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STATE OF WASHINGTON

June ___, 2016



Dear Tribal Leader
SUBJECT:	Governor’s Behavioral Health Integration Work Group – Proposals for Tribal Consideration

In April, the Governor’s office convened a Behavioral Health Integration Work Group, with the goal of identifying any changes needed at the state level to accomplish fully integrated state financing of physical and behavioral health care to better support clinical integration of physical and behavioral health care. As part of this work, a Tribal Sub-Group was convened to advise the Governor on changes that are needed to reduce barriers to access to care for American Indians/Alaska Natives (AI/ANs) and to encourage more integrated interface between the state and regional health care systems and Indian health care providers. Over the course of six weeks, the Tribal Sub-Group to the Behavioral Health Integration Work Group prepared the following three proposals, all of which would require legislation. The Governor now seeks feedback from Tribal leadership on the three proposals. Below is an introduction of the three proposals: Medicaid Proposals 1 and 2 and the Non-Medicaid Proposal. The introduction is followed by:
(a) One page summaries of all three proposals;
(b) A high-level graphic overview of the State’s Medicaid and Non-Medicaid/Crisis systems and how these three proposals relate to them;
(c) A table comparing the State’s current Medicaid system with Tribal-Centric Medicaid Proposals 1 and 2; and 
(d) A table comparing the State’s current Non-Medicaid/Crisis system with the Tribal-Centric Non-Medicaid Proposal.
Please let us know if your Tribal government or Urban Indian Health Organization (UIHO) is interested in any or all of these three proposals.
Medicaid System Proposals
As many of you know, the State has committed to developing a Medicaid mental health fee-for-service system (i.e., Medicaid coverage for mental health services outside of the Behavioral Health Organizations or other managed care entities). The State is also working to develop a standardized referral process for residential substance use disorder treatment. The following proposals do not affect these commitments.
· Medicaid Proposal 1: Optional, Statewide Tribal-Centric Medicaid Managed Care Plan. The State contracts with a managed care entity to offer an optional single, statewide Tribal-centric Medicaid managed care plan for AI/ANs and their clinical family members, to cover all physical health, mental health, and substance use disorder services.

· Medicaid Proposal 2: Third Party Administrator for Medicaid Fee-for-Service Program. The State contracts with a single, statewide third party administrator (TPA) for the Medicaid fee-for-service program for AI/ANs who opt out of Medicaid managed care plans.

· Rent-A-Network Option: If the State implements Medicaid Proposal 1 or Medicaid Proposal 2, the State could contract with the managed care entity or TPA to gain access to their network for fee-for-service clients. This option needs legal research.

· Combination Option: If the State implements Medicaid Proposals 1 and 2, the State could have the same managed care entity operate both programs – reducing administrative burden, with only one entity to work with.
Non-Medicaid/Crisis System Proposal
With respect to the State’s non-Medicaid and crisis system (which the Behavioral Health Organizations (BHOs) currently administer in most of the state), the State is exploring statutory and program changes to respond to the Tribes’ and UIHO’s concerns, including:
(a) Amendment to RCW 71.05 to authorize:
· Full faith and credit for Tribal court Involuntary Treatment Act (ITA) orders.
(b) Budgetary authority to fund:
· Tribal Designated Mental Health Professionals (DMHPs) with the authority to detain Tribal members for evaluation or treatment in an inpatient or less restrictive setting for up to 72 hours.
(c) Legislation to fund a Tribal Evaluation & Treatment (E&T) facility.
(d) Amendment to BHO contracts to:
· Require BHO, upon request of each Tribe, to designate one person from each Tribe as a Tribal DMHP and negotiate with the Tribe regarding hiring, funding, and operational processes related to the Tribal DMHP.
(e) Establishment of quarterly BHO-Tribal leadership meetings, facilitated by the State, to ensure appropriate level of engagement for policy, program and contract issues.
The following proposal does not affect these changes which the State is exploring.
· Non-Medicaid Proposal: Optional, Single, Statewide Tribal-Centric Non-Medicaid/Crisis System. The State contracts with a third party to create and administer an optional, single, statewide Tribal-Centric non-Medicaid and crisis system for AI/ANs and their clinical family members.
[bookmark: _GoBack]If you have any questions, please contact Jessie Dean, Administrator of Tribal Affairs and Analysis, Health Care Authority, by telephone at 360-725-1649 or via email at jessie.dean@hca.wa.gov.  


	Medicaid Proposal 1: Optional, Statewide Tribal-Centric Medicaid Managed Care Plan

	The State contracts with a managed care entity to offer an optional single, statewide Tribal-centric Medicaid managed care plan for AI/ANs and their clinical family members, to cover all physical health, mental health, and substance use disorder services. 
· AI/ANs would have the ability to choose a different managed care plan or coverage without a managed care plan.
· Clinical family members of AI/ANs would have the ability to choose a different managed care plan.
Medicaid managed care plans have the flexibility to negotiate rates with providers, a feature that is not available in the fee-for-service system (Medicaid coverage without a managed care plan) which must follow the State’s Medicaid fee schedule. Managed care plans are able to do this because Medicaid rules require the State to pay monthly premiums that are actuarially based and to give the managed care plans significant flexibility in how they manage their finances. As a result, managed care plans typically offer additional benefits to their members, which can include free gym memberships, free cell phones, and coverage for acupuncture, massage therapy, and adult vision hardware (eyeglasses) – services and items which are not covered by the Medicaid State Plan.

	Benefits
1. Resources to gain access to health care providers and to support care coordination. The Tribal-centric managed care plan receives actuarially based premiums, which it can use to negotiate higher, case-specific provider rates and to support care coordination.
2. Tribal-focused design. The Tribal-centric managed care plan designs system and network with a focus on IHS, Tribal clinics, and UIHOs, taking into account IHS referral requirements, Tribal preferred provider networks, various clinic eligibility requirements, and other performance requirements (which the State develops in partnership with Tribes/UIHOs).
3. AI/AN-focused benefits. The Tribal-centric managed care plan offers benefits directed toward the AI/AN population (which the State develops in partnersh with Tribes/Urban Indian Health Organizations (UIHOs)).
4. Tribal oversight and performance requirements. The State includes data reporting requirements to help Tribes monitor how well the plan is meeting client needs as measured by performance requirements (which the State develops in partnership with Tribes/UIHOs).
5. Better support for cultural competency for non-Tribal providers. The Tribal-centric managed care plan works with Tribes/UIHOs and the State to develop and support a cultural competency curriculum for non-Tribal providers.
	Risks
1. Fails to attract a managed care entity. No managed care entity expresses an interest in contracting with the State to offer a statewide Tribal-centric managed care plan.
2. Fails to meet performance requirements. The Tribal-centric managed care plan could fail to meet performance requirements, which could lead to corrective action plans and awarding the contract to a new managed care entity after the term of this managed care contract.
3. Fails to attract enough clients. The Tribal-centric managed care plan could fail to attract enough Medicaid clients.
4. Fails to improve cultural competency for non-Tribal providers. The Tribal-centric managed care plan’s efforts to increase the cultural competency of non-Tribal providers could fail to make measurable improvements.




	Medicaid Proposal 2: Third Party Administrator for Medicaid Fee-for-Service Program

	The State contracts with a single, statewide third party administrator (TPA) for the Medicaid fee-for-service program for AI/ANs who opt out of Medicaid managed care plans. While this TPA would not have the ability to negotiate rates for providers (because this is the fee-for-service program) or process claims (Tribes would continue to submit fee-for-service claims to the State), the TPA would provide specific services, such as helping Tribes and clients gain access to providers not yet participating in the Medicaid fee-for-service program and helping Tribal clinics and non-Tribal clinics enter into care coordination agreements and manage referrals from Tribal clinics to non-Tribal clinics (which would help offset the State’s costs for the TPA contract). The Tribal-centric TPA could provide additional services, such as a central resource to help AI/AN clients find IHS, Tribal, or Urban Indian Health clinics near them that they are eligible for. 

	Benefits
1. TPA as a resource to gain access to health care provider. While the TPA cannot negotiate rates with health care providers, the TPA develops a Medicaid fee-for-service network of health care providers.
2. Tribal-focused design. The Tribal-centric TPA designs system and network with a focus on IHS, Tribal clinics, and UIHOs, taking into account IHS referral requirements, Tribal preferred provider networks, various clinic eligibility requirements, need for care coordination agreements between Tribal clinics and non-Tribal clinics, and other identified needs which are incorporated into the contract as performance requirements (which the State develops in partnership with Tribes/UIHOs).
3. AI/AN-focused benefits. The Tribal-centric TPA offers services directed toward the AI/AN population (which the State develops in partnership with Tribes/UIHOs).
4. Tribal oversight and performance requirements. The State includes data reporting requirements to help Tribes monitor how well the TPA is meeting the needs of enrollees who are AI/AN or their clinical family members as measured by various performance requirements (which the State develops in partnership with Tribes/UIHOs).
5. Better support for cultural competency for non-Tribal providers. The Tribal-centric TPA works with Tribes and the State to develop and support a cultural competency curriculum for non-Tribal providers.
	Risks
1. Fails to attract a TPA. No TPA expresses an interest in contracting with the State to offer TPA services for the fee-for-service program.
2. Fails to meet expectations. TPA could fail to meet performance requirements, such failing to attract enough providers to participate in the fee-for-service program.





	Non-Medicaid Proposal: Optional, Single, Statewide Tribal-Centric Non-Medicaid/Crisis System

	The State contracts with a third party to create and administer an optional, single, statewide Tribal-Centric non-Medicaid and crisis system for AI/ANs and their clinical family members.
· AI/ANs would have the ability to choose the regional non-Medicaid/crisis system administrator available to non-AI/ANs.
· Clinical family members of AI/ANs would have the ability to choose the regional non-Medicaid/crisis system administrator available to other non-AI/ANs.
The concept of a single, statewide Non-Medicaid/Crisis System administrator has not been implemented in Washington State; every Non-Medicaid/Crisis System is administered by regional administrators, such as the BHOs. As a regional, population-based system, the BHOs without eligibility requirements. The State has contracted with a non-government-related third party (Beacon) to administer the Non-Medicaid/Crisis System in Clark and Skamania Counties. In addition, the State would need to explore how to layer a Tribal-Centric Non-Medicaid/Crisis system over

	Benefits
1. AI/AN-focused benefits. Tribal-centric non-Medicaid/ crisis system offers benefits directed toward AI/AN population
2. Tribal-focused design. Tribal-centric non-Medicaid/ crisis system designs system and network with a focus on IHS, Tribal clinics, and Urban Indian Health Organizations (I/T/U), taking into account IHS referral requirements, Tribal preferred provider networks, various clinic eligibility requirements, need for care coordination agreements between Tribal clinics and non-Tribal clinics, and other I/T/U-identified needs.
3. Better support for cultural competency for non-Tribal providers. The Tribal-centric non-Medicaid/crisis system works with Tribes and the State to develop and support a cultural competency curriculum for non-Tribal providers.
4. Tribal oversight. The State includes data reporting requirements to help Tribes monitor how well the Tribal-centric non-Medicaid/crisis system is meeting the needs of enrollees who are AI/AN or their clinical family members.
5. Resources to gain access to specialty care. Tribal-centric non-Medicaid/crisis system can negotiate higher, case-specific rates with specialty providers.
	Risks
1. Fails to attract a third party to create and administer the program. No third party expresses an interest in contracting with the State to offer a statewide Tribal-centric non-Medicaid/crisis system.
2. Fails to meet expectations. Single Tribal-centric non-Medicaid/crisis system could fail to meet performance requirements.
3. Fails to attract enough clients. Single Tribal-centric non-Medicaid/crisis system could fail to attract enough clients.



Related Proposals
The Tribal Sub-Group also identified the following related proposals that, while outside the scope of the Governor’s Behavioral Health Integration Work Group, would likely be particular interest to Tribes and Urban Indian Health Organizations.
Medicaid State Plan Amendment for Tribal-Centric Care Coordination and Tribal Encounter Rate(s). The Tribal Sub-Group proposed: (a) three-tiered Primary Care Case Management (PCCM) rates to support Tribal care coordination and state savings by making certain non-Tribal health care services eligible for the AI/AN 100% federal match, (b) changes to the IHS encounter rate to include more provider types, and (c) new cost-based Tribal encounter rates to support higher cost services provided by Tribal facilities.
Tribal Facility Construction Funding. The Tribal Sub-Group proposed legislative appropriations to fund construction of certain types of Tribal facilities, including a Tribal Evaluation & Treatment (E&T) facility, a Tribal specialty care facility, and a Tribal residential substance use disorder (SUD) treatment facility in exchange for state savings from those services being provided by Tribal facilities and eligible for the AI/AN 100% federal match.
Other Funding. The Tribal Sub-Group proposed legislative appropriations to fund: (a) a study and report on data and data interface needs for the Tribes and Urban Indian Health Organizations and for their interface with state and regional data systems, and (b) the development of evidence in support of practices which target health improvement for AI/ANs (also known as AI/AN evidence-based practices).
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Medicaid and Non-Medicaid Overview with Proposals (original in color)	Governor’s Behavioral Health Integration Work Group, Tribal Sub-Group
	
	Present 
(Other than Clark/Skamania Counties)
	Interim

	By January 1, 2020

	
	Physical Health
	Behavioral Health
	Physical Health
	Behavioral Health
	Physical Health
	Behavioral Health

	Medicaid
	 (
BHO: Medicaid AI/AN MH Only
) (
Fee-for-Service: PH and SUD for AI/ANs (MH in BHO)
) (
MCO: 
Apple Health Managed Care
)
	 (
MCO: Apple Health Managed Care
) (
MCO: Fully Integrated Managed Care
) (
Medicaid Change: 
Expand Fee-for-Service for AI/ANs to MH
)
	 (
Medicaid 
Proposal 
1
: 
Single 
Statewide Tribal-Centric Fully Integrated Managed Care Plan
) (
MCO: Fully Integrated Managed Care (FIMC) in each Region 
) (
Medicaid 
Proposal 
2
: 
Third Party Administrator for Medicaid Fee-for-Service Program
) (
Fee-for-Service for all PH, MH and SUD
for AI/ANs
) (
AND/OR
) (
OR
)

	Non-Medicaid
	 (
BHO: Non-Medicaid and Crisis
)
	 (
Non-Medicaid Changes: 
(1) 
Tribal DMHPs
; (2) full faith and credit for Tribal Court ITA orders
)
	 (
Non-Medicaid
/Crisis
 System as Decided in each Region 
) (
Non-Medicaid 
Proposal
: 
Optional, Single, Statewide Tribal-Centric Non-Medicaid/Crisis System
) (
OR
)



Medicaid System Proposals (original in color)		Governor’s Behavioral Health Integration Work Group, Tribal Sub-Group
	Medicaid Health Benefit
	Current Managed Care 
(Managed Care Org. (MCO) & Behavioral Health Org. (BHO))
State implements changes to address issues raised with MCOs and BHOs
	Proposal 1. Statewide Fully Integrated 
Managed Care (FIMC)
State implements statewide FIMC for all AI/ANs (with opt out for fee-for-service)
	Proposal 2. Fee-for-Service with 
Third Party Administrator (TPA)
State implements statewide TPA for AI/ANs in fee-for-service (with opt in for fully integrated managed care)

	Risks
	Current issues unresolved
· Current system could fail to overcome current issues
	1. New program based on regional pilot
· FIMC has only been implemented in Clark and Skamania counties
2. FIMC MCO could fail to meet performance requirements 
3. Insufficient FIMC enrollment
	1. New program without pilot
2. TPA could fail to recruit significantly more providers for fee-for-service 
3. TPA could fail to gain access to behavioral health beds, with rest of system under contract in managed care

	Benefits
	1. Minimizes complexity
· Keeps AI/ANs in same systems as other Medicaid clients
2. Keeps choice of MCO
	1. Anticipates statewide changes by 2020 with single AI/AN FIMC
2. Tribes/UIHOs work with one MCO for all health care (except dental) for all AI/ANs
3. Targeted performance req’ts and services possible under this contract
	1. Enhances fee-for-service program with targeted services
2. Targeted performance requirements possible under this contract
3. Supports 100% federal payment

	Options
	
	
	1. TPA for behavioral health or physical and behavioral health
2. Clinical family member eligibility

	
	
	1. Same entity for both FIMC MCO and TPA
2. Clinical family member eligibility
3. Potential RFP bonus if FIMC MCO or TPA is also a Qualified Health Plan

	
	State contracts with FIMC MCO, MCO, BHO, or other insurance organization (e.g., Blue Cross) to rent network of providers

	Oversight with Tribal/UIHO Input
	Tribal representation on BHO boards
	1. State creates oversight committee, with Tribal representation, to monitor services to American Indians/Alaska Natives (AI/AN)
2. State issues regular, periodic reports on AI/ANs in program(s) with oversight data for Tribal/UIHO review
3. State works with Tribes/UIHOs to develop process and outcome measures data and cost data to be provided by contracted parties

	Access to Providers
	Network adequacy rules require managed care entities to find providers for clients with medical needs
· Managed care entities permitted to pay higher rates to providers
	Contracted service: TPA recruits providers to enroll with Medicaid and provide care to TPA clients

	Tribal Preferred Provider Network
	Contracted expectation: MCO/BHO/TPA targets Tribal preferred provider network for inclusion in their networks

	Support for Care Coordination Agreements
	1. Contracted service: Facilitate care coordination agreements between IHS/Tribal providers and other providers
2. Contracted service: Support compliance with CMS requirements for 100% federal payment

	Care Coordination Services
	MCO offers care coordination services (including transitional care coordination and coordination with long-term support services), with Tribal input, and supports primary care provider and Tribal Contract Health Service (CHS) care coordination with data and technical assistance
	TPA supports PCP and Tribal CHS care coordination (including transitional care coordination and coordination with long-term support services), with data and technical assistance

	Support for Cultural Curriculum
	Contracted service: Support for provider and staff completion of AI/AN CLAS Curriculum
	Contracted service: Greater support for provider and staff completion of AI/AN CLAS Curriculum
	Contracted service: Greater support for provider and staff completion of AI/AN CLAS Curriculum (subject to provider enrolling in fee-for-service)

	Integration with Tribal Contract Health Services
	Contracted service: Support for better integration and coordination with Tribal CHS services
	Contracted service: Better support for integration and coordination with Tribal CHS services

	Determination of Care Coordination Tier (if #3 is implemented)
	N/A
	Contracted service: Determine Care Coordination Tier for Medicaid clients (see #3) to support Tribal care coordination and meet CMS compliance requirements for 100% federal payment

	Culturally Trained Ombuds
	Contracted service

	Provider Reporting
	Contracted service: Support for IHS, Tribal, and UIHO performance measures as appropriate
	Contracted service: Greater support for IHS, Tribal, and UIHO performance measures and for crosswalk with Washington State statewide performance measures

	Legislation to Implement
	1. Tribal representation on BHO boards
2. Authorization for above features in BHO contracts
	1. Statewide FIMC program for AI/ANs with above features 
2. Authorization for certain features in BHO contracts to the extent Tribes need to work with BHOs for non-AI/AN clients
	1. Statewide Third Party Administrator with above features + funding
2. Authorization for certain features in BHO contracts to the extent Tribes need to work with BHOs for non-AI/AN clients

	Budgeting
	None required
	Standard process
	Non-standard (requires cost estimation)

	Financing
	None required
	Medicaid entitlement with state funds:
· 100% federal payment for non-Tribal services if coordinated by IHS/Tribal clinic - CMS requires actuarial adjustment
Standard federal payment for non-Tribal services if not coordinated by IHS/Tribal clinic (i.e., urban AI/ANs and clinical family members (if applicable))
	1. Savings from 100% federal payment (potentially $2.3 million per year)
2. Legislative
3. Other sources




Crisis and Non-Medicaid System Proposals	Governor’s Behavioral Health Integration Work Group, Tribal Sub-Group
	
Crisis System and Non-Medicaid Services
	Current Crisis System (BHOs)
State implements changes to address issues raised with 
BHO crisis system
	Proposal: Optional, Single, Statewide Tribal-Centric Non-Medicaid/Crisis System
State implements statewide crisis system for AI/ANs 

	Risks
	Current issues unresolved
· Current system could fail to overcome current issues
	1. New program
2. Statewide AI/AN Crisis System Administrator could fail to meet performance requirements

	Benefits
	Minimizes complexity
· Keeps AI/ANs in same systems as other state residents
	1. Anticipates potential statewide changes to be made by 2020 in connection with FIMC, using Early Adopter set up as a model
2. Tribes/UIHOs work with one crisis system administrator for all AI/ANs
3. Targeted performance requirements and services possible under this contract

	Options
	
	1. Administrator develops or contracts for actual statewide AI/AN crisis system
2. Administrator creates virtual statewide AI/AN crisis system
· Creates statewide crisis and administration line
· Contracts with BHOs or crisis providers throughout the state

	Oversight with Tribal/UIHO Input
	Tribal representation on BHO boards
	1. State creates oversight committee, with Tribal representation, to monitor services to American Indians/Alaska Natives (AI/AN)
2. State issues regular, periodic reports on AI/ANs in program(s) with oversight data for Tribal/UIHO review
3. State works with Tribes/UIHOs to develop process and outcome measures data and cost data to be provided by contracted parties

	Crisis Line
	BHO (or Beacon in Clark and Skamania counties) currently contracts for 24/7 crisis line with MHPs and CDPs on location
	Administrator contracts for single statewide 24/7 crisis line with MHPs and CDPs at single location

	Tribal DMHPs
	1. Designation of Tribal DMHPs by BHO, county, state, or Tribe (for recognition by non-Tribal providers and courts)
· Current Pilot: Tribe provides Mental Health Professional (who has met all other DMHP requirements) to be certified as a DMHP by BHO or County
2. Financing for Tribal DMHP: BHO
· DMHPs are a fixed cost (as they are full-time on-call) for a specific geographic region (as they must be able to travel to clients)
· Requires sufficient client base within the DMHP’s region
3. Civil jurisdiction questions related to client’s Tribal membership or non-membership
· Additional issues with foster children and Indian Child Welfare Act
	1. Designation of Tribal DMHPs by BHO, county, state, or Tribe (for recognition by non-Tribal providers and courts)
2. Financing for Tribal DMHP through statewide crisis system
· DMHPs are a fixed cost (as they are full-time on-call) for a specific geographic region (as they must be able to travel to clients)
· Requires sufficient client base within the DMHP’s region
3. Civil jurisdiction questions related to client’s Tribal membership or non-membership
· Additional issues with foster children and Indian Child Welfare Act

	Involuntary Commitment
	Full faith and credit for Tribal Involuntary Treatment Act (ITA) court orders for mental health and substance use disorders
· Amend RCW 71.05.150(2)(a) as amended by HB 1713 to authorize state courts and non-Tribal providers to recognize tribal court orders to detain to an Evaluation & Treatment facility upon recommendation of a DMHP for mental health and/or substance use disorders
· Note: Involuntary commitment hearings must be held where the facility is located (i.e., where the client is treated), not where the client was detained
· Note: HB 1713 may eliminate current recognition of tribal court orders to detain for substance use disorder
	

	Coordination of Services Implementation Plans 
	Contractual requirement with accountability mechanism for BHOs
	Contractual requirement with accountability mechanism for Administrator and BHOs

	Non-Medicaid Services
	Contractual requirement for culturally appropriate WISe and PACT services
	

	Legislation to Implement
	1. Tribal representation on BHO boards
2. Authorization for Tribal DMHP designation by BHO, county, state, or Tribe
3. Authorization for financing of Tribal DMHPs by BHOs
4. Funding for study and report to legislature on civil jurisdiction issues, including full faith and credit for ITA court orders and Tribal DMHP jurisdiction
5. Amendment to RCW 71.05.150 to authorize state courts and non-Tribal providers to recognize tribal court ITA orders
	1. Statewide Third Party Administrator with above features + funding
2. Authorization for certain features in BHO contracts to the extent Tribes need to work with BHOs for non-AI/AN clients
3. Tribal representation on BHO boards
4. Authorization for Tribal DMHP designation by BHO, county, state, or Tribe
5. Authorization for financing of Tribal DMHPs by BHOs
6. Funding for study and report to legislature on civil jurisdiction issues, including full faith and credit for ITA court orders and Tribal DMHP jurisdiction
7. Amendment to RCW 71.05.150 to authorize state courts and non-Tribal providers to recognize tribal court ITA orders

	Budgeting
	Standard process
	Non-standard (Requires cost estimation)

	Financing
	Required for payments by BHOs for Tribal DMHPs and for study and report on civil jurisdiction issues for Tribal DMHPs
	1. State and federal block grant funding to Administrator for statewide AI/AN crisis system and other services
2. Additional legislative funding, if needed
3. Other sources
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