; 2)
conduct safety net planning and evaluation; and 3) contract with other providers to fill gaps and
test innovative models. The County needs capacity to administer and monitor programs funded by
the mill levy. Proper oversight will require the County to have broad healthcare industry expertise.
This expertise should be employed or contracted by the County and should be housed in a
designated unit reporting to the County Manager and the Board of Commissioners.

% Bernalillo County and UNM Hospital, Memorandum of Understanding, 2000, at Sec. II(B).
19 Bernalillo County and UNM Hospital, Memorandum of Understanding, 2000, at Sec. 11(C)(1).
1 UNM Hospital, Bernalillo County Commissioner Reports, at 18, March 2014.
2 UNM Health Sciences Center, Summit Reports, Financial Report 1 “Uncompensated Care Gross Patient Billings, Costs and
1R3evenues Funding those Costs” for FY2013, at: http://hospitals.unm.edu/about/finances/summit_fy13/1-report.pdf
Id.
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This entity must be able to engage in a community needs assessment and/or oversee UNM Hospital
to conduct such an assessment, in order to determine safety net needs. As described below in
recommendation 6.4, a robust public participation process is integral to successful planning.

Importantly, this entity should be given authority to expend mill levy funds for safety net programs —
for example, by requiring prevention and primary services that would reduce the need for expensive
care later and reduce emergency room overcrowding. Where UNMH is unable to provide services,
the County must be able to contract them out to other providers.

Among this entity’s functions could be: a periodic review of County tax sources for potential
reallocation to improve public health; finding ways to leverage funds by capturing and re-investing
savings from greater emphasis on prevention and primary care; and increased coordination with the
City of Albuquerque on healthcare planning and evaluation. Also, this entity should draw from best
practices across the nation to pilot model safety net programs with participating healthcare
providers. Financing strategies for these pilots might include: using a portion of mill levy funds to
pilot programs, leveraging other county tax dollars, and leveraging federal grants and obligations of
hospitals that arise from their tax exemptions.

Given the significant resources necessary to develop and maintain this unit, a portion of mill levy
funds should be retained by the County to pay for its activities, after 2016 pending approval of the
mill levy by county voters. The specific resources required for this unit will be determined after the
operating lease with UNMH is renegotiated. Prior to 2016, UNMH should be required to provide
funding to a designated entity that can run pilot programs that can serve as the basis for long-term
safety net programs.

6.3 Create a defined system of health planning and tracking of impact for mill levy funds based on
community health outcomes. The mill levy funds will continue to be allocated to UNMH for the
provision of indigent care to Bernalillo County residents. However, the manner in which the funds
are utilized should be guided by priorities set through a community planning process and monitored
through the use of appropriate metrics that track health status and access to care for the entire
community. (For examples of reporting and evaluation templates, please see Appendix 6.)

6.4 Ensure a public participation process, including establishment of a community health board. There
is a fundamental disconnect between the community’s health services needs and its perspective on
the services actually provided through the application of the mill levy funds. A more robust public
participation process will be needed to assure that public health needs and services are better
aligned. This coordination should be provided by a Community Health Board established by the
County Commission. The board will help design and implement the community health planning and
feedback process. The Community Health Board will be broad based and charged with making
recommendations to the Commissioners, UNMH, and other healthcare providers as to what
healthcare services should be invested in for Bernalillo County residents.
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APPENDICES
Appendix 1: Healthcare Task Force Members and Meeting Topics

Task Force Members:

Maria Elena Alvarez, CEO Sireesha Manne, JD
Deborah Armstrong, PT, JD Jennifer Metzler, MPH
Stephen Forney, MBA, CPA Lidia Regino

Paul Hopkins, DMin Linda Son-Stone, PhD
Nandini Kuehn, PhD, MHA William Wiese, MD, MPH

Task Force Meeting Agenda Topics:

May 16: Orientation

May 30: Schedule
Public Meetings
Key Questions

Resources
June 20: Review of Public Meetings
June 27: Legal Parameters

Questions for UNMH
Additional Community Outreach

July 11: Listening Session: Incarcerated People at MDC
July 18: Listening Session: Native American population
July 25: Listening Sessions Discussion
UNMH Responses to Task Force Questions
August 1: MDC/Permanent Supportive Housing Presentation
UNMH Responses to Task Force Questions
August 8: Presentation by Urban Indian Representatives
August 15: Task Force Principles
Preliminary Recommendations
August 22: Consultation with UNMH Leadership
August 29: Preliminary Recommendations Workshop

September 5: Recommendations Discussion

September 12: Consultation with Juntos para la Salud Representatives
Recommendations Discussion

September 16: Consultation with All Pueblo Council of Governors

September 19: Consultation with City-County Behavioral Health Task Force Coordinator
Recommendations Discussion

September 26: Draft Report
October 3: Draft Report
October 10: Final Report
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Appendix 2: Safety Net Models from Other States

Models for Safety Net Programs e August 15, 2014

Presented by NM Center on Law and Poverty, in consultation with the Juntos Para La Salud campaign.

INTRODUCTION
Bernalillo County has the opportunity to design a better healthcare system that draws from the best practices of programs from across the
country. This document provides a sampling of programs for the uninsured, highlighting those that strive to improve healthcare access and care
coordination.

Some key features of these programs include:

Resemblance to health plans — including discounted premiums, annual renewals, and member identification cards.

Simple eligibility criteria based solely on income, residency and not being qualified for Medicaid.

Care coordination through medical homes — each patient is assigned to a primary care physician and/or community health worker to assure
continuity of care through case management and referral tracking.

Comprehensive services including behavioral health — healthcare is provided with an emphasis on primary care and prevention.

Funding through partnerships (ex: county, city, state, federal government, philanthropies, and support from local providers and hospitals)
Negotiated provider payments (ex: volunteer services, coinsurance, grants/contracts for services, or capitated payments for all care.)

BERNALILLO COUNTY — CURRENT PROGRAM
The healthcare safety net for Bernalillo County is primarily managed by the University of New Mexico Hospital (“UNMH”). Its main financial assistance
program for Bernalillo County residents— “UNM Care” — is undergoing transition and is scheduled to end in its current form by December 31, 2014. UNM
Care is likely to no longer serve the uninsured, and instead will offer supplemental help only to those who have purchased health plans on the Exchange.

Program Agency Type Description | Member Fees & | Eligibility Services Care Provider Funding # People
Renewal Criteria Coordination Payment Mechanism Enrolled
UNM Care Hospital at Financial Copays only; Income under | Comprehensive Fee for service | Federaland | 30,000
Bernalillo County University of assistance Annual renewal | 300% FPL. services through to each state funds, people (in
New Mexico program for Cannot be a network of provider. as well as 2012) out
uninsured eligible for physicians, about $90 of 120,000
(changing Medicaid, includes primary, million from | uninsured
solely to an Medicare or specialty and county tax
Exchange employer plan. | emergency care. (“mill levy”). | =25%
supplement Only citizens Most money | uptake
program by and lawful is mixed
Dec. 31) immigrants with general
who are not operating
temporary visa funds.
holders.
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MODELS FROM OTHER STATES

dental services
provided by the
Hospital District.

community health
centers, six
school-based
clinics, a dental
center and
dialysis center,
mobile health
units, and two
full-service
hospitals.

Program & Agency Type Description Member Fees | Eligibility Services Care Provider Funding # People
Location & Renewal Criteria Coordination Payments Mechanism Enrolled
Healthy San County (San Health plan No charges for | Income under Patients can Each member HSF medical $121 millionin 51,150
Francisco Francisco to make anyone under | 500% of FPL. access primary, chooses one of 30 | homes get expenditures - people out
San Francisco, Department of healthcare 100% FPL. Be uninsured specialty, urgent clinicsasa negotiated $90 million of 60,000
California Public Health) available and for at least 90 care, ambulance, medical home payments in comes from uninsured
affordableto | Foreveryone days. and ER servicesin | that provides a form of City and (FY 2012)
uninsured. else, quarterly | Cannot be their medical clinician (ex: grants. County. The
fee based on eligible fora home network physician or NP) Amount is remaining $36 =80%
income ($60 public health (incl. pharmacy, and care based on the | million from uptake
to $450 per insurance mental health and | coordination. range of case | federal
quarter), and program substance abuse Member receives | management | government
copays may (including services), ID card listing and (s19M),
apply. Exchange). provided by SF medical home. healthcare employers
Gen Hospital and provided.No | ($14M), and
Annual 4 other hospitals. payment for participant fees
renewal. participating | ($3M). Also an
nonprofit employer fee.
hospitals.
Harris County Harris County Indigent Care | Co-paysbased | Income under Patients have Members Property Tax,
Gold Card Hospital District | Program onincome. 300% FPL. accessto primary | assignedto DSH payments,
Program County care services, community health and revenue
Harris County, Resident. emergency clinic for primary frominsurance,
Texas No other health | services, specialist | care. Medicaid, and
coverage. care, pharmacy Hospital District is patient
services, and made up of 16 payments.

Bernalillo County Healthcare Task Force Recommendations ¢ October 2014

22




enrolled in third
party medical.

transportation,
long term care,
open heart
surgery or
transplants.

Program & Agency Type Description Member Fees | Eligibility Services Care Provider Funding # People
Location & Renewal Criteria Coordination Payments Mechanism Enrolled
Care Link University Indigent care | Monthly Income under Patients can visit Upon enrolling, Physicians 41,252
Bexar County, health system program payment plan. | 200% FPL. the hospital and members are and clinics people
Texas public hospitals Enrollees pay A “Plus Plan” various clinics assigned a receive
and clinics portion of all with limited within the UHS as | primary care Medicare
health costs, benefits is needed, but provider and are rates while
based on available to Carelink rates, not charged a hospitals
income (max people services, and copayment when | receive
of 2.5%-6.7% between 201- protections only visiting this Medicaid
of income). 300% FPL. apply to providers | physician. rates.
County in the UHS
residents. system.
New York Health | Health and Hospital No fees and Income under Comprehensive Hospitals got Hospitals Mostly paid by
and Hospitals Hospitals charity care $15-$20 300% FPL. networkincluding | waiver through reduce federal DSH
Corp (HHC) New | Corporation programs. copays for Must be home health, Medicaid to focus | charges funds for
York City, NY (consortium of most care. Uninsured and school based on delivery (charity care hospital
four hospital “Artists to not eligible for health centers, system reform. is required by | ($893M), but
systems) Access” —if Medicaid or mobile medical Found 100 state law). hospitals could
uninsured, can | Exchange. office potential partners lose this money
paint or sing to focus on care due to ACA
for patients coordination. changes.
and receive
credits to pay
for care.
DC Health DC Dept. of Cover No charges Income under Comprehensive Assigned to 100% local tax 14,454
Alliance Healthcare 200% FPL. services, but does | Managed Care dollars people
Washington DC Finance & Cannot be not include vision, | Organization for
Human Services eligible for dental, behavioral | care coordination
Medicaid or health, non-ER
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Program & Agency Type Description Member Fees | Eligibility Services Care Provider Funding # People
Location & Renewal Criteria Coordination Payments Mechanism Enrolled
Hennepin Care, Hennepin Care: | Hennepin Hennepin Hennepin Care: | Hennepin Care:
Hennepin Publicteaching | Care: Care: Copays Income under All services at
County, hospital discounted depending on 200% FPL Hennepin County
Minnesota (Hennepin care income level Medical Center
County Medical Portico Health (acute care
Center is run by Net: Income hospital, primary
Hennepin under 275% FPL | and specialty
and Healthcare clinics)
System —“arm
of a state or
local
government"1
Portico Health Portico: Portico: Portico: Portico:. Portico: Care Portico: Portico: Over $2 | Portico:
Net Nonprofit Prevention Monthly fee Prevention-based managementand | Paymentfor | millionin 1,429
Hennepin, based, $25-$50, coverage for navigation for hospital investment by people (in
Ramsey and discountcare | sliding scale. primary care, bills, social procedures, all hospitals, 2013)
Washington management urgent, specialty, services, referrals | suchasx-rays | government,
Counties, program Copays for mental health, to specialty care, | and MRIs,at | health plans,
Minnesota non- and pharmac?y, mental health a hospital- United Way and
preventive through proIV|der management, and | negotiated private and
visits. Patient ngtworks al|g.ned transition to rate (typically | corporate
pays 25% with F)ne of nine ongoing coverage | 110 % of the | foundations.
coinsurance. hospital systems (help enrolling Medicaid
publicprograms). | rate).
Project Access Nonprofit (run Safety net Cost-sharing Income under Comprehensive Case Over 600 6,000 out
Buncombe by Western initiative for doctor 200% FPL. servicesincluding | management volunteer of 15,000
County, North Carolina through visits are $0 to primary care, service. physicians. uninsured
Carolina Medical Society | physician $50. Free for County screening, labs, county
Foundation) volunteers hospital care. resident. specialty, surgery, residents
advanced home (in 2008)
Enrollment care, pharmacy,
renewed every case management
6 months. services.
! According to Guidestar, the Hennepin Healthcare System is registered with IRS and “not required to file an annual return with the IRS because itisanarm of a stateorlocal
government”; http://www.guidestar.org/organizations/42-1707837/hennepin-healthcare-system.aspx
Bernalillo County Healthcare Task Force Recommendations ¢ October 2014 24



http://www.guidestar.org/organizations/42-1707837/hennepin-healthcare-system.aspx

Program & Agency Type Description Member Fees | Eligibility Services Care Provider Funding # People
Location & Renewal Criteria Coordination Payments Mechanism Enrolled
Nevada Access Nonprofit Discount Monthly fee of | Income from Greatly Every patient is Hospitals & “Shared 26,000
to Healthcare 501(c)(3) medical plan $35-540 for 100-250% FPL. discounted assigned a Primary | providers responsibility”: | people
Network Nevada for the adults and $10 | Availableto services through Care Physician & give reduced providers offer
uninsured. for children. anyone “not network of over “personalcare rates. reduced rate.
Additional fees | legally 2,000 providers coordinator” to Walmart is State, county,
at time of required” to get | including primary | call whenever a contractedto | federal funds.
service that covered under care, specialists, serviceis needed, | providedrugs | Member
are capped ACA. behavioral health, | andistold how at 30% cost. premiums pay
depending on Cannot be clinics and much the service Plan cannot for half of
income. eligible for hospitals, will cost. directly pay operating costs.
Missed Medicaid, dentists, providers. A “Patient Care
appointment Medicare, or optometrists, Donations Fund” is set up
locks you out employer plan. radiology, surgery taken on by donations to
for 3 months. and pharmacy. behalf of pay providers
patient. when patients
can’t afford it.
Maine Health Nonprofit Donated No fee except Income under Patients can visit Patients are A network of 1,000
Care Partners health providers not 175% FPL. hospital-affiliated | assigned to over 900 people
Cumberland, services to affiliated with County physicians, NP, participating volunteer (capped)
Lincoln, Waldo uninsured hospital can resident. and PA, and providers. Only 2 physicians
and Kennebec and low- charge $10 Cannot be receive hospital to 3 patients and eight
counties, Maine income (most waive eligible for and home care assigned to any hospitals
residents fee). Also $10 employer plan services. given provider at provide care.
to $25 copay unless it costs atime. Over 2/3 of
for pharmacy. more than 5% local
of income. providers
participatein
the program.
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LEARNINGS AND BEST PRACTICES

1. Inclusive Safety Net
o Provide assistance based solely on income, residency and eligibility for public insurance programs (immigration status not a factor)

o Do not exclude people who are eligible for the Exchange. (Ex: Texas plans and Nevada Access to Healthcare) — There are many
reasons why people are not enrolling in the Exchange even when they are eligible — the plans are unaffordable for lower
income families, and many individuals are not required to get insurance because they are Native American, nonresident
immigrants, face hardships, etc.

2. Comprehensive Services including Behavioral Health

o Offer assistance for mental health and substance use treatment — examples: San Francisco, Healthy Nevada and Portico in Minnesota.

3. Patient Navigation and Care Coordination: Safety net programs can improve health outcomes and reduce costs:
o Reduce costs by reducing emergency room visits and hospitalizations:

= Healthy San Francisco: The 30 day hospital readmission rate is under 8% (much lower than the California Medicaid rate of
19%), and the percentage of patients receiving diabetic tests exceeded national averages for Medicaid. Patients also
reported infrequent ER use, little difficulty accessing care, and high quality of care.?

= Project Access in Asheville, NC: The program is cheaper than Medicaid for patient costs (by 25-50%) and administrative costs.

= Denver Health: Patient costs are lower than Medicaid and insurance by 25-50%; Administrative costs are lower than
Medicaid.*

= CarelLink in San Antonio, TX: Patient costs are lower than Medicaid and private insurance by 25-50%.

3

o Emphasize primary care and connect patients to community support systems. Ex: Portico Healthnet in Minnesota provides
intensive patient navigation support to help patients manage their health, medical bills and use of the healthcare system.

o Develop innovative delivery systems: For example --

= Co-location of services and clinic design — a range of healthcare and community services are in one location.®
= Mobile health clinics and telemedicine to bring healthcare into communities.’

2 Healthy San Francisco, Annual Report to the San Francisco Health Commission (Fiscal Year 2012-2013), available at: http://healthysanfrancisco.org/wp-
content/uploads/2012-2013-HSF-Annual-Report.pdf.

3 Hall et al, Model Safety-Net Programs Could Care for Uninsured a One-Half the Cost of Medicaid or Private Insurance; Health Affairs, 30, no.9, (2011): 1698-1707;
http://content.healthaffairs.org/content/30/9/1698.full. html.

“1d.
> 1d.
6 Quan et al. Designing Safety-Net Clinics for Innovative Care Delivery Models, California Healthcare Foundation (March 2011), p. 4-7.

Bernalillo County Healthcare Task Force Recommendations  October 2014 26


http://healthysanfrancisco.org/wp-content/uploads/2012-2013-HSF-Annual-Report.pdf
http://healthysanfrancisco.org/wp-content/uploads/2012-2013-HSF-Annual-Report.pdf
http://healthysanfrancisco.org/wp-content/uploads/2012-2013-HSF-Annual-Report.pdf
http://content.healthaffairs.org/content/30/9/1698.full.html

4. Funding & Payment Ideas

o Seek investment by hospitals to improve primary care - for example, at Portico HealthNet for Minnesota, all hospitals must invest into fund that
totals over $S1 million (or about $1,000 to $1,250 per person). According to the agency, this benefits hospitals by decreasing ER and inpatient
utilization by many who would require charity care.

o Expect hospitals to provide charitable care — Many hospitals receive federal and state funding already to provide charitable care. Nonprofit
hospitals must provide “community benefits” to maintain their tax exempt status. Healthy San Francisco includes nonprofit hospitals in the
network but they are not reimbursed for services.

o Contract with providers to donate services or discount charges — Ex: In Maine, a network of volunteer physicians and hospitals provide care.
Over 2/3 of local providers participate in the program (but note the program serves 1,000 people from three counties). Other programs
provide payments at reduced charges. The Nevada program has a deal with Walmart to provide drugs for 30% of costs.

o Consider a “trust fund” for indigent care - Ex: Hillsborough County in Florida has a “Health Care Trust Fund” from a half-cent sales tax for the
poor and uninsured (which will remain after the ACA).

o Organize a philanthropic funding entity — Ex: Center for Care Innovations in California provides funding for safety net providers and best
practice ideas (including linkage to technological innovations). The organization primarily funds and resources California groups, but it’s also
available to nonprofits outside CA.?

71d. at p. 7-9 and 12-14. See also Keller et al. Promising Practices in Safety-Net Clinic Design: An Overview, California Healthcare Foundation (March 2011).

8 . . ) )
Center for Care Innovations website - http://www.careinnovations.org/programs-grants/grants/

Bernalillo County Healthcare Task Force Recommendations ¢ October 2014 27


http://www.careinnovations.org/programs-grants/grants/

Appendix 3: Exchange Premium Assistance Programs

EXCHANGE PREMIUM ASSISTANCE PROGRAMS
Prepared by the New Mexico Center on Law and Poverty

“Premium assistance” programs help individuals pay for the monthly costs of health insurance through
the Exchange. Many people will receive federal subsidies to help with these costs, but they are often not
enough to make coverage truly affordable, particularly for low wage workers with incomes under 250%
FPL. Premium assistance programs allow for public hospitals (or other entities) to “sponsor” the rest of
the costs of the insurance premiums to make healthcare coverage a reality for more people.

THE AFFORDABILITY PROBLEM

Costs have been cited as the number one reason for why people are still uninsured after healthcare
reform. Many low-income families cannot afford health plans on the Exchange even with the help of
federal subsidies. A study by the Economic Policy Institute shows that most families in Alouquerque
need an income of at least 200% of the poverty level or higher to make ends meet, particularly if they
have small children. For example, a single mother with two children who earns $14/hour (or $2,440 per
month) is at 150% of the poverty level. In Albuquerque, her family needs $3,000 per month to cover
basic living expenses.' She is not eligible for Medicaid, and simply cannot afford health insurance.

HOW PROGRAMS HELP TO MAXIMIZE COVERAGE AND FEDERAL FUNDING

A premium assistance program “sponsors” insurance costs, helping people get coverage and take
advantage of federal subsidies that are available for the Exchange. They are structured to help patients
obtain the “Silver” level coverage on the Exchange, rather than the “Bronze” plan that have less
expensive premium costs but much higher out-pocket costs in the forms of deductibles and copayments.
Federal subsidies limit those costs, but the highest subsidies are provided for Silver level plans. Thus,
patients with the least expensive Bronze plans face out-of-pocket maximums each year of more than
$6,000 per family, whereas a patient with a Silver plan would only have approximately $2,000 of liability.

Family Budget Compared to Healthcare Costs in Exchange (with Federal Subsidies)
30 year old mother with 2 children, no tobacco use, Albuquerque, 2013%
Monthly Monthly Amount

Income Basic Left for Bronze EL:::: Silver

(w/food ETNTY Health Premium ocket Premium

stamps) Budget Care P
150% FPL $2,860 $3,354 -$494 $46 $6,350 S77 $2,117
200% FPL $3,255 $3,354 -$99 $137 $6,350 S167 $2,117
250% FPL $4,069 $3,354 +$715 $137 $6,350 $167 $2,117

Note: The costs shown are for the lowest cost Bronze and Silver plans after accounting for federal financial help.
These estimates use September 2013 data for individual rates and final rates may have changed. Plan rates vary by
income, age, family size, location, and tobacco use. For some individuals, Bronze plans will be free.

" Economic Policy Institute, Basic Family Budget Calculator (2013), for Albuquerque, NM, available at:
http://www.epi.org/resources/budget/.

1 Analysis by NM Center on Law and Poverty, based on budget data by the Economic Policy Institute and Exchange health plan
rates from the NM Office of Superintendent of Insurance in September 2013, and calculated for costs after federal subsidies.
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PROGRAMS IN OTHER STATES
Some states that are implementing premium assistance programs include:

e Washington Health Benefit Exchange Sponsorship Program (Washington) & Project Access
Northwest: The Washington Exchange Board is required by state law to establish policies that
permit city and county governments, Indian tribes, tribal organizations, urban Indian
organizations, private foundations, and other entities to pay premiums on behalf of qualified
enrollees. Project Access Northwest has pilot programs at two local hospitals. The sponsor pays
the entire premiums for Silver plans and patients pay any additional out-of-pocket costs.

e UW HealthConnect (Wisconsin): United Way (supported with payment from University of
Wisconsin Health system) is developing a $2 million pilot project to provide premium assistance
to residents in Madison, to help them enroll into a Silver level plan with any of health insurance
plans on the Exchange. The program will be available for those with incomes between 100% and
138% FPL (note that Medicaid has not been expanded in Wisconsin).

e TexHealth Program (Austin, Texas): This program currently provides premium assistance to small
businesses in select counties. It reimburses 1/3 of employee premium (up to $120/month). The
agency is working on state sponsored premium assistance program for the Exchange.

FEDERAL REGULATIONS ON HOSPITAL PREMIUM AND COST SHARING ASSISTANCE

The Department of Health and Human Services (HHS) issued guidance this year that has sent mixed
messages whether certain hospitals and healthcare providers can offer premium assistance programs
and help with other “cost sharing” including copayments and deductibles. The agency is concerned that
“third party payments of premium and cost sharing provided by hospitals, other healthcare providers,
and other commercial entities could skew the insurance risk pool and create an uneven competitive
field in the insurance market.”* The guidance encourages insurance companies to not accept these
payments.

However, the federal rules expressly require insurance plans on the Exchange to accept payments by
any “state and federal government programs.””’ There does not appear to be any legal restriction for
local counties to implement premium assistance programs through the county itself or a county-funded
hospital.

Hospitals across the country are also pursuing premium assistance programs, as the American Hospital
Association seeks further clarification of the guidance.'® The Association, which represents the hospital
industry nationally, believes the ability of hospitals to pay for premiums would be greatly beneficial for
patients.

16 Department of Health and Human Services, Interim Rule implementing 45 C.F.R. 156.1250 (2014).

7 See 45 C.F.R. 156.1250 (2014).

'8 Kaiser Health News, Hospitals Seek to Help Consumers with Obamacare Premiums (Aug. 14, 2014), available at:
http://www.kaiserhealthnews.org/stories/2014/august/14/hospitals--seek-to-help-consumers-with-obamacare-
premiums.aspx.
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Appendix 4: Public Participation Model

IAP2 Spectrum
of Public Participation

N~

[nternational Associatio
for Public Farticipation

Public
participation
goal

Inform

To provide the
public with
balanced and
objective
information

to assist them in

Consult

To obtain public
feedback on
analysis,
alternatives
and/or decisions.

understanding the

problem,
alternatives,
opportunities

and/or solutions.

Increasing Level of Public Impact

Involve

To work directly
with the public
throughout

the process 10
ensure that public
concerns and
aspirations are
consistently
understood and
considered.

Collaborate

To partner with
the public in each
aspect of the
decision including
the development
ol alternatives and
the identilication
ol the preferred
solution.

Empower

To place final
decision making
in the hands of
the public

Promise
to the
public

We will keep
you informed.

We will keep you
informed, listen to
and acknowledge
concerns and
aspirations, and
provide feedback
on how public
input influenced
the decision.

We will work with
vou to ensure that
your concerns
and aspirations
are directly
reflected in the
alternatives
developed and
provide feedback
on how public
input influenced
lln decision.

We will look to
you for advice
and innovation
in formulating
solutions and
incorporate your
advice and
recommendations
into the decisions
to the maximum
extent possible.

We will
implement what
you decide

Example
techniques

Association for Public Participatio

= Tact sheets
® Web sites
= Open houses

® Public comment
® Focus groups

® Surveys

= Public meetings

= Workshops
m Deliberative
polling

» Citizen advisory

committees
® (Consensus-
building
® Participatory
decision-
making

= (itizen juries

= Ballots

= Delegated
decision
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Appendix 5: Pathways Navigator Program Description

Structure and Key Elements of the Pathways to a Healthy Bernalillo County Program

An operating health safety net program ready for additional investment

Provided by Leah Steimel, August 2014

Overview:
The Pathways to a Healthy Bernalillo County program (Pathways) is a community-based care
coordination model that has been in operation for six years through contracts with local social and
health services organizations. The program has demonstrated success in finding and connecting at-risk
adults that have multiple and complex unmet needs, to medical, behavioral health and social services
utilizing Community Health Navigators that are employed and supported by the contracting
community organizations. Over 2500 unduplicated clients of the program have completed up to
three distinct “pathways,” achieving program-defined outcomes for improved health and well-being.
Financial incentives are paid to contracting agencies as they successfully identify, assess, and move
clients through the step by step process of the program.

The Pathways program structure offers a unique and tested structure for building a stronger health
safety net in our County. The program model, adapted to the local context, but derived from an Ohio
pediatrician-designed, outcomes-based care coordination model, is versatile and can be molded to
focus more intently on specific pathways, such as connection to a health care home; or to target a
specific population such as soon-to-be-released prisoners. In addition, community organizations with
diverse missions and target populations, such as community health centers, faith based groups,
substance abuse treatment programs, food pantries alike have successfully implemented the
Pathways model.

The following describes various structural features of the Pathways program that could
accommodate a care coordination mechanism for an improved health safety net in Bernalillo County:

Planning: An extensive community planning process took place over a 5---month period in late 2007-
early 2008 to design the goals of the Pathways program. Community Health Workers and/or other
frontline workers of community based organizations from across the city were invited to attend.
Over 30 organizations were represented in the planning process and participation stipends were
provided to participating organizations.

Oversight: The Pathways program is overseen by a Program Manager, housed in the UNM Health
Sciences Center, Office for Community Health. A Pathways Community Advisory Group is also
required to provide oversight, and meets on a quarterly basis. In addition to quarterly reports to
UNMH, the Pathways program provides a “Report to the Community” each year through a
community meeting.

Funds agreement and transfer: An allotment of $800,000 per year (plus an annual cost of living
increase) is stipulated in the 2008 Memorandum of Understanding between UNM Regents and
County of Bernalillo for the provision of community based navigation services to connect indigent
County residents to health and social service resources. As the process of designing a program for
the county based on the Pathways model from Ohio was already underway, it was understood that
this would effectively be the funding mechanism for the Pathways program. The Pathways program
description is described in an additional Program Memorandum of Understanding between UNM
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HSC and the County of Bernalillo. Finally, a final Memorandum of Understanding describes the funds
transfer between UNM Hospital and UNM Health Sciences Center, for the purpose of implementing
the Pathways program.

Emphasis on getting funding out to community---based organizations that are directly serving most
vulnerable populations: The program MOU and the UNMH-HSC MOU stipulate that at least 80% of
the funds for the Pathways program must be distributed to community based organizations. This is
done through a Request for Proposal process, which has been conducted three times; first for a two-
year pilot period to test the program model, data collection tools and such; and a second and third
process to award contracts for three-year funding cycles. In this new 3-year funding cycle,
approximately 83% of the funds are being committed to community-based partner organizations.

Funding is made available to organizations for programmatic services and to provide emergency
funds for clients using clear protocol and invoicing processes.

Common data collection system: Participating Pathways organizations utilize a simple, web-based
data collection system to record risk assessment results for each Pathways client entering the
program, and to track progress toward health improvement outcomes, as described in the selected
“pathways” for that client. The data system is useful at three levels: to monitor individual client
progress, evaluate contractual compliance, and identify and analyze system barriers in accessing
services in our community. More than 330 separate systems barriers have been documented since
the program’s initiation in 2009.

Reduction in Service Duplication/Increase in Community Coordination: A central entity, called the
HUB, is responsible for monitoring client intake so that duplication doesn’t occur and funds are used
as effectively as possible. In this role, the HUB encourages community agencies, contracted with the
program and others, to communicate with each other and work together to serve clients and
improve service systems. The UNM Community Health Worker Initiatives office serves as the HUB
for the Pathways program.

Community Health Workers’ role in program design and adaptations: Community Health Workers
(also called Community Health Navigators) maintain a prominent role, an extension of their role in
the planning process, by meeting monthly to discuss and troubleshoot barriers for their clients,
analyze systems barriers, and evaluate program progress. They also take a lead role in the annual
Report to the Community.

Additional investment in Pathways would strengthen our county health safety net by:

e Serving as our local model for community planning and ongoing community engagement

e Identifying and enrolling more at---risk / indigent county residents in the Program

e Connecting additional residents to care coordination services through a Pathways Navigator
for improved health and well-being.

e Training and employing more community members as Pathways Navigators

e Supporting shared data collection to ensure accountability and outcomes evaluation

e |ncentivizing community health clinics and providers to engage in a collaborative and ongoing
coordination effort to provide a health care home for at-risk community members and
advocate for improved systems of care.
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Appendix 6: Templates for Reporting and Evaluation

Bernalillo County and UNM Hospital can work in partnership to evaluate community needs and
outcomes of healthcare programs designed to meet those needs. Reporting must include:

County Funding for Healthcare Reports: Every program either provided through UNMH or sub-
contracted by UNMH or the County should provide quarterly or bi-annual reports to the County that
reflect the County expectations: e.g. Amount of Funding, reason for funding, numbers served and
numbers of encounters/interventions, scope of service and any outcomes that the County wishes to
define connected with that funding. These could be developed in conjunction with the service. All
programs submit reports that respond to each of these criteria and provide budgeted versus actual
deliverables.

Patient Demographics: UNMH as a priority should collect comprehensive demographic information
which includes race and ethnicity data on all patients as required under the Affordable Care Act (for
reporting under Medicaid and Medicare). All other hospitals in the city are collecting this data and are
not reporting problems with getting the information.’> UNMH may make a proposal to the County to
use mill levy funds to improve training of staff to ensure comprehensive data collection. UNMH is also
obliged to provide culturally sensitive care to its patients and this data collection will enhance the
quality of its services.

Community Needs and Outcomes: The use of the mill levy funds should be guided by the health and
well-being of all county residents, including those who are indigent, and on improving specific measures
of health. These measures must address the social determinants of health as well as acute physical
illness. Ultimately, the unit evaluation is the entire population system and its impact on the health of the
population. This is in addition to assuring that personal health care services are performed at high levels
of quality and safety.

Healthcare Access Reports: UNMH should submit annual data from its site that provides all of the
utilization of all services and payer sources. UNMH should make available to the County its utilization
data and associated billing data for all services (hospital inpatient, Emergency, Outpatient services) for
independent analysis of how Bernalillo County residents are using hospital services, specifically those
who are using subsidized care. Data should be de-identified and available at unduplicated patient level,
and should include the following:

e Access to Coverage and Financial Assistance: Data showing growth or reductions in coverage
reflected by changes in number of patients enrolled in Medicaid, Exchange, and UNMH financial
assistance programs (broken down by each program), with the corresponding amount of
financial help provided for each program shown in costs, not gross charges.

o Medical Debt Analysis: Data showing:
o number of patients with “bad debt”

9 During the taskforce's public listening session with the Urban Indian community, speakers referred to the fact that
Presbyterian asks them for their race/ethnicity, but their perception was that staff at UNMH rarely asks for this information.
How, they asked, could they get services they are entitled to if the staff does not know who is Indian? It may also be less
intrusive to have patients fill in personal information themselves on a form at registration.
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o demographic composition of these patients with debt including racial/ethnic data,
income level, zip code and age (including children under 5, between 6-19 years old,
adults under 65, and adults over 65)

the payer sources for these patients (including any financial assistance programs)
how many accounts were audited for errors and for financial assistance

reasons why patients were sent to collections rather than given financial assistance
number of Native Americans in collections with corresponding amounts

reasons for why bills were charged to Native Americans patients.

O O O O O

e Utilization Data: Data on the number of Bernalillo County residents and their utilization of UNM
services. This provides the picture of how all residents of Bernalillo County are served through
UNMH:

a. # ofindividuals served through UNM Care or any program that replaces it (including
premium subsidy programs). Analysis of the following
i. Demographics: age, gender and race
ii. Sites of services (E.D., specialty, primary care, inpatient, mental health services
in each of these sites) and key diagnostic information
iii. Billing by service
iv. Estimate of mill levy funds used
v. Repeat visits by service
b. # of individual Urban Indians (with Bernalillo County addresses) and Pueblo Indians who
are served by site of service (E.D., specialty, primary care, inpatient and mental health
services in each site) and key diagnostic information.

i. Coverage, payer source

i. Billing by service

iii. Estimate of mill levy funds used

iv. Repeat visits by service

¢. Number of repeat visits to Emergency and Hospital Inpatient units of patients who could
be assigned to medical homes

d. Analysis of preventable admissions by people who are indigent

e Waiting Times: UNMH should also provide waiting times for appointments for patients
discharged from acute or Emergency (with Indians identified separately) who need the following

services:
a. Primary Care
b. Specialist Services
c. Mental Health provider
d. Other appropriate services
e. Emergency Room Depar’cments20

?% See http://lobo375students.wordpress.com/2013/12/07/multimedia-journalism-student-at-the-university-of-
new-mexico/. This story was reported on December 2013. CMS in late 2013 released data on the median time
patients spent in the ED before they were admitted to hospital as an inpatient. UNM Hospital was #4 nationally of
10 hospitals with the longest times: 945 minutes (15.75 hours). These patients are sick and need to be admitted
but these waiting times indicate both unavailability of beds and potentially the impact of unnecessary patient
crowding in the E.D. This story also reported that Presbyterian Hospital introduced a “patient navigator” system to
assist E.R. patients to a proper primary care or urgent care.
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Personal Experience Accessing Care: (1) All persons (or their representatives) identified as being
in this category are (1) aware of UNMH availability for (a) emergency care, (b) primary care and
medical home, (c) behavioral health care, (d) other specialty care and (e) referral to social
support services, and (2) Users of UNMH and of its partners are receiving full and equal services
at indigent billing rates. And (3) Users are satisfied with care received. Measure: Biennial
community survey (*Examples include telephone surveys, random residential, and samples
generated at community service organizations.)

Emergency Department Utilization
o Calculate E.D. visit data by acuity at triage. This will provide the numbers who show up

with low acuity codes.

o Assess numbers of repeat users by acuity. All repeat users should be referred to
primary care medical homes either at UNMH or to those in the community who are
contracted to accept this referral from UNMH’s E.D.

MDC-UNMH benchmarks:
e Monitor selected strategies implemented for reducing recidivism.
e Assess the need to expand these services.
e Assess also cost savings.
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Appendix 7: Potential County Sources for Leveraging Healthcare Funding
Current Funding Sources

The County Currently has two Gross Receipts Tax (GRT) enacted that are currently used for the following
services:

1. The 2™1/8"$1,000,000 used for partners in healthcare which is paid through UNMH.

2. The 1/16™ indigent care ($10,000,000 approximately) funding provides the follow:
e Medical services contract (MDC)
e Medical observation (DSAP)
o Wellesley clinic (Bernalillo County Health Center) utilities
e  Zuni property lease (MATS)
e  YSC Medical UNMH Psych contract
e Methadone contract (MDC)
e Nurse advice hotline

The County should consider evaluating the current services provided to ensure the funds are spent for
appropriate and suitable services.

Other Funding Sources:

The County could consider adopting an ordinance prior to the next election cycle for the Countywide
Emergency Medical and Behavioral Health Services Tax. The purpose of this tax would be for providing
behavioral health services, by operating or contracting for the operation of a behavioral health services
facility providing alcohol abuse, substance abuse and inpatient and outpatient behavioral health
treatment. The tax can be implemented by adoption of one or more ordinances in tax rate increments of
one-sixteenth of one percent (.0625%), which is approximately $10,000,000 dollars annually up to one-
fourth of one percent (.25%).
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Appendix 8: Summary of Public Comments

Bernalillo County Healthcare Task Force
Community Meeting Comments ¢ June-July 2014

The following comments are from notes that were written on flip charts during the seven Healthcare
Task Force community meetings held in June and July 2014:

e June 3, at the Raymond G. Sanchez Community Center;

e June 5, at the James Dwyer Memorial Substation;

e June 16, at the South Valley Multi-Purpose Senior Center;
e June 18, at the North Valley Library;

e June 19, at the Taylor Ranch Community Center;

e June 30, at the Los Vecinos Community Center; and

e July 10, at the La Mesa Presbyterian Church.

At each meeting, following a brief presentation on the Healthcare Task Force’s purpose, participants
were invited to offer ideas about how to improve healthcare in Bernalillo County, particularly how to
improve the healthcare safety net. Ideas include both areas of concern, and recommendations for the
Task Force to consider. All comments are presented in chronological, rather than thematic, order. Each
primary bullet represents a different speaker; indented bullets are part of that person’s comments. The
notes from the June 30" meeting follow a question-and-answer format, which reflects the discussion at
that meeting.

Questions:
e What concerns do you have about health care services in Bernalillo County?
e What can be done to improve health care services in the County?

June 3, 2014 Community Meeting Comments ¢ Raymond G. Sanchez Community Center

e Medical debt is a huge burden on families. Recommendation: Make medical care available to all
County residents.

e Prioritize people who are uninsured. Focus on early, preventive care.

e We have had to choose between paying for insurance and paying the mortgage, and have chosen to
pay the mortgage.
o We do not qualify for affordable insurance, and we haven’t heard whether we qualify for
Medicaid.
o People who go to urgent care still have to pay, so they may choose to go to the ER anyway.
o The guidelines [for eligibility for subsidies] don’t consider major expenses, e.g., mortgages.

e Many people are in collections. UNMH should not be allowed to refer people to collections.

e We need a comprehensive safety net plan.
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Recommendation: There should be a policy that County residency is the only criterion for receiving
health care.
o There was a reference to Dr. Kaufman’s article on this subject.

All residents share the same sky, yet some are not included when it comes to healthcare.
o Emergency rooms are poorly run. My mother waited three days in the emergency room.
(She finally healed herself!)
o Thereisan imbalance between the high cost of services and people’s [in]ability to pay.

Target resources to those who most need them.

Tying one’s ability to pay for insurance to last year’s income tax return is unfair (especially for those
whose income fluctuates).

Wa