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CHARTER:
· Review Non-Medicaid Services and services provided to Non-Medicaid individuals, families and communities that are or need to be available in a fully integrated Model using the experience in SWWA as a starting point.
· Develop recommendations about which of these Crisis and Non-Medicaid services are delivered by MCOs and which are outside of the MCOs and delivered on a community wide basis.
· Review proposed models for administration including options for counties and non-MCO groups as developed as part of early adopter planning.
· Outline what are county responsibilities; what are state responsibilities and how these are integrated at the local level and with MCOs
SUMMARY OF RECOMMENDATIONS:
1. When full integration is implemented in a region, the State should contract with an entity other than the two Managed Care Organizations [MCOs] to administer Crisis and some non-Medicaid services.
2. Use a comprehensive stakeholder planning committee similar to what was used in Southwest Washington to develop a coordinated behavioral health community plan that ensures seamless coordination across both Medicaid and non-Medicaid services. This plan should also support the continued integration of mental health and substance use disorder treatment services.
3. Allow each region some flexibility as to which Crisis and non-Medicaid services are assigned to the MCOs and which are assigned to the non-Medicaid entity, using the Southwest Washington model as an example.  However, the Health Care Authority [HCA] would identify which of the non-Medicaid functions would best be assigned to the non-Medicaid entity, and which would lend themselves to a more flexible arrangement [see # 1.a below.]
4. Allow Counties the choice as to whether or not to continue to administer Crisis and designated non-Medicaid services using the existing BHO structure.
5. Ensure that the behavioral health coordination plan includes the ability of the MCOs to have a clear role in the development and implementation of policies and services that support prevention and diversion activities.
6. Incorporate clear contractual requirements in the state’s contracts with both the MCOs and the non-Medicaid entity to participate in the development and maintenance of the coordinated behavioral health community plan, including formal coordination agreements between each other and with the county and allied community systems.
7. Identify a specific local entity to act as the “convener” for both planning and ongoing coordination in partnership with HCA.

DISCUSSION NOTES:
1. Which services should be provided by an entity/entities other than the MCOs using the SW Washington BH-ASO model as an example? 
a) There should be a clear reason why a function would be assigned to the non-Medicaid entity rather than the MCOs, e.g., it makes more sense to have one crisis line, ITA investigations should be coordinated and separate from treatment activities, etc.

The following functions make the most sense to be assigned to the Non-Medicaid entity:
· Crisis Hotline
· Mental Health and CD ITA Investigations and related activities
· Mobile Crisis Teams
· Limited treatment services for non-Medicaid low income persons
· Administer CJTA funds
· Development of the regional “plan” for federal mental health and substance use block grant funds
The following functions could be assigned to and/or shared between the MCOs and non-Medicaid entity:
· Crisis Triage Centers and other crisis stabilization services
· Manage the Mental Health and Substance Use Federal Block Grant Funds
· Community coordination activities, e.g. coordination with drug courts, jails, law enforcement, hospital, Tribes, etc.
· Manage the funding for jail transition services
· Monitor non-Medicaid persons on “Less Restrictive” court orders [LR monitoring responsibility could be contracted to the same agencies for both Medicaid and non-Medicaid persons as it is now]
· Care coordination planning for non-Medicaid persons being admitted or discharged from  the State Hospitals
The following functions could be assigned to either the non-Medicaid entity or some other local entity, e.g., county or a non-profit:
· Support the Behavioral Health Advisory Committee
· Ombudsman Services
· Administer the FYSPRT [“Family Youth and System Partner Roundtable”]
· Facilitate CLIP committees with participation by MCOs for their members

b) The “Behavioral Health Advisory Board” needs to be independent from the MCOs.  In Southwest Washington, this has been assigned to the Accountable Community of Health.
c) Management of the Mental Health and Substance Use Block Grant Funds has also been assigned to the BH-ASO, but the plan for the use of these funds has to be approved by the Behavioral Health Advisory Board.
d) Ongoing coordination between Crisis Services and other community systems such as law and enforcement and hospitals needs to be maintained.  This may be more challenging in larger multi-county regions.
e) In SW Washington, the BH-ASO has maintained the existing network of providers, including DMHPs.  These same providers can also contract with the MCOs to provide treatment services.
f) Some of the BHOs have expanded the continuum of care for Crisis Services to increase diversion. Beacon is working with providers to identify a strategic plan for improvements and other community stakeholders in crisis services.  They are working with the MCOs on how they could support some of these additional activities.
g) With the passage of SB 6430, which provided for the suspension of Medicaid rather than terminating it for persons in jail, it would have to decide if it still makes sense for all of the Jail Transition Services dollars to go to the non-Medicaid entity.
h) Having DMHPs both enforce and monitor LRs is problematic; the agency providing the services needs to be doing the intensive monitoring.
i) There are specific challenges monitoring the number of persons on spend down status.  HCA and DSHS will be tracking what happens to persons on spend-down status in SW Washington.
j) Crisis stabilization could be the financial responsibility of the MCOs for Medicaid clients, even though the entry-point to the beds would typically be the hotline/DMHP/Mobile outreach. Financial responsibility for non-Medicaid persons could remain with the non-Medicaid entity. 
k) Other functions like FYSPRT or CLIP Committee could potentially look different in another region if other organizations felt best equipped to take them on (ACH, County, joint endeavor by MCOs, non-profit, etc.). Jail Transition services could be contracted differently in other regions depending on how many providers provide these services.

2. What models for administration of Crisis and Non-Medicaid Services should be used including options for counties and non-MCO groups?
a) Options would include:
· Separate entity – the Southwest Washington BH-ASO model
· Adapt the current BHO structure  [includes maintaining county governance board]
· County operated – may only work in single county regions

b) Every region is different.  It made sense in Southwest to use Beacon.
c) Consider using existing structures and the strengths unique to each region.  There are unique stakeholder groups in each region that should be used in the planning.
d) Coordinating Crisis and Treatment Services in rural areas present specific challenges that need to be addressed, e.g., travel times and the dual role played by mental health staff.
e) There need to be specific measures to evaluate how well the selected model for Crisis and non-Medicaid services is working in addition to the evaluation of the MCO performance.
f) Assess whether there is an inherent conflict of interest if an organization from outside of the region and/or state assumes the responsibility for Crisis and non-Medicaid services, e.g., would they have an incentive to limit scope of services to reduce their costs.  Counties have an inherent interest in providing these services and would not be seeking a profit.
g) Counties should be given the right of first refusal and/or be given extra credit in a bid process.  It is HCA’s position that if a county/region wants to operate the system, there is no reason to go out with procurement.
h) Counties that manage the DMHPs should have the option to determine if they want to continue to deliver this service.  This could be a more specific focus than operating the entire crisis system.


3. What should the county responsibilities be, and the state responsibilities and how should these be integrated at the local level with the MCOs?
a)  There are two different considerations:  who ultimately is responsible for how the fully integrated system works and how do you operationalize this responsibility in a given region.
b) Ultimately, the responsibility lies with HCA, but different contractual mechanisms could be used to carry out this responsibility.
c) For SW Washington, there was a planning team that transitioned to a “monitoring team” that continued to include county staff.  This model could be used in other regions as well.
d) In SW Washington, HCA will be providing quarterly briefings to the county commissioners. HCA would have to assess the level of staffing resources it would need to hold regular briefings in 9 different regions.  Since most regions consist of multiple counties, this might have to include additional county specific briefings as well. Some counties might want briefings more frequently than quarterly.  
e) The County role changes when the county no longer assumes financial risk. The issue of financial risk would have to be clarified if the county/region were offered the choice to continue to operate the Crisis and Non-Medicaid services.
f) Under the SW Washington model, the counties will no longer have direct contractual oversight role, but community concerns would still be brought to the attention of county officials.  Providers also have a historical relationship with the county.  
g) Need to decide if some or all of the community coordination responsibilities would be transitioned over to the ASO and MCOs.  If so, then this needs to be formalized in the state contracts.  
h) Counties still have their local funds and would have their “convening” or coordinating processes in relation to these funds.  Beacon is also developing a convening function working with the MCOs and the county to apply for new funds.  
i) The county still has the legal authority to designate the DMHPs and the CD Specialists for involuntary commitment assessments.  They would need to continue to do this unless the law is changed.
j) It will need to be decided who has the authority to develop region wide policies for crisis and non-Medicaid Services, e.g., what will be the eligibility criteria to received non-Medicaid services?
k) Under any model, the role of county and Tribal authorities needs to be clarified and institutionalized in the various contractual arrangements.
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