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Plaintiff Disability Law Center of Alaska (DLC), hereby submits its response to the
plan submitted by defendant DHSS on Januvary 21, 2020, entitled Addressing Gaps in the
Crisis Psychiatric Response System (“the Proposed Plan™). Some parts of the Proposed
Plan do not live up to the Court’s Order, and other parts of the Proposed Plan are vague
and involve unexplained delays. Meanwhile, there has been no change in the State’s
practice of confining people awaiting evaluations in jails and hospital emergency rooms.

In an Order dated October 21, 2019, this Court found that defendant DHSS is not

fulfilling its obligations to provide timely evaluations and treatment to respondents subject

“to civil commitment orders as required by AS 47.30.700—.725, nor is DHSS fulfilling its

obligation immediately to transport respondents to the nearest evaluation and treatment
facility as required by Gabriel C. The Court found that the result of this failure, the stacking
up of respondents in emergency rooms and correctional facilities, causes ongoing
irreparable harm to respondents in need of statutorily required evaluations and treatment.
Further, the Court determined (Order at 53, and see point 1 below) that the defendants’
actions and inactions violate the due process rights of respondents held in the punitive
conditions of correctional facilities. The Court therefore ordered DHSS to propose a plan
to remedy these violations and has allowed the parties to respond to the proposals contained
therein.

DLC recognizes that crafting a plan to fulfill the State’s obligations to respondents
under the civil commitment statute and Gabriel C. is not a simple task. However, the

obligations identified in Gabriel C. are not new and this case, as well as the daily harm
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done to respondents, has been ongoing for well over a year. Moreover, the Court signaled
at the hearing, held in March and April of 2019, that it might require the State to craft and
submit a plan. With these considerations in mind, the Proposed Plan lacks specificity,
pushes deadlines far longer away than necessary, and fails to commit to new services that
might alleviate the harm suffered by respondents.

Plaintiff DL.C would like to address two categories of problems with the Proposed
Plan: (1) its failure, more accurately, its refusal, to comply with crucial elements of the
Court’s Order; and (2) its fundamental failure to commit to meaningful and timely action.
The Proposed Plan is deficient on its face for its failure to prevent unlawful boarding in
correctional facilities and provide admission criteria in contradiction of this Court’s Ordet.
FEqually as concerning, the Proposed Plan is equivocal, and at times misleading, regarding
potential solutions and contains unjustified delays.

DLC suggests that the facts here are generally undisputed and so the March 4
proceedings could best be handled as oral arguméht — of perhaps onc to 1 ¥ hours — instead
of as an evidentiary hearing.

I.  FAILURES TO COMPLY WITH THE COURT’S ORDER

1. Refusal to Prevent Unlawful Correctional Facility Boarding

DHSS makes no commitment in the proposed plan to end, or even curtail, the
continuing practice of unlawfully and unconstitutionally warchousing respondents in

correctional facilities.! This Court found individuals held in correctional facilities suffer

! Review of recent weekly reports indicates that between January 28, 2020, and Febroary 5, 2020, 3 respondents
were held in jails in Anchorage or the Mat-Su.
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irreparable harm due to DHSS’ failure to immediately transport them for evaluation and
treatment.? In addition, this Court has found that the conditions respondents face in jails
are punitive in nature and violate the due process rights of the majority of respondents as
“there are only a few civil detainees whose needs or vulnerability is so great that the harm
to their liberty interest is oﬁtweighed by the protection afforded them in the [correctional]
facility.”® The Court went on to explain that even the small group for whom the State may
be able to justify temporary confinement suffers irreparable harm by DHSS not “actively
looking for alternative housing before admission to API, by DHSS not arranging for
évalﬁatioﬁ before API admiséion, and by DHSS passively tolerating the duration of
detention at DOC facilities.”*

In order to address this significant harm, the Order prompts defendants to separate
people being held in corrections facilities into two categories: people who were already in
corrections at the time a Title 47 evaluation order was issued, and people who were brought
to a corrections facility because an evaluation facility couldn’t admit them. The Order
requires that those in the first group be moved out of corrections within 24 hours of when
criminal charges were dismissed. Defendants were required to set out procedures ensuring
that people in the second group would not go to corrections “except in the rarest

2

circumstances.” The defendants” Proposed Plan fails to meet or even adequately

acknowledge either requirement.

2 Order at 53.

* Order at 53.

4 Order at 53.
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For those already held in DOC custody at the time a Title 47 order is issued, DHSS

has no plan to remove respondents within 24 hours. Instead, DHSS simply asserts that
“while it is DHSS’ intention to limit jail stays as much as possible, it cannot guarantee that
every person in protective custody can or will be released within 24 hours.”5r The problem,
according to DHSS, is that “there is no requirement for DOC to notify DHSS when a person
is brought to DOC for Title 47 admission.”® For this reason, DHSS merely states, without
commitment to any particular action, that it “will make efforts to partner with DOC in
creating a process of notification for T47 admissions.”” It is encoufaging that DHSS has
met with DOC officials and the Trust to discuss better communication and coordination
regarding individuals in DOC custody,® however, committing to “making efforts’ is not a
plan. There is no information about what obstacles prevent DHSS from being timely
informed of a respondent’s confinement .in DOC. Moreover, for all the discussion
regarding the importance of notification and communication, DHSS makes no commitment
to preventing confinement beyond 24 hours even in instances where the Department knows
of a respondent’s status as a Title 47 in DOC custody. Rather, DHSS states that the
“DES/DET coordinator will commit to diligent efforts to work with DOC to assist with
proactive planning.” It is exactly this lack of specificity and srubjective commitment to

“making efforts” that leads to the Proposed Plan’s failure to meet the Court’s order that

5 proposed Plan at 19. -
6 Proposed Plan at 19,

7 Proposed Plan at 19.

8 Proposed Plan at 19.

9 Proposed Plan at 19,
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DHSS “provide the Court with a plan that details how it will fulfill its obligation under
Gabriel C.”'° This Court required DHSS to create a plan to prevent respondents from
remaining in correctional facilities for more than 24 hours after charges are dropped. DHSS
has refused to do so.

For respondents brought to DOC because no DET is available, again, DHSS has no

plan to ensure this group is not sent to correctional facilities “except in the rarest
circumstances” as the Order requires. DHSS lists no efforts it has made to avoid this
outcome to date and makes no commitment for future action stating the Department
“cannot prevent law enforcement from transpdrtihg individuals to DOC,”!! Instead, DHSS
flatly “commits to improving communication between DHSS and DOC so that these
individuals are discovered as soon as possible so the DES/DET coordinator can facilitate
further evaluation or transportation to API or a DET as soon as possible.”!? Additionally,
the Proposed Plan fails to discuss or explore the potential for alternative housing (other
than DOC) that can be made available as a resource to law enforcement to bring
Respondents prior to their admission to API.

First, DHSS asserts it is powerless to prevent respondents from being unlawfully
jailed in rural areas because VPSOs and local jails are not under DOC control but makes
no commitment o preventing unlawful jailing in urban areas either. Second, DHSS seems

to suggest that it is not possible to overcome the obstacles presented by those correctional

19 Order at 58 (emphasis added).

1 Proposed Plan at 19.

12 Proposed Plan at 19.
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facilities outside of DOC’s control. The Proposed Plan does not address whether DHSS
has made efforts to draft memorandums of understanding with local law enforcement in
rural communities to ensure respondents are not unlawfully jailed or whether it would be
possible to do so. Perhaps most important, DHSS’s failure to address people brought to
Corrections facilities includes people brought to Corrections facilities in communitieé like
Anchorage, where none of the obstacles mentioned by DHSS in this part of the Proposed
Plan are present.

This portion of the Plan is insufficient on its face. There is no indication of why
DHSS cannot crgate an adequafe statewide plan to guarantee that respondents across the
state, or, at the very least, those in communities like Anchorage where there is an evaluation
facility, or who are within easy driving distance of an evaluation facility, not be jailed
unlawfully.

2. Failure to Provide Admission Criteria

The Proposed Plan makes no attempt to fulfill the Order’s requirement for an
explanation of how the admissions priority system works. First, while the Proposed Plan
notes general criteria considered for admission to API including: time waiting; psychiatric
history; clinical course; and location,!? there is no explanation of how admission decisions
for API will be made. There is no indication of the relative weight of factors used to make
API admission decisions and, as a result, the Proposed Plan amounts to the continuation of

discretionary decisions on the part of state officials. The problem with this system is the

13 proposed Plan at 18,
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inability to determine whether respondents are being properly prioritized or to decipher
how decisions are being made. During the status conference on January 29, 2020, counsel
for DHSS noted that some individuals in DOC custody cannot be admitted to API, without]
explaining why. The Proposed Plan must be redrawn to include the criteria used to make
such determinations.

Second, the State has provided no criteria for admission decisions made regarding
two of the three possible places of evaluation: Fairbanks Memorial Hospital and Bartlett
Regional Hospital. DHSS asserts it “cannot dictate or clarify factors used in prioritization
of admissions at Fairbanks Memorial Hospital or Bartlett Regional Hospital.”!* The
Proposed Plan indicates that these hospitals have functioning admission practices that
should not be disrupted. But DHSS’s past practice included responding to closures at API
by occasionally sending respondents in Southcentral Alaska to Fairbanks Memorial
Hospital or Bartlett Regional Hospital for evaluation.’ There is no reason to believe that
providing the criteria and mechanisms used to make admission decisions at these facilities
should be disruptive to their ongoing operations. Fairbanks Memorial Hospital and Bartlett
Regional Hospital are designated by the State of Alaska to be central players in the State’s
civil commitment system'® and must, in fulfilling this public role, operate with

transparency. It is unimaginable that in contracting with either facility, the State would

4 Proposed Plan at 18.

15 Affidavit of Mark Regan, February 11, 2020, para. 3.

16 In fact, DHSS proposes changing Alaska Court System form MC-305 so that future orders do not designate the
particular DES/DET a respondent will be sent to but, rather, allows for respondents to be sent to any one of the three
facilities depending upon availability and “the respendent’s clinical needs.” Plan at 13.
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neglect to require these hospitals to honor the legal responsibilities that bind the State. This
would amount to an argument that when the State outsources a service, those who utilize
that service don’t enjoy the same rights they otherwise would when the service is provided
by the State, a dubious claim. Rather, DHSS bears responsibility for transporting and
providing respondents with timely evaluations and the Department cannot sidestep the
Court’s Order by asserting a lack of authority over its own designces.

1I. FAILURES TO COMMIT TO MEANINGFUL TIMELY ACTION

1. The Crisis Now Model and the 1115 Waiver

DHSS cited the release of the Crisis Now Consultation Report as a justification in
its second request for an extension in December. Although the Crisis Now Model appears
to present the greatest opportunity for addressing the harms identified by the Court, the
Proposed Plan makes no commitment to the Crisis Now Model and conflates the idea of
creating new services with making services reimbursable in the future through the 1115
Behavioral Health Waiver.

a) Crisis Now Model

As the report recently released by the Mental Health Trust Authority concludes, the
Crisis Now Model, including Mobile Crisis Teams and Crisis Stabilization Centers, “offers
a major diversion from detention and from lengthy onboarding in EDs,”!” DHSS should
explain why the Proposed Plan makes no commitment to implementing the model and to

what extent elements of the model might address the harms identified by the Court.

17 Crisis Now Consultation Report, December 2019, at 66 {aitached as Exhibit 1),
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To avoid “undercut[ing] existing efforts”!® by the Department, this Court declined
to identify specific corrective actions and instead ordered the Department to draft a
remedial plan of its own. The resulting Proposed Plan identifies a potential solution
pursued by DHSS officials “for the past several years”and backed by important
stakeholders including the Alaska Mental Health Trust Authority — crisis stabilization
services. Last year, Deputy Commissioner of DHSS, Al Wall; DHSS Policy Advisor, Laura

Russell; and Director of the Division of Behavioral Health, Gennifer Moreau-Johnson;

participated in an “immersion experience in Phoenix, AZ which enabled each of them to

see first-hand how the various components of the Crisis Now model operate and
integrate”?® A report outlining the model and making specific recommendations for Alaska
entitled “Crisis Now Consultation Report” was released publicly by the Mental Health
Trust Authority in December, 2019.2! The Report specifically addresses this Court’s order
and concludes: “Alaska should use the implementation of the Crisis Now Model as a major
component of that plan, particularly for higher population urban communities” as the
model “offers a major diversion from detention and from lengthy onboarding in EDs.”??
The report states that the “cost of crisis care is substantially less than the costs of inpatient

care” and recommends elements of Crisis Now model including Mobile Crisis Teams, and

B8 Otder at 56,

' Proposed Plan at 7.

 Crisis Now Consultation Report, at 3,

2l Second Motion to Re-Set Date for DHSS to File Plan, December 18, 2019, at 1.

22 Crisis Now Consultation Report, December 2019, at 66,

Does v. State of Alaska; Disability Law Center v. State of Alaska. Page 10 of 20
DLC’s Response to DHSS’ Proposed Plan

Case No, 3AN-18-9814 CI




DISABILITY LAW CENTER OF ALASKA

3330 Arctic Blvd., Suite 103

Anchorage, AK 99503

907-565-1002

Fax 907-565-1000

1-800-478-1234

Crisis Observation and Stabilization Facilities.?* Importantly, the report notes that most
providers do not have the capital to establish these services and therefore:
without capital and initial financial operating aSSiS?ance, these facilities will
most likely not be established. Therefore, the State of Alaska, the respective
boroughs included within this Report, and private foundations and hospitals,
should partner and explore all available financing options to support the
capital and initial operating costs to standup these new facilities.?
An obvious benefit to establishing a Crisis Stabilization Center is the potential for
evaluations to be provided at the facility instead of at API while Mobile Crisis Teams
present an opportunity to reduce pressure on the Title 47 system by resolving psychiatric
emergencies “so that a higher level of care is not necessary.”?’
After several years of “exploring the possibility of establishing crisis stabilization
services,”?° on December 18, 2019, DHSS requested a three-week filing extension for its
plan in order to review the Crisis Now Consultation Report.?” Yet, the Proposed Plan does
nothing to implement or commit to implementing the Crisis Now model. Rather, the
Proposed Plan envisions a secondary and passive role for DHSS, relying on “continued
coordination of crisis stabilization efforts” by the Trust and signaling that the model would
improve Alaska’s behavioral health system “if implemented as designed.” This

noncommittal language echoes the earlier failure in the Proposed Plan to take responsibility

or commit to solutions in housing Respondent in DOC and hospitals. The entire mode] is

B Crisis Now Consultation Report, Decetnber 2019, at 51-52,

2 Crisis Now Consultation Report, December 2019, at 55.

5 Crisis Now Consultation Report, December 2019, at 35.

26 Proposed Plan at 7.

27 Second Motion to Re-Set Date for DHSS to File Plan, December 18,2019, at 1.
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couched within an aspirational section of the plan without meaningful commitment or
analysis entitled “Other Considerations.” 2® DHSS’ Plan does not, for example, address:

e Whether Title 47 cvaluations could be completed at the proposed Crisis
Stabilization Center; thereby helping to satisfy the State’s statutory duty pursuant to
Guabriel C. to transport respondents “immediately to the nearest evaluation facility
so that the 72-hour evaluation period can begin without delay.”” As Crisis
Stabilization Centers are designed to serve involuntary patients®® and include a short
term facility with an a&erage length of stay of 2-3 days,*! DIHSS should expand on
this possibility. |

e Whether a Mobile Crisis Team®? and or Crisis Stabilization Center*® might help
satisfy the Order’s requirement to ensure respondents remain in correctional
facilities for no more than 24 hours after charges are dismissed and, that those
picked up in the community “do not go to a DOC facility, except in the rarest
circumstances.”4

e The timeline and resources necessary to establish a Mobile Crisis Team and Crisis

Stabilization Center in an urban hub community.

28 DHSS states it will make “diligent ongoing efforts to meet with the Trust, coordinate the implementation of this
plan with the work on a crisis stabilization center, and leverage the rollout of the 1115 Waiver...” and that the
Department will “continue to work on “Tmplementation of Crisis Now Model.” Proposed Plan at 24-25,

29324 P.3d at 838.

% Crisis Now Consultation Report, December 2019, at 11.

31 Crisis Now Consultation Report, December 2019, at 43,

32 Proposed Plan at 23.

3 Proposed Plan at 24.

3 Order at 60,
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o Whether the statement that DHSS will “continue to work on ’Implementation of
Crisis Now Model’® is simply an aspirational statement or a commitment to the
model.

* Do the ideas included in the “Other Considerations” section really depend on
appropriations being passed by the Legislature?*¢ If so, why?

b) 1115 Behavioral Health Waiver
DHSS should clarify what it means when it says that two clements of the Crisis Now

Model, the Mobile Crisis Team and Crisis Stabilization Center, are currently being, as the
Pfoposed Plan states, “implemented under the 1115 Waiver.”*” This language seems to
suggest that the 1115 Waiver will create these elements of the Crisis Now Model without
further action by DHSS. Another section of the Proposed Plan states the 1115 Waiver
“enables payment for service providers of critical elements of a crisis safety net” including
crisis stabilization centers and mobile crisis teams which “will reduce the reliance on
hospital emergency departments...”*® A graphic in the Proposed Plan appears to illustrate
that the 1115 Waiver will create or lead to new behavioral health services which will create
or lead to crisis stabilization.?® However, the Crisis Now Consultation Report explains that
the 1115 Waiver simply “paves the way for Alaska to use its Medicaid resources to sustain

Crisis Now Model facilities and Services” as it includes “provisions that support Medicaid

3 Proposed Plan at 25.

36 Proposed Plan at 24.

¥ Proposed Plan at 23-24.

¥ Proposed Plan at 9.

¥ Proposed Plan at 9.
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payment for services rendered by crisis facilities.”® In other words, the 1115 Waiver
creates funding streams for services - whether or not the services exist or are created in the
future.*! This reading is supported by a section of the plan titled Legislative and
Appropriation Items, in which DHSS notes “no additional reductions in FY 2021 for state
funded behavioral health grant programs. These grants fund services that are not vet
reimbursable under the 1115 waiver or Medicaid.”*? In addition, while the plan states that
the crisis stabilization center “is being implemented under the 1115 Waiver,” the 1115
Waiver may well not be funded until June 30, 2020.#

2. Evaluations Provided by Mental Health Professionals

DHSS plans to hire Mental Health Professionals (“MHPs”) within six to nine
months in order to fulfill the Order’s requirement that persons waiting for admission to an
evaluation facility be evaluated to determine whether they no longer meet criteria or can
be moved to another facility.** This proposal presents several concerns.

First, there is no discussion of what MHPs might be able to do, immediately, via
telehealth. Second, the plan is short on the details necessary for the Court to evaluate the
proposed timeline. DHSS propc;ses a 90-day timeline to draft a model provider agreement
but there is no explanation of why this process should be so lengthy, especially when the

system would be based on an existing grant program. After drafting the model agreement,

#0 Crisis Now Consultation Report, December 2019, at 49,

4! Proposed Plan at 24.

42 Proposed Plan at 24. '

4 DHSS Presentation to House Finance, Feb 3, 2020, at 41 (attached as Exhibit 2)

4 Proposed Plan at 16-17. '
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DHSS estimates negotiations with hospitals will take an édditional three to six months for
each individual hospital ¥ While DLC appreciates that this is a new proposal from DHSS,
the combination of these suggested timelines allows for nearly indefinite delay of a
cohesive system for evaluating respondents as the Order requires.

It is possible that the delay is based on a failure to achieve consensus among
stakeholders on what the MHPs would be doing, but notably missing from the Proposed
Plan is any explanation of the state of discussions/negotiations on this point, degree of buy-
in from hospitals, or areas of disagreement. This makes it difficult to assess both whether
the timeline is realistic and, conversely, whether either phase, drafting the agreement or
negotiating with hospitals, could be completed in a timelier fashion.

It is also unclear what the mental health professionals will be doing and, if there are
areas of contention amongst the hospitals regarding this component of the plan, that context
is not provided. The Proposed Plan states the MHPs will be “deployed to the referting
facility if a respondent has not been transferred to a qualified DET within 48 hours of
admission to the referring hospital” to “review the case with the referring hospital and
potentially evaluate the patient.”*® On the preceding page, the proposed plan notes that “the
purposes of this position are to help non-DET facilities which may be limited in their ability
to evaluate patients, or to help clarify whether an individual still meets criteria under AS

47.30 and needs to be held...”*” What is not clear is whether this “potential” evaluation

4 Proposed Plan page 16, note 18 (emphasis added).

46 Proposed Plan at 17,

47 Proposed Plan at 16.
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will be designed to fulfill the statutory requirement for a 72-hour evaluation or serve as a
threshold determination of whether someone continues to meet criteria such that they
should continue to be held.®®

3. Other Unexplained Delays

a) DES/DET Coordinator Timeline and Review of Admission Decisions

It is unclear whether the Plan commits to immediate implementation of the
DES/DET Coordinator duties but, given that this role is not a new one within state
government, DHSS should clarify that these duties will be executed immediately. The Plan
indicates that the responsibilities of the DES/DET Coordinator “will be staffed using
current resources, but DHSS will seek to staff or hire a full-time position within 90 days”
and explains in a note that after hiring *...full operation of the DES/DET Coordinator will
be ongoing in terms of training and developing the communication and relationships with
the referring hospitals, DET and DES facilities, and the court system.”™ It is thercfore
doubtful that this means DHSS émplo_yees are currently fulfilling these responsibilities.
DHSS should clarify this point.

If this passage is not a commitment to immediate implementation of this role, DISS
should explain why not. At times before his resignation as the Director of the Division of

Behavioral Health in the fall of 2018, Mr. Randall Burns performed the duties DHSS

8 On the question of judicial review of any disagreements, the Proposed Plan explains a procedure used in
Fairbanks without taking a specific position on whether it ought to be adopted in Southcentral Alaska. Proposed
Plan at 17.

4 Proposed Plan at 14.
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currently proposes assigning to a DES/DET Coordinator.’® During his tenure, Director
Burns kept a spreadsheet tracking available beds, oversaw API’s waitlist and coordinated
with hospitals. With an established model for a state official performing this role in the
recent past, this role should be resurrected immediately while the hiring process is
underway.

The Plan states that the DES/DET Coordinator “will not determine placement, but
simply facilitate coordination between providers based upon clinical consideration.”! In
order to facilitate the Coordinator’s efforts, DHSS suggests new language for court form
MC-305 directing respondents for evaluation to the “soonest available evaluation facility,
considering the respondent’s clinical needs.”? While DLC does not necessarily object to
this language, it is not clear who would determine what the “soonest available evaluation
facility” might be, and Whét “the respondent’s clinical needs™ are. If these determinations
are to be done by or under the supervision of the Coordinator, how and when would
admission determinations be reviewable?

b) “Future Long-term Work”

Several of the timelines included in the plan are lengthy and do not explain the
reason for delayed implementation. For example, the following items are classified as
“future long-term work,” but it appears they could be implemented or, at least, initiated

within 90 days:>3

# Affidavit of Mark Regan, February 11, 2020.
31 Proposed Plan at 15 (part g).

32 proposed Plan at 15.

3 Proposed Plan at 21,
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e Making tele-psychiatric consultation available to hospitals.

e Generating “best practices” for distribution to places holding respondents.

e Working with non-DET hospitals on access to resources on topics such as trauma
informed care, as well as de-escalation techniques.

e Coordinating with law enforcement and hospitals on patients arriving at hospitals
versus DOC facilities, to promote patient care and staff safety at all levels.

s Connecting API to the Emergency Department Information Exchange known as
EDIE.

e Improving communication with referring hospitals related to readmission, but at
minimum ensuring API’s admission and screening officers are available for clinical
consultation to hospitals if a patient presents within 48 hours of discharge from API.

¢ Amending/updating the Division of Behavioral Health DES/ DET manual.

Conclusion
Thi“s Court has found that defendant DHSS is not_in compliance with state civil
commitment statutes and that, by failing to follow procedures required by Gabriel C.,
defendants are causing respondents ongoing irrcparable harm. The Court has made it clear
that bringing API back up to capacity is an insufficient plan to address the harm suffered
by respondents. DHSS itself recognizes that bringing API back up to capacity will not
resolve the issue identified by the Court as “[e]ven with full bed capacity at API, there may

continue to be system pressure that results in a waitlist” for Title 47 admissions to APT.*

3 Proposed Plan at 18.
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The situation calls for a robust remedial plan of action from the State of Alaska.
Unfortunately, the Proposed Plan submitted not only fails to meet the basic requirements
of this Court’s Order in terms of preventing unlawful boarding in correctional facilities and
providing admission criteria, it fails to meaningfully commit to Crisis Now despite the fact
that the model presents potential solutions. At a minimum, defendants should (1) put
commitments about DOC facilities and about admissions criteria into their Proposed Plan,
(2) either commit to Crisis Now or adequately explain the obstacles to making that
commitment, and (3) both provide greater detail for the proposed solutions they do identify
and explain the reasons for other delays in implementing their Proposed Plan.

Dated: February 11, 2020. Respectfully submitted,

Disabi@]; w Center of Alaska
Joanna b= oon (ABA #1405034)
Mark Regan (ABA #840908 1)
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IN THE SUPERIOR COURT FOR THE STATE OF ALASKA -

THIRD JUDICIAL DISTRICT AT ANCHORAGE

DOES,
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V.
STATE OF ALASKA,

Defendant.

THE DISABILITY LAW CENTER
OF ALASKA, INC,,

Case No. 3AN-18-9814 CI
V.

STATE OF ALASKA; DEPARTMENT
OF HEALTH AND SOCIAL
SERVICES; JAY BUTLER as
Commissioner of the Department of
Health and Social Services, in his

official capacity; DIVISION OF
BEHAVIORAL HEALTH; Gennifer
Morcau-Johnson, in her official capacity
as Acting Director of the Division of
Behavioral Health; and ALASKA
PSYCHIATRIC INSTITUTE; DUANE )
MAYES as Chief Executive Officer, in )
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)
)
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)
)
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)
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Mark Regan, being duly sworn, states:

1. My name is Mark Regan. I am co-counsel for plaintiff Disability Law
Center in this case, and was also co-counsel in a prior case, Disability Law Center v. State,
No. 3AN-11-7724 CI, which also challenged the State’s practices of holding people in
hospital emergency rooms and prisons awaiting evaluation at API. While that case was
pending, I was one of the attorneys who conducted discovery, attended meetings of the
Court System’s committee on evaluation procedure (which did redrafting, among other
things, of the Court System’s form MC-305), and kept track of daily “CDCR” reports
produced by the State to show, among other things, the census at various units of API and
the number of new admissions and of discharges.

2. For many years, the state official primarily responsible for fixing problems
in the civil commitment evaluation system was Randall Burns. Mr. Burns may have had
different job titles during the years from 2010 through his resignation as Director in 2018,
but whatever his title, he was the person who fielded calls from hospitals, checked API’s
waiting lists, authorized transportation for respondents and security staff, directed
circulation of the CDCR reports, and worked on policy, such as the redesign of Court
System forms. At one time Mr. Burns was the principal state official who encouraged
hospitals in hub communities to sign on as designated evaluation facilities. Mr. Burns was
closely enough involved in these processes that when we did discovery, he was one of the
people who certified that the State’s résponses were accurate, | have reviewed some of
those responses before signing this affidavit, and they generally support my mémory of
what Mr. Burns did.
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3. One of the things that the Division of Behavioral Health did, at various times,
was respond to API being at capacity — which meant 80 beds — by sending respondents
needing cvaluations from Southcentral Alaska to Fairbanks Memorial Hospital and even
to Bartlett Regional Hospital.

4, The State’s current proposal for a Co-Ordinator very much resembles what I
remember Mr. Burns as doing. We established at the hearing last spring that no one at the
Division of Behavioral Health or elsewhere in state service currently does all of those
things, but it is still hard to see why the State cannot start this work immediately.

DATED this (_f_'( day of February, 2020, at Anchorage, Alaska.

SUBSCRIBED and SWORN TO before me
this {f¥ day of February, 2020, at Anchorage, Alaska.

— WAy
Notar,\,t }Pubhc

. .
M Jlon Expre®
Wi
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Executive Summary

R! International, inc. (RI) was awarded a contract with the Trust, on August 5, 2019. Under the Scope of
Work (SOW) of that contract, R! provided consultation, assessment, analysis, and recommendations to
support the conceptualization of a Crisis Now Model for adults within three Alaskan communities: the
Municipality of Anchorage, the Matanuska Susitna Borough, and a third community that was yet to be
identified at the time of contract execution. Fairbanks was subsequently selected as the third community.

This SOW was developed in response to the serious behavioral health demands that have continued
unabated throughout these three Boroughs and the State as a whole. As of 2015, Alaska held the record
for the nation’s highest per capita alcohol consumption and subsequent rates of violence and abuse
stemming from intoxication, Alaska’s alcohol-related death rate has remained three times greater than the
national average. According to the Alaska Department of Health & Social Services, the rate of alcohol-
induced deaths in 2015 was 140 percent above the national average and iilegal drug use was 35 percent
higher, A report that it released in November 2017, indicated that meth-related deaths increased hy four
times over recent years and this is on top of the effects of the opioid crisis. To exacerbate matters further,
Alaska’s suicide rate tends to be double the national average. While these demands continue to escalate,
the lack of intensive community-based prevention, intervention, and treatment services has resulted in the
Department of Corrections becoming the largest provider of mental healtth services in the state and its EDs
overburdened by psychiatric emergencies resulting in onboarding delays extending for 20 hours or more,
and in some cases days.

In each of the identified communities, Rl engaged in key stakeholder meetings with members of the local
community/municipal/borough crisis services, including: public safety, fire and health, hospital emergency

room departments (ED), substance abuse and mental health treatment providers, housing and homeless =

service providers and other key parties and safety net services. These meetings were facilitated by.staffesses.
from the Trust, The Mat-Su Health Foundation {MSHF), and the consulting firm of Agnew::Beck. In each === =
meeting there was a discussion around the application of the Crisis Now Md_del_-and_ key model standards |
and components. These stakeholder engagements also served as an opporitinity for participants to have
unanswered guestions addressed and to share their respective perspectives on the Crisis Now Model and
on the “gaodness of fit” between this model and current community ‘needs and resources. These
discussions also served to rally support for crisis system optimization utilizing the Crisis Now Model as a
guide. A crisis response system is a complex and tiered structure comprised of crisis response services that
support individuals in crisis whose safety and health are threatened by challenges, including mental illness,
developmental disabilities, substance use, and/or overwhelming stressors.

It was abundantly clear, within each meeting and acrossgfneetings, that there exists a broad c¢

Alaska, as a whole and the three targeted communities in particular, desperatel

ultimately, they are also frustrated and stressed by t
basis by the needs of those in crisis. For too many
in these communities and overwhelm the capacity t
safety, healthcare, domestic violence, and shelter. §
incidence of crises associated with violence, suicide;
and homelessness, all of which continue to escalate
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Anchorage has several crisis respense components of the SAMHSA Model System, such as 23-hour crisis
stabilization services, urgent care/walk-in services at the Providence Psychiatric Emergency Department,
and short-term crisis stabilization. The path for a Mat-Su resident to access these services requires
transportation, which is not available to all individuals who are in crisis. Additionally, these services are not
advertised or well known in the Mat-5u, and farmal channels do not exist between these services and law
enforcement, private providers, and the Mat-Su Regional Medical Center ED. The picture for Fairbanks is
not much different. It possesses components of a crisis response system, but these components do not
operate as a well-coordinated system either within Fairbanks or between Fairbanks and its two more
densely populated neighbors — Anchorage and Mat-Su. The 24/7 crisis call center, Careline, serves all of
Alaska and is located in Fairbanks.

All of the inputs for this Repart have subsequently been synthesized and used to inform the application of
specific algarithms in determining the capacity recommendations for each component in the Crisis Now
Model that appear in the conclusion section of this Report. For each element, the report addresses cost,
staffing requirements, facility size, and potential funding mechanisms, and associated system alignment
issues, such as facility and provider licensing, Medicaid provider type regulations, and payment structures
and rates. This Report assesses the overall cost impact of implementing its recommendations balanced
against potential savings in the system, The intent is to offer a staged roadmap for how a high-fidelity Crisis
Now system can be established in Alaska that is particularly responsive to the unique needs of the three
service areas of Anchorage, Mat-Su, and Fairbanks.

Recommendations

Below is a summary of the recommendations of this Report. For a full explanation of the conclusions and

the recommendations that flow from those conclusions, please refer to the full -Report, . ‘Each™ -

recommendation within the Report has been organized within the context of the Cr15|5 Now_Macdel
balanced against the needs and the strengths of the current BH service delivery services currently operatin
within the communities of Anchorage, Mat-Su, and Fairbanks, In add_ltlon_, each recommendation, when
appropriate, includes specific policy and operational details that outline the number of crisis facilities,
programs, and services needed along with the capacity, infrastructure, and cost estimates for each.

1. Crisis System Accountability

Establish an organizational entity to be responsible and accountable statewide for the
implementation, oversight, and resourcing of the Alaska BH crisis response system and to assure

that thls system is developed and sustained Wlth high-fidelity to the Cnsus Nowel andﬁ |

for overseemg the various components of the
a maximally functional system. ~

2. Performance Expectations and Metrics
Establish performance expectations and me

and the data systems to collect the informa
performance of each component and the sys]

Rl International | Crisis Now Consultation to Alaska
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3. Policy and Regulatory Alignment

Continue the alignment of the following elements in support of the full implementation of the
Crisis Mow Model in Alaska:

a. Statutes that will permit involuntary admissions to crisis response facilities;

b. Facility licensure standards that support all of the direct service Crisis Now program
components,

c. 1115 Center for Medicaid Services (CMS) Waiver provisions that support Medicaid
payment for services rendered by crisis facilities;.

d. Medicaid administrative rules that recognize the crisis response continuum of care to
include the crisis call center, MCTs, crisis facility types and the array of provider types
employed therein;

e. Medicaid payment rates and types of reimbursement that make a robust crisis system in
Alaska sustainable in the long term;

f.  Administrative Services Organization {ASO) contract provisions that clearly articulate the
role of the ASO and the Medicaid authority relative to the implementation and ongoing
oversight of the crisis system; and

g. Policies and regulations that allow and facilitate municipalities and boroughs to
actively engage in the financing, development, and implementation of the Crisis
Now Model in their respective jurisdictions.

4. Safety Net Funding

There are still thase who remain uninsured and require safety net fundmg in order to ai 5
services. In addition, crisis call centers and MCTs are not well supported by Medicaid or other
payers, whether public or profit. Therefore, it is necessary _for ther_e to be additional financial
supports to sustain Alaska’s adoption of and ongoing support of the Crisis Now Model. The State
of Alaska and the respective municipalities and or boroughs i_n_é_l_udéd within this Report, should
explore all available financing options to sustain the prop'o's'ed' system. Neither the Mental Health
Block Grant nor the Substance Abuse Prevention and Treatment Block Grants that are distributed
to Alaska from the Substance Abuse and Mental Health Services Administration {SAMHSA) are
adequate to meets these needs.

5. Startup Costs

?%i%%iz;g%m o

standup these facilities. Most providers'to
and therefore, without capital and initial o
likely not be established. Therefore, the
boroughs included within this Report, and
avaitable financing options to support the ca
faciiities.

of Alaska, the respectlve mumcnpal:tles
5 foundatlons, should partner and explg II
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6.

10.
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BH workforce Development

Alaska is already challenged by a behavioral health workforce shortage which could end up being
the final major barrier to achieving the goal of implementing the Crisis Now Model. Therefore, the
Alaska Health Workforce Coalition should adopt BH workforce development as a priority and it
should be adequately resourced to accomplish this aim,

Rural and Frontier Crisis Service Adaptations

Alaska is a very rural and frontier state. While Anchorage, Mat-Su, and Fairbanks are fairly densely
populated and, as result, can support a comprehensive crisis continuum of care. The Crisis Now
Model has not been developed to meet the crisis-related challenges within rural and frontier areas.
Therefore, concurrent planning needs to occur in these areas to craft local and regional crisis
solutions, using the Crisis Now Model framework as a guide.

Peer Workforce Development

Establish a plan and implement it for Alaska to train, credential, and develop an adult Peer Support
Specialist credential that is a recognized BH provider type that is authorized to deliver peer support
services and Is paid, or reimbursed for services rendered, within the full array of healthcare and

BH treatment and suppert settings, particularly those associated with delivering crisis services,

Crisis Call Center and Mohbile Crisis Teams

as a fully functional Care Traffic Control Hub that dispatches tech- enab]e_d IVICT_ ac_ros_s Anchorage?r" =
Mat-Su and Fairbanks; that possess real-time data on available crisis ‘and psychiatric beds and -
outpatient BH treatment slots statewide; and provides text, chat, and peer-to-peer warm line

services, also on a 24/7 basis.

Crisis Response Centers

Establish Crisis Response Centers in Anchorage, Mat—Su and Fairbanks that operate as high acuity .
levels of care under the “no wrong door” approach admitting all those who presthether rE
voluntarily or involuntarily in accordance W|th t e Cr|5|s Now Model to include: = =
a. A 23-hour crisis stabilization/ohsenﬁon unit that uses recll
maximize capacity flexibility, client fiow

during the initial crisis engagem period. This component acts as a “psyc
emergency department” and accep arge percentage of its admissions as_di

from jails and EDs. - o

h. A16-bedshort-term non- Instltute o

as residential, sub-acute and/or haos

These units are intended to serve
stabilized in the 23-hour observation’

stay (ALOS) between 2.5 and 3 days.

depending on state licénsure requires
ately 30% of the admissions that a
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11. Cost Offsets and Reinvestment Opportunities

Once the components of Crisis Now Model are implemented, an analysis of the resulting cost-
offsets should be made associated with the reductions in detention, ED, and hospital utilization;
and plans developed and implemented for the reinvestment of those savings to further bulldout
additional enhancements to the crisis system and to the BH continuum of care to better assure
that the “back door” of the crisis ohservation and stabilization center can remain open. This will
allow for the needed client flow so that the “front door” can remain open as well, and hence always
accessible. This requires providing intensive levels of community-based care, such as crisis respite,
Assertive Community Treatment {ACT) teams, Multi-Systemic Treatment (MST), Functional Family
Treatment {FFT) and supportive housing, supported education and employment to better address
the social determinants of health.

12. Tribal Health Coordination of Care
Establish coordination of crisis care agreements with the appropriate Tribal Health entities to
ensure that Alaska Native and American Indian people in need of such care, have no disruptions in
continuity of care when transitioning from one service system to another,

13. Commercial Insurance Parity
The inherent inequities in the benefit structures of commercial health plans to financially support

crisis care should be examined as a parity issue and addressed within Alaska’s insurance regulatory
structure.

14. Crisis Judicial Ruling

A judicial ruling has recently been made in a lawsuit filed a year ago by the Dlsablllty Law Center of
Alaska and the Public Defender Agency seeking the cessation of. Iengthyjail and emergency room
detentions of people in a mental health crisis. The ruling orders the Alaska Department of Health
and Social Services to submit a plan for appropriate dispositions in these cases. Alaska should use
the implementation of the Crisis Now Modelin communltles W|th sufficient population volumes as
one of the major components of that plan.

Introduction and Background

The term “behavioral health,” as defined by the Alas
of mental and emotional being and/or choices and a
include substance abuse or misuse, alcohol and dru
mental and substance use disorders. This Includes
diagnosable and treatable diseases like Serious Mé
(SUDs), which are often chronic in nature but that peo

ion, serious psychological d'ls't'"_r'ess, suici
ange of problems from unhealthv st

Rl International | Crisis Now Consultation to Alaska

g
Exhibit 1 y
Page 8 of 88 Mmﬁ




service, in turn, is defined by The Substance Abuse and Mental Health Services Administration (SAMHSA,
2014) as:

“A direct service that assists with de-escalating the severity of a person’s level of distress
and/or need for urgent care associated with a substance use or mental health disorder.
Crisis stabilization services are designed to prevent or ameliorate a behavioral health crisis
and/or reduce acute symptoms of mental illness by providing continuous 24-hour
observation and supervision for persons who de not require inpatient services. Short-term
crisis residential stabilization services include a range of community-based resources that
can meet the needs of an individual with an acute psychiatric crisis and provide a safe
environment for care and recovery.”

Like a physical health crisis, a mental health crisis can be devastating for individuals, families and
communities, While a crisis cannot be planned, we can plan how we structure services and organize
approaches to best meet the needs of those individuals who experience a mental health ¢risis. Too often
that experience is met with delay, detainment and even denial of service in a manner that creates undue
burden on the person, law enforcement, emergency departments and justice systems.

Given the ever-expanding inclusion of the term “crisis” by entities describing service offerings that do not
truly function as “no-wrong-door” safety net services, it is important to distinguish what crisis services are
and what they are not. Crisis services are for everyone, everywhere and every time without undergoing a
screening process. Examples of crisis level safety nhet services seen in communities around the country
include (1) 911 accepting all calls and dispatching support based on the assessed need of the caller, {2) law
enforcement, fire or ambulance dispatched to wherever the need is in the community and (3) hospital
emergency departments serving everyone that comes through their doors from all referral sou_rces. B

Similarly, crisis services include (1) crisis lines accepting all calls and triaging the call based on theas

need of the caller; (2) MCT dispatched to wherever the need is in the community (not hospltal emergency e

departments); and (3) crisis receiving and stabilization facilities that serve everyone that comes through
their doors from all referral sources. These services are for everyone, everywhere and every time. A simple
test regarding whether a service meets this standard definition of a crisis service is to inquire regarding
whether there is any screening of referrals by location, acuity, eligibifity or other; or any limitation of the
service based on days of the week or hours of the day. If screenmg exists, the service may still represent
an important part of a community’s system of care, but: the serv ce is not representative of the Crisis Now
Model.

to detention facilities; and they are not being Well se
have been increasingly referred to as, “the de facto
has been termed “psychiatric boarding” and is a grow
hours or even days, in often chaotic ED environmi
responses. In addition, “boarding’ consumes ho
commonly refer to as, “wall time.” To exacerbate
appropriate BH personnel onboard to effectively e
crisis.
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Nationally, another unproductive dynamic revolves arcund BH crisis dispositions by EDs. These have
become known as, “streeting.” This occurs when those with presenting 8H conditions are not appropriately
screened and triaged and, as a result, are discharged prematurely usuaily without appropriate treatment
and/or supparts. In either case, “boarding” or “streeting” is damaging to not only those in crisis, but
frequently the significant others who must endure these dynamics as well. Alaska hospitals, on the other
hand, have taken substantive steps to improve the response to acute BH crisis. However, despite these
best efforts, the EDs in Alaska continue to be overwhelmed by BH crises and too often have to adopt
diversion status as a result. Diversion subsequently results in a kind of “musical chairs” by law
enforcement, emergency medical services, and families seeking a crisis stabilization service,

From a cost standpoint, ineffective interventions in EDs or jails are poor uses of rescurces and they
exacerbate costs because they perpetuate the crisis response “revolving door” that saps the resources of
health care, law enforcement, the judiciary, incarceration settings, and social services. The ED is an
expensive setting and can result in unnecessary and costly admissions for public and private insurers.
Likewise are the costs associated with 911 dispatch, law enforcement, EMS, and the criminal justice system.

The underlying issues that impede the appropriate interventions for a person in a BH crisis are complex.
For instance, there are many large service systems that may be involved in any given case. Each of these
intervening service systems have their own respective missions, cultures, competencies, and entry points
with rules for accessing services. The BH system has its own complexities and issues with having a dearth
of intermediate and intensive community-based treatment options that serve pecple in their natural
environments. It is left too often, with either having to rely on EDs and hospitals at one end of the care
cantinuum, and routine outpatient services on the other. There are significant legal issues as well, including
professional scope of practice laws, facility and service licensing (including ambulance emergency
destination restrictions), and protections for those in care, including medical clearance and “certifications
for involuntary admissions.” Financing has its own set of challenges since insurers (publicand prlvate) have
their own systems, rules, and payment rates that only reimburse certain services operated by only=gé -
facility and provider types. And let's not farget, there are still those who are uninsured and require safety .
net funding in arder to access crisis services. In time, the inherent |nequ1t|es in the benefit structures of ‘%
commercial health plans to financially support crisis care should be exammed as a parity issue and '
addressed within the State insurance regulatory structure. : Lo

A comprehensive and integrated crisis network is the first line of defense in preventing tragedies of public
and patient safety, civil rights, extraordinary and unacceptable loss of lives, and the waste of resources.
There is a better way. Effective crisis care that saves lives-and dollars requires a systemic approach and this
Report is intended to guide Alaska on estimating the crisis system resource needs, the number of =&
individuals who can be served within the system, the gost of crisis services, the workforced
implementing crisis care, and the expected commumty;?changmg impact when ser\nces are
manner that aligns with the Crisis Now Model. Thlsﬁeport will also demonsi
harnesses data and technology, draws on the expert% of those with lived expe~

which is to be authentic and to be compassionat:é.
help, hope and healing saves lives.

Utilizing an analysis of information collected duri
utilization of emergency room care, police/fire inte
access to other outpatient services), Rl has accomplist

arrest, service waitlists (such as AP}
following:
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Ri’s philosophy meets people where they are. It al!f_;
This decreases ED utilization, hospital admissions,
individual satisfaction. And it’s the right thing to do. |

Rl International | Crisis Now Consultatior to Alaska

Identified gaps in services and opportunities for each community to include demand, optimization,
costs, feasibillty, and funding mechanisms;

Identified oppartunities 1o reduce overall health care costs, psychiatric boarding, law enforcement
resources dedicated to addressing mental health crisis and incarceration of individuals when
mental health treatment is the preferred intervention;

Identified areas of overlap and oppeortunities for efficiency between the three communities for
how to most effectively and efficiency meet the needs of beneficiaries in crisis on the front end to
effectively decrease the need for higher more costly and invasive levels of intervention;

Provided recommendations on how to align current practices with the crisis practice standard
defined within Crisis Now while optimizing crisis resource design and allocations to most efficiently
meet the needs of each community; and '
Held group stakeholder meetings after each regions survey to communicate initial findings back to
the stakeholder groups and solicit additional feedback.

RI's crisis programs are designed to solidify a continuum of care based on the unigue needs of the
communities that are served. All programs incorporate the Crisis Now defined recovery orientation
standards of (1) trauma-informed care, (2} significant use of peer staff, (3) commitment to zero
suicide/suicide safer care, (4) strong commitment to safety of consumers and staff and (5) collaboration
with law enforcement.

Ri operates a continuum of crisis and recovery services. Included in this continuum are six Recovery
Response Centers {RRC) that would be analogous to an emergency department BH challenges. Rl has these
facilities in Arizona, Delaware, North Carolina and Washington. Rl is currently in contract negotiations to
establish similar services in two additional states. A Recovery Response Center operates as a TRUE crisis
receiving facility that accepts all referrals based on the Crisis Now exceptional practice standards model, ‘A -
RRC has two distinctive program components. The first component is a 23-hour crisls stabilization unit that.
accepts both voluntary and involuntary patients, These programs use recliners instead of beds to maximize—=
capacity flexibility and create an environment conducive to dialog during the initial ctisis éngagement
period. This component acts as a “psychiatric emergency department” and accepts and triages a large
percentage of its admissions as diversions from jails and EDs. In Rl’s 36-recliner facility in Peoria Arizona,
82% of the approximate 5,000 admissions arrived from the 'back of a"pdlice'cér in 2018,

The second component is a 16-bed short-term non-IMD facillty, usually attached, with crisis beds licensed
as residential, sub-acute or hospital beds depending on state licensure requirements. These units serve the
approximately 30% of the population that are not stabilized in the 23-hour cbservation unit during the first
day, with an average length of stay between 2.5 and § days These units were identified by
Services Task Force of the National Action Alliance for Sy C|de Prevention as a nationwide besf
were mcluded in the Crisis Now monogram The second@ ncept isthata person t@g@a@uh

‘ |0n, and criminal detention while enhdbting
ng bellever in the power of emp!oym@
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is advancing in their own recovery; modeling the positive impact of engaging in meaningful employment
as part of a recovery Journey. We alsc understand that adequate income is essential to creating self-
sufficlency, pursuing one’s goals and meeting basic heeds that are the foundation to sustained recaovery.

The keystone to any crisis response system is a 24/7 crisls call center which dispatches MCTs. A crisis call
center operating with fidelity to the Crisis Now Model employs Care Traffic Control technology developed
and employed by Behavioral Health Link {BHL) in Georgia, a strategic partner of Rl. More about the role of
these two components is delineated in the following Crisis Now Model section of this report. It isimportant
to emphasize, that roughly 90% of crisis calls can be appropriately resolved by the call center and another
70% resolved “on the ground” by MCTs.

The Crisis Now Model

According to the paper published by the National Association of State Mental Program Directors
(NASMHPD) and co-authored by Rl's CEQ, David W. Covington, LPC, MBA, Comprehensive Crisis System:
Ending Unnecessary Emergency Room Admissions and Jail Bookings Associated with Mental Hiness, August
2018, individuals in crisis often interface with the justice system, first responders, hospital emergency
departments and correctional facilities. These resources are essential to supporting a healthy community,
but they are not designed to meet the unique needs of individuals experiencing a BH crisis.

The diagram on the following page represents potential paths of flow for individuals experiencing a 8H
crisis. It is estimated that for every 100,000 members of a representative population, 200 of those
population members will experience a crisis that requires something more than a typlcal outpatlent or
phone intervention. Research has enabled the utilization of data to stratify the service level need&@fb :
individuals; and that clata can be applied to most efficiently design a cost-effectlve serwce dellvery system

Timely access to vital acute psychiatric inpatient (hospital) care _is'frequentfy'u'riavaiiable for individuals
experiencing the most significant behavioral health crises. A decade of L_eVéI of Care Utilization System
(LOCUS) assessment data gathered in Georgia by MCTs, émergency departments and crisis facilities
indicates (see the National Action Alliance for Suicide Prevention’s diagram below) that 14% of individuals
experiencing a crisis who have reached these higher levels of ¢are have a clinical need that aligns with
inpatient care {LOCUS level 6). A majority (54%) of these mdnnduals experiencing a mental health crisis
have needs that align better with services delivered Wltth a crisis facility and 32% have Iowe&L@&z_,gl needs e
that would benefit from assessment by a mobile teamﬁocus levels 1-4). It is |mportant tof

LOCUS data set does not |nclude an assessment of indivieluals who only contacteds

to predict crisis line rescurce needs.

As indicated above, it is expected that 200 individu
service level more acute than can be accommodated
ratio is applied to Alaska with a population in 201,
individuals would annually be in need of more intef

require admission to a crisis facility, the number of a is would be 756. Similarly if 32% require:

MCT intervention, that annual number is 448. The quiring acute inpatient psychiatric care

Ri International | Crisis Now Consultation to Alaska 12
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would be 196. While this formula has been applied to states and localities throughout the U.5,, it appears
to be too conservative when applied to Alaska. For example, the Careline, which serves as Alaska’s
statewide suicide intervention crisis line, is now receiving over 20,000 crisis calls annually and it has
indicated that roughly 10% of these would qualify for a MCT dispatch, which is 2,000. This is a significantly
greater number than 1,400,
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The key elements of a comprehensive behavicral health crisis system are:

1.

Rl International | Crisis Now Consuitation to Alaska

Regional or Statewide Crisis Call Centers. The “front door” of a modern crisis system isa crlsts call
center that meets National Suicide Prevention Line (NSPL} standards and- participates in the
national network. Since 2005, SAMHSA has funded multiple r_esearch projects to evaluate the
critical role of crisis call centers as indispensable resources _f_or_su_ic'idé' prevention. Nationally more
than 160 call centers meet the standards of and participate in the NSPL. Such a crisis call center is
equipped to efficiently connect individuals in a 'B'H' E:riéié "to"needed care. These programs use
technology for real-time coordination across a system of care and leverage big data for
performa nce impmvement and accountablllt\/ across systems every minute of every day That real-

port both texting and chat caa ithes=F
eer to Peer Warm Line that is staffed by C
le 24/7 readily accessible support, outrea
future crises or re-stabilize an individual
drug cravings, or feelings of lon

include the technology and the staffing to

Call function can be further supplemented '_
Peer Support Specialists. This service can p
postvention which can prevent the emergen
beginning to feel over-stressed, overco :
hopelessness, and burdensomeness. e
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2. Centrally Deployed Mobile Crisis Teams on a 24/7 Basis. Mobile crisis services are typically

comprised of a two-person (licensed clinician and peer partnerships are common) mobile crisis
team that offers assessment, outreach, and support where people in crisis are; either in the
person’s home or a location in the community {not a healthcare facility). The two person model is
intended to assure greater safety for the teams in their work in the community, to ensure that
those served have the best opportunity for engagement, and te allow for the transportation of
those served when warranted, eliminating the need for overuse of the police and ambulances for
transportation. Recently, programs have shown greater success by using GPS-enabled technology
dispatched from the crisis call center to efficiently connect individuals In crisis with the nearest
available mobile team. Programs should include contractually required response times and medical
backup. The MCT provides a timely face-to-face respanse and requires the capacity to intervene
quickly, day or night, wherever the crisis occurs. In cases where the person in crisis cannot be
stabllized and kept into the community, the MCT assists in transferring care to a higher level
program and will provide transportation for those that are voluntary when it is safe to do so.

Crisis Observation and Stabilization Facilities. These facility-based programs offer short-term BH
crisis care for individuals who need support and observation. Design of these facility-based
programs may vary, but ideally they will include a medically staffed flexible
observation/stabilization area with recliners, instead of beds, (often limited to less than 24 hours
of care) and that implements a “a no wrong door” process in which walk-ins, law enforcement and
other first responder referrals are immediately accepted without requiring any form of screening
prior to acceptance. This includes both voluntary and involuntary admissions and therefore, must
be staffed and equipped to assure the health and safety of everyone within the facility. These units
are typically a high speed assessment, ohservation, engagement, and stabilization serwce Each
admission receives the following services: a psychiatric evaluation by a Llcensed Psychiatpistegisr=
Psychiatric Nurse Practitioner that includes a risk assessment and medlcatlon evaluatlon a brief
medical screening by a registered nurse to ensure that co- occu rrmg ‘medical issues are addressed;
Substance Use Disorder screening and assessment by a- hcensed clmlman a psychosocial
assessment by a licensed clinician; crisis stabilization semces utlllzmg a high engagement
environment with a strong recovery focus and peer support model; comprehensive discharge
planning and community coordination of services.-

These observation stabilization programs are'tyi'o.i'c'a.lly' péired with some form of subacute short- ﬁ&‘
term {2-5 day) facility- based crisis program (elther inpatient, resplte or res;dentiar) tM@Ef;er more

crisis resolution expertise. This program neﬁ% to be licensed to accept
have the licensed ability to offer seclusion aifErestraint services, if needed. “This 1
to serve approximately 30% of the populatigiEthat were not sufficiently stabilized during
hour observation unit stay.

itutional environments that are enhan
atures. Common security elements s

Both settings should be designed as invitin

natural light and hopeful and inspiring aest

uniformed and armed security guards and ra gram

interventions are delivered by both professio RNP, RN, Clinician) and paraprofessional
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{certified peer support specialists) staffs designed to support ongoing recovery utilizing a
combination of treatment models, Including comprehensive discharge planning and community
coordination of services. But equally important is this interdisciplinary team creates and sustains
an environmental milieu where all “guests” are treated with dignity and respect, are authentically
and meaningfully engaged, and when dysregulated are allowed the space, time, and support
necessary to de-escalate. As a result, these stabilization settings, when appropriately staffed, are
able to assure greater safety than normally expected in crisis settings. Seclusion and restraints are
available, but rarely applied.

It should be noted that once these core Crisis Now Model components are in place and operating as
intended, there are additional crisis systems service enhancements that can be made. These.can include
a Peer Navigator service that assists individuals who have accessed crisis services to su bsequent! navigate
health and human services systems in order to access the benefits and services that potentla y furthe
stabilize and improve one’s quality of life, such as permanent supportrve housmg, suppor‘ted employment
or education. Another option is a Crisis Respite Center that is managed by and staffed with Peer Support
Specialists. Crists Respite is typically a short term {two week) res!dent_fal environment that operates as a
transition from crisis stabilization to the community, or as a step':'up fr_orh the community to prevent a
potential crisis. Other alternative models are being developed as t:oi_hfnunities become freer to innovate
in meeting identified needs and garner a broader base of bf‘é_b’ti_c_é:be‘sed evidence.

Communrtles that Iack a crisis service continuum pay the prlce in terms of the cost of law enforcement r
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The desired model is to connect individuals to a crisis provider as quickly as possible using a systemic
method that is analogous to the healthcare delivery system’s approach to medical emergencies. The table
below demonstrates how Crisis Now service elements align with the crisis services components operating
within most communities. This prototype can also be used as a tool to help model reimbursement for these
similar services in a manner consistent with parity expectations.

Responding to a Medical Crisis vs. a BH Crisis
Medical System BH Crisis System | Crisis Now Model
Call Center 911 Crisis Line or 911 | Crisis Line
Community Service Ambulance / Fire Police Mobhile Team
Facility Option Emergency Dept. Emergency Dept. Acute Crisis Observation &
Stabilization Facility
Facility Response Always Yes Wait for Assessment | Always Yes
Escalation Option Specialty Unit (PRN) Inpatient if Accepted | Crisis Facility or Acute (PRN)

The Crisis Now Transforming Crisis Services: Business Case suggests that a comprehensive crisis system is
affordable and within reach of most communities. The cost of crisis services can be covered by the
reinvestment of savings from the decreased spend on hospital-based services and incarceration. In
Maricopa County, Arizona, which includes the greater Phoenix area, the associated savings of a crisis
system containing all three core aspects of a crisis system have included the following system efficiencies:

s 37 fulltime equivalent (FTE) police officers engaged in public safety instead of behavioral health
transportation/security;

* Reduction in psychiatric boarding time of 45 years annually; and

* Decrease in inpatient hospitalization spend by $260 million.

The escalating costs communities pay for not investing in a comprehens:ve Crisis system are unsustainable;
manifesting as demands on law enforcement, other first: responders, justice systems, emergency
departments, service providers of all types, and public and.pr_wate payers. These escalating demands in
our communities are pushing the limits of what is affordable and sustainable, while resulting in adverse
outcomes for those in need of care and the communities within which they reside. The impact to vulnerable
members of our communities, and their families are devastating A comprehensive crisis system that
includes the three core components is essential to aII com;nu nities. Zero un necessary admits fog,behavioral

the respective communities to the practice standard
while also optimizing crisis resource design and allo
Rl International | Crisis Now Consultation to Alaska o
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respective communities; and to find opportunities to reduce overall health care costs, psychiatric boarding, -
law enforcement resources dedicated to these crises, and the incarceration of individuals when behavioral
health treatment is the preferred intervention. In order to implement and sustain comprehensive BH crisis
systems that are in fidelity to the Crisis Now Model, Rl examined available information regarding Alaska’s
alignment of facility licensure standards, CMS 1115 BH Waiver provisions, Medicaid administrative rules
regarding recognized provider types and services, along with payment rates, and plans for the
implementation of a behavioral health Administrative Service Organization.

Lastly, Rl applied the pertinent data that was gleaned throughout the assessment process, to its algorithmic
formulations to determine the general crisis capacity needs for each of the three communities. The results
of these calculations were subsequently modified to accommodate the unigue permutations of population
and health-seeking flows within and between these communities and Alaska as a whole. The results were
then analyzed against current crisis service assets and strengths to develop a set of concrete
recommendations on how to best develop and implement a staged approach to achieving the Crisis Now
Model within the three respective communities in a way that will also have overflow benefits to Alaska as
a whale, Rl implemented the following methodology and management plan to accomplish the scope of
services in meeting the Trust’s objectives for this project.

o Pre-Planning: Tele-conferences were convened with the Trust to discuss the project schedule,
deliverables and review pre-visit questions initially for the communities of Anchorage and Mat-
Su; and later for Fairbanks.

o Assessment: Rl injtially gathered information on the existing crisis systems in Anchorage and
Mat-Su, and later on Fairbanks, which included an examination of substantiated needs, an L
inventory of existing crisis services, and an analysis of the gaps in the crisis services prowded '

within these three communities. This was completed through a review of existifg pu

available records and data. Each of these sources is listed in the Reference Appendix of this

Report. Additionally, RI’s consultant team conducted stakeholder interviews over the course
of almost three weeks. At the closure of a week of interviews WIthln each locality, interviewed
organizations were invited to be represented at ahigh level closing debriefing session
regarding the week of interviews. These forums :pr_ov_i'd'ed an opportunity for attendees to not
only question the Rl consultant team, but also leadershig from the Trust and DBH. In the case
of Mat-Su, the MSHF leadership was at the tabl'eé'nd in Fairbanks, the Trust again was present.

The following organizations partmlpated ﬁin the interviews and debrlefmm eachmw

community:

Abused Women's Aid In Crisis, Inc. {,
Akeela, Inc. :

Alaska Court System, Weliness Cou
Alaska Department of Corrections {
Alaska Department of Health and S ¢
Alaska Farnily Services

cC 0 0O C 0o 0 0 0

Alaska Native Medical Center (ANMC
Alaska Native Tribal Health Consortium
Rl International | Crisis Now Consultation to Alaska
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Alaska Psychiatric Institute (AP1)
Alaska Regional Hospital

Alaska State Hospital and Nursing Home Association (ASHNHA)
Alaska State Troopers, Palmer and Fairbanks Posts

Alaska Youth and Family Network

Anchorage Airport Police Department

Anchorage Coalition to End Homelessness

Anchorage Community Mental Health Services, Inc. {ACMHS)
Anchorage Fire Department

Anchorage Neighborhood Health Center

Anchorage Police Department (APD)

Bean’s Café

Catholic Social Services

Careline

CHOICES

City of Wasilla, Mat-Com Dispatch

Connect Mat-Su

Cook inlet Tribal Council

Covenant House

Fairbanks Alrport Palice Department

Fairbanks Community Mental Health Services

Fairbanks Fire Department

Fairbanks Memarial Hospital

Fairbanks Native Association

Fairbanks Police Department and 911 Dispatch

Fairbanks Reentry Coalition

Fairbanks Rescue Mission

Fairbanks Youth Council

Family Centered Services of Alaska

High Utitizer Mat-Su (HUMS) Program

Mat-Su Borough Emergency Services .

Mat-Su Crisis Intervention Team Coalition and other iocal providers
Mat-Su Emergency Medical Services
Mat-Su Health Foundation (MSHF)
Mat-Su Health Services g
Mat-Su Regional Medical Center (MSR@C)
Mat-Su Pretrial

Mat-Su Wellness Court
Municipality of Anchorage

h’«xei“:

My House N %
NAMI Anchorage and Alaska Codmae
]

Palmer Police Department . 1
Providence Health and Services
Rasmuson Foundation
Restore, Inc.
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Set Free Alaska, Inc.

Southcentral Foundation

Tanana Chief's Canference

Turning Point Counseling Services

True North Recovery Services, Inc.

University of Alaska Anchorage Pclice Department
University of Alaska — Fairbanks, Fire Department
Volunteers of America (Anchorage)

o 0 0 0O 0O 0 Q0

Analysis and Draft Report, and Implementation Plan Development: Rl analyzed the
assessment results to identify gaps and opportunities for each of the three communities. This
was followed by an analysis of service demand, crisis system optimization, costs, feasibility,
and a review of funding mechanisms and weighed against potential areas of duplication that
might present an opportunity for efficiency between the Anchorage, Mat-5u, and Fairbanks
service areas. Subsequently, Rl developed an implementation plan, balancing all of these
elements and reviewed it with the Trust, DBH, and MSHF.

Community Engagement: RI engaged current and potential future stakeholders to rally
support for crisis system optimization utilizing the Crisis Now framework. Large community in-
person forums for stakeholders were convened in Anchorage, Mat-Su, and Fairbanks to begin
to build consensus within the community. Invitees for this forum were determined by working
with the Trust, DBH, and MSHF.

Final Report and Plan: This Report is the project’s final work product which.is mtended to be
a roadmap for the development and implementation of Crisis - Now Model se ,-j

Anchorage, Mat-5u, and Fairbanks that build on the current Crlsis assets W|th|n gach service e
area while maximizing system efficiencies whenever posmble ThIS Report contains all of the ?%%

substantive information acquired in the course of the, prcuect and will be able to be publicly

shared by the Trust, MSHF, DBH, and others, This Report mcIudes

« Anoverview of project, lessons learned, and r_ecomm_endatlons for the future;

s A brief description for each of the com munit_ie_s-'bf-'specific elements of the crisis system
{call center, mobile teams, crisis stabilization/crisis residential, staffing characteristics,
recovery values) with recommendatlons for needed capacity. )

* Arecommended plan for each communlty (within the context of the needs of,gl,aska asa &
whole} as to how to best incorporate ezﬁstmg community resources, and w
should be enhanced/created. For: eaﬁn element this Report
requirements, facility size, and pot ;
overall cost impact of the rmpleme :
savings to the system.

Wrap-Up Meeting: The goal of thls m

and determine actionable next steps.

hetween representatives from the Trustzl
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Findings and Analyses

Alaska and its various service entities have done a commendable job over time of chronicling BH needs
locally and statewide, inventorying related existing service capacity, completing gaps analyses, issuing
recommendations for providing a more comprehensive response to not only BH-related needs, but also
their social determinants. This body of work has included analyses and recommendations related to
needed public policy changes and rate structures to support a wide array of recommended service system
enhancements. The following reports were reviewed in preparation of this Report and the relevant
information gleaned fromtheir respective findings and recommendations for assessing the crisis response
systems in Anchorage, Mat-5u, and Alaska, have been integrated herein:

o) Alaska Behavioral Health Systems Assessment Final Report, prepared by Agnew:Beck
Consulting, LLC and Hornby Zeller Associates, Inc., Updated January 22, 2016.

o Alaskg State Hospital and Nursing Home Association’s {ASHNHA} Acute Behavioral Health Care
Improvement Project - Civil, prepared by Agnew::Beck Consulting, LLC, 2019.

o Anchorage Fire Department Mobile Integrated Health Program: Community Para-medicine
White Paper, 2018.

o Division of Behavioral Health’s Forensic Psychiatric Hospital Feasibility Study — Forensic,
prepared by Agnew::Back Consulting, LLC, 2018.

o Fairbanks North Star Borough Behavioral Healfth Services Assessment: A Local Perspective,
Fairbanks Weliness Coalition, prepared by GOLDSTREAM Group, inc., 2018.

o] HEALTHY FAIRBANKS 2020 Community Health Needs Assessment, Final Report, 2015,

o Mat-Su Behavioral Health Environmental Scan: Report 1 — The Crisis Response System

prepared by the McDowell Group and the Western Interstate Commlssmn on ngher Ed ]
(WICHE), 2014, s
o} Mat-Su Behavioral Health Environmental Scan: Report 2 — The System of Care, prepared by e |
the Mat-Su Health Foundation and the Western lnterstate Comm:ssmn on Higher Education
(WICHE), 2015. i
o Mat-Su Regional Medical Center Emergency Department Data Analysis Partial Preliminary

Draft Report, prepared by the McDowell Group, 2017.
o Strengthening the System: Alaska’s Comprehensive integrated Mentol Health Program Plan

2020-2024, Alaska Mental Health Trust Autho_ri_ty',-2019.

The very first opportunity identified in the Alaska Behmgomi Hea!th Systems Assessment Finj
was updated in 2016 was, "Statewnde gaps in the conﬁnuum of care combme»‘ i

_psychiatric patients, and does__not _h_:;iv'e

capacity for long term treatment or effectivé arge to community services.”

The recommendations coming out of that report ce
Alaska’s current continuum of acute BH services’

n a more traditional approach to strerk
in EDs and hospitals. It focus.ﬁ@%\
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improvements inzemergency departments, hospitals, and community-based services to better serve those
with BH conditions.

A key finding from DBH’s 2019 Forensic Psychiatric Hospital Feasibility Study was,

“Alaska needs to divert more people experiencing mental illness and psychiatric crisis from
the criminal justice system to appropriate behavioral health programs, and address basic
needs.”

A key recommendation from that report was to, “Implement a Crisis Now crisis stabilization model.” To
accomplish this, it was further recommended that DBH and the Trust execute “a technical assistance
contract with Rl International to provide recommendations on development of crisis stabilization in
Alaska.” This Report represents the initiation of that technical assistance.

The one exception to the consensus view that a crisis continuum of services is critically needed in Alaska
was reported in the 2018 Fairbanks North Star Borough Behavioral Health Services Assessment: A Local
Perspective. In a survey of clients, providers, organizational leadership, and community support
organizations, crisis or emergency services were reported to be "the easiest services to abtain. This
response was among the three highest scoring services for two of the four groups of survey takers
(providers and community support organizations). We can only surmise that respondents were framing
their answers relative to the responsiveness of EMS and police response. Given that inpatient mental
health services and detoxlfication for drugs other than alcohol, were the two most difficult services to
access according to three of the four groups surveyed, the implementation of the Crisis ‘Now Model m" N
Fairbanks would address the barriers associated with access to both services. Because of proble | - _
by the Alaska Psychiatric Institute (API) in Anchorage, Fairbanks’ already bad SItuatlon w1th managing‘BH
crises has been deemed as getting worse. I PR R A k-

AP has faced federal and state scrutiny, at one point almost losing 'it's;:abil'iiy'to participate in Medicaid.
Because of multiple challenges, including significant staffing shc;"rtag'és, over half of the 80 beds at the
facility have at times been out of commission. As a result, patients from Anchorage have been sent to
Fairbanks and Juneau to receive care. As Fairbanks began to experience the back-flow of patients out of
Anchorage and the Mat-Su, Fairbanks has been struggli_n'g t'o _m_éét its own community BH needs. .

within each locality. Without doubt, there is a see
to, that a responsive crisis system is desperately ne
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Many participants shared, that in an attempt to manage day-to-day crises, their respective organizational
resources are being over-taxed and they are personally feeling overwhelmed by these day-to-day, on-the-
ground, realities. When discussing the merits of the Crisis Now Model, one Police Chief expressed his
frustration by stating, “We have been talking about this for over five years, when are we going to do it?”
Bottom line is that these service system inadequacies are having a deleterious impact on those that need
them and on those who are connected to them. The irony in all of this, is that the vigorous attempts, in
each community to stabilize BH crises, is expensive and ineffective for the most part. These dynamics are
oceurring in environments where resources are definitely limited, if not scarce. As a result, it is incumbent
on all stakeholders to utilize every resource as effectively and efficiently as possible. This will require
collahoration to change the crisis response status quo from, “the wrong service, at the wrong time, and at
the wrong place,” to “the right service, at the right time, and at the right place.”

In preparing the recommendations for this Report, the Rl consultant team became firmly convinced that
the Crisis Now Mode! holds tremendous promise for Alaska, and in particular, for the higher density
populated communities of Anchorage, Mat-Su, and Fairbanks. Implementation of the Crisis Now Maode!
has the potential of meeting the BH crisis-related recommendations from the reports cited above. This
perhaps can best be illustrated by the diagram entitled, “Civil + Forensic Psychiatric Continuums of Care,”
that Agnew::Beck Consulting developed to illustrate the BH continuum of care in conjunction with the
Forensic Sequential Intercept Model. The application of the Crisis Now Mode! provides for a set of
community-based BH crisis intervention and stabilization facilities and services that effectively and
efficiently meet the community needs associated with Intercept Levels 1, 2, and much of 3.

Once established, the component services of Crisis Now will divert the overwhelming majority of
individuals experiencing BH crises from EDs and jails. It is the best conceivable solution for both the civil

and forensic sides of the BH crisis equation. The re-engineering recommendations for EDs and hospitals:
forwarded by Agnew::Beck, to better accommodate the needs of those with BH condittons; shiould in large
measure still be carried out. But significant modifications of those recommendatmns are warranted on the
civil side with the implementation of the Crisis Now Model. :

Fully implementing Crisis Now however is not witheut its chal]enges and those challenges will be delineated
later in this Report. But there is another dimension assomated with BH crises that Crisis Now will alsa
ameliorate. A judicial ruling has recently been made in a lawsuit filed a year ago by the Disability Law
Center of Alaska and the Public Defender Agency seeking the cessation of lengthy jail and emergency room

bed availability at the Alaska Psychiatric Institute. Thegﬂllng orders the Alaska %ﬁmen‘c 5 He
Somaf Services to come up W|th a planfor appropriate ﬁposmons in these cases. - i

en other facilities can't admit them
s, to see if a person no Ionger meets t }
1 anyone stuck awaiting & room at API; 8

s Provide evaluations, potentially in emergen
criteria to be held, or could go to another fa
s Make sure people in jail whose charges are e, but meet criteria for civil commitmen
to a psychiatric facility within 24 hours. R
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detentions of people in a mental health crisis. This problem appears to be exacerbated by m%tage of




Rl has collaboratively worked with ather states that have faced similar Issues with expeditious and clinically
appropriate dispositions for civil commitment. Some years ago, Alaska implemented two Designated
Evaluation and Treatment (DET) Programs for this purpose located in Fairbanks and Juneau. It is somewhat
outside the scope of this Report, but it would seem worthwhile to fully assess the functioning of both DETs
and determine if the DET model is meeting today’s needs and whether it requires re-design; or as Crisfs
Now Is being implemented, will DETs no longer be necessary? If this proves to be the case, the expense
associated with the operation of DETs could he reinvested to support either Crisis Now implementation or
to further buildout intensive community-based treatments and supports.

Civi « Continuum of Acute Behavioral Health Services

=\ i,
41 C§.‘f‘,§§§"‘§\? %mam 7

Forensic - Sequential

Agnew::Beck Consulting 2019

Each of the reports reviewed have built the case using incidence, prevalence, utilization, and other data to
substantiate the critical need for the application of the Crisis Now Model in Alaska. Because of this rich
archival of documented data, Rl will not be replicating what already has been thorough]y doaumented ’
Instead, it should suffice to conclude, as represented as a strategy in Alaska’s Comprehens:ve hg '
Mental Health Program Plan 2020-2024, “Ensure crisis stabilization ser\nces statewnde

One of the documents reviewed was the Mat-Su Behaviaral Hedh‘h 'E'nvirdnr'ﬁehtal Scan: Report 1 — The
Crisis Response System prepared by the McDowell Group, the Westerri Interstate Commission on Higher
Education (WICHE) and the Mat-Su Health Foundation in November 2014, which used the Substance
Abuse and Mental Health Services Administration's (SAMHSA} Good and Modern Addictions and Mental
Health Services System typology for its recommendations for’'a crisis response system in the Mat-Su

Borough. This is an applicable framework for examining the crisis response capacities of the Municipalities &
of Anchorage and Fairbanks as well. Please refer to the Jable that follows. -
L w E r

Careline

Warm line
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True North Recovery

Peer-based crisis services Cook Inlet Tribal - -
Council

24/7 crisis hot-line services AWAIC Careline
Careline Fairbanks
Careline PPER Community
Mat-Su Health 'Anchorage Behavioral Health
Services (MSHS) Community Mental Center (FCBHC)
Health Services
(ACMHS)

Anchorage Safety
Patrol {ASP)
Crisis Interventicn Crisis Intervention
Mobile crisis services - Team (CIT) Team (CIT)
CRT (APD)

Anchorage Fire Dept.
CORE Team (AFD}

The dash Indicates that the services does not exist

The original Table 5. in Report 1 of the Mat-Su Envira:. ental Scan only compat;
communities of Mat-Su and Anchorage. Fairbanks W§added for the purposes'sf

“Table 5. presents a comparison of the ser\%

services suggested in the Good and Modern 2
Mat-Su residents do not have access to an
model system.”

states:

available in Mat-Su and Anc_hor.age w'i:th ; ;
ons and Mental Health Service System. %
services suggested by SAMHSA in this
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Crisis Call Center

Report 1 of the Mat-Su Environment Scan also indicates there is a crisis hotline at Mat-Su Health Services
{MSHS) for serving Mat-Su; however, it does not meet the American Academy of Suicidology Standard for
telephone response Level | {American Association of Suicidology, 2012). Although it meets the first part of
the standard, assoclated with having a dedicated phone number and phone line that is answered on a 24-
hour crisis basis, the line is not staffed by a “person specifically on duty for the purpose of responding to
crisis callers.” The professional who answers the call also responds to the emergency department and has
other job responsibilities, While this service is an asset to the Mat-Su community, it does not qualify as a
state-of-the-art crisis call center,

AWAIC too operates a 24-hour crisis line in Anchorage for those experiencing domestic violence or its

effects. Direct Service Advocates staff the crisis line. These positions do not require a degree or. cllmcal _
credentials, but do require “lived experience.” The crisis line staff are trained in-house at AWAIC-a W
receive outside training. AWAIC indicates that it does receive suicidal calls and the res ponse. offered varies ”W%
based on the call. Generally the Advocate will attempt to stabilize the caller and make referrals as she or ' e
he deems appropriate or engage 911 if the caller seems at imminent Fisk. Most calls are not generally '
routed to existing suicide hotlines. While this is a necessary domestic violence service for Anchorage and
beyond, it is not intended to be a comprehensive BH crisis call center. .

Also in Anchorage, Providence Health and Services operates an ED Crisis Line, but it no longer has assigned
staffing to support this function. Therefore, this service demonstrates similar limitations as those of MSHS .

in meeting minimal crisis call center standards. : g . , = 1

serves as the State’s suicide prevention hotline, _ha
Fairbanks and is a 24/7 crisis call center that is fun
Services’ Comprehensive Behavioral Health Prev
accredited by the American Association of Suicido
Suicide Prevention Lifeline Network. Careline tc
SOMEQNE-TO-TALK TO LINE.” It offers texting suppe
Careline App. The App makes Careline particularly at
those who have downloaded it. Careline also mainta

young people and extremely accessi
ite, but it is uncertain how much tra
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generates, particularly since it does not provide much information to support help-seeking behavior, nor
does it provide reports on Careline’s performance, staffing levels, or professional credentials,

Careline maintains a toll-free phone line system with an adequate number of phene lines and technology
to maximize staff performance and call center operations. The system allows the call center to track and
monitor calls received, and it contracts with another call center for roll-over calls which is when Careline’s
call volume capacity has been exceeded.

Careline’s call volume has roughly doubled over the five years that it has been operational. In FY15, it
received 10,270 calls and by FY19, it was processing 20,616 calls. Given that 300-400 calls per month are
flagged for BH and/or suicide by Anchorage APD’s 911 dispatch, if these calls were processed by Careline,
its volume of calis could increase by as much as 4000 or more per year. Of these calls, 150-170 are currently
being transported to a hospital. If a person doesn’t go to a hospltal, there are a variety of other dispositions,
including jaif. APD estimates that its officers are typically, spending 2-3 hours on BH calls, but some have
extended up to 10 hours. Comparatively, if responding to a call where there is no arrest and no Bt issues,
officers can be on and off the scene in 15 to 30 minutes.

The time commitment, by all first responders in Anchorage, is exacerbated by EDs issuing diversion alerts
when treatment capacity limits have been reached. While there does not appear to be any data collected
to quantify these occurrences, there appears to be a dynamic in these communities, not only in Anchorage,
where first responders get caught in a revolving door transiting from one ED to the next.

Any 911 call initially comes to APD. APD may transfer to AFD if the call is medical/fire in nature. lfthe call
is BH-related, police will respond. However, they may request medics to stage if the person mm:

imminent risk of harm (i.e. standing on edge of a bridge). If there is a suicide attémpt, AFD and APD W|Il co- e
respond. Typically, AFD will nat respand to Bean's Café/Brother Franas home[ess shelters in Anchorage %@%

without a police presence, unless this option is not available.

Current practice does not permit APD dispatch to connect a caller to Carelme however, Careline does
accasionally transfer calls to APD. This does not have to be the case. Protocols can be mutually developed
and agreed to, and implemented that would facilitate all of the State s 911 dispatch call centers to transfer
BH calls to Careline. :

The following chart shows the monthly distribution Ofgreline calls for FY19:
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With the exception of FY16, each of the other five years, Careline’s calls have distributed along a similar
trend line. Callvolume incrementally increases from Iuly to January or February when there is a precipitous
drop in call volume. This is the period when Alaska's incidence of suicides begms to esca!a’te whlch
coincides with longer days of sunlight following the long, cold, and dark winter. :

Careline provides staffing to cover five (5} phone shifts per day, 7 da_ys'r'a'_f\}Veek,' 365 days a year and
additional relief staff to respond to periods of high call volume. It also maintains staffing to provide
coverage for the crisis text-line service which operates 5 days a week, for a total of 40 hours a week. All
staff are provided training {including relief and volunteer staff) according to established, and emerging,
hest practices as defined by the American Association'Of'Suic_'id_d_Io'g'y. Careline’s written policies and
procedures include policies regarding the provision of follow-up contacts to callers, secondary trauma
therapeutic support for call center staff, and su pervisio'n: and_clj_hical consultation.

Careline holds memorandums of agreement with multkﬁle statewide partners includmg la
agencles, BH providers, and other health and social seg:?me providers. Careline €
monitoring, and evaluation and analysis of call data tig;éientlfy trends that can hélg :
and effectiveness. Based on current call trends, it isZxpected that a Crisis Call Center simifar o Ce
would dispatch MCTs to about ten percent of the ca ming in from Anchorage, Mat-Su, and Fai

Since Careline’s call volume for FY19 was 20,616: it would be expected that there woul :
potential statewide for approximately 2,000 MCT disj
would be expected to be appropriate for MCT respona
an EMS or ambulance intervention. In FY19, Carg
Anchorage.

e the majority of these caHs have not regaited
patched first responders only 56 tllﬁn
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Care Traffic Control Hub Model

The keystone of the Crisis Now Modef is a 24/7 Crisis Call Center. When equipped with the technology to
support Care Traffic Control, 90% of crisis calls can be stabilized and resclved without further intervention.
Careline is currently a major crisis response resource for the entire State of Alaska and may be enhanced
to serve as the foundation upon which the Crisis Now Model can be built. Standing up a new Care Traffic
Call Center is possible, however enhancing Careline’s existing infrastructure is one option available to the
state which may be less expensive than starting a call center from scratch. This recommendation supports
the intent of RI's consultative effort to identify assets that exist that can be optimized or built upon to
support implementation of the components of the Crisis Now Model. Naturally considerations must be
weighed about the feasibility of this resource, the location of operation of a Care Traffic Control Hub and
other considerations such as worlforce and service coordination.

Learning from Air Traffic Control Safety e o E

The keys to advancements in aviation safety are simple. There are two \ntally !mportant objectives that,
without them, make it impossible to avoid tragedy:

s  Objective #1: always know where the aircraft is — in time and space — and never lose contact;
s Objective #2; verify the hand-off has occurred and the alrp!ane is safely in the hands of another
cantroller,

own. These objectives easily translate to BH. We sh&lild:
verify that the appropriate hand-off has occurred. ¥
most of public sector BH crisis systems. Individuals$
typically in the midst of a mental health or addiction ¢
that air controllers provide. '
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In 2006, the Georgia Crisis and Access Line was launched. The goal was to have an “air traffic controller’s
view” of individuals currently navigating the crisis system. This goal was accomplished through state-of-
the-art technology, including an integrated software infrastructure that tracks individuals at a statewide
ievel, with built-in assurance of consistent triage, level of care protocels, and warm hand-offs to the
appropriate crisis service teams across the state. This is very different from traditional systems and can
reduce the number the failures facing current systems across the country. This approach does not implya
belief that human beings can be routed iike objects, nor is it an effort to force a one-size-fits-all approach
on unique geographies, demographics, funding streams, and BH care systems. Rather, it ensures no
individual gets “lost” in the system.

Making the Case for a Close and Fully Integrated Crisis Services Collaboration

In 2010, the Milbank Memorial Fund published the landmark report, “Evolving Models of Behavioral Health
Integration in Primary Care,” which included a continuum from “minimal” to “close to fully integrated.”
This established the gold standard for effective planned care models and changed the views of what is
acceptable community partnership and collaboration. Prior to this, coordination among BH and primary
care providers had frequently been minimal or non-existent, and it would have been easy to accept any
improvement as praiseworthy.

In fact, the Milbank report portrayed close agency-to-agency collaboration (evidenced by personal
relationships of leaders, MOUs, shared protocols, etc.) at the lowest levels of the collaboration continuum.
They described these community partnerships and their coordination as minimal or basic, citing only
sporadic or periodic communication and inconsistent strategies for care management and Coordmatlon
They called for frame-breaking change to the existing systems of care, and their report contln e-'
reverberate throughout the implementation of mtegrated care, : '

Required Elements of a Statewide Crisis Services “Care Traffic Coh;rpl_'System’f_ e

The Milbank collaboration continuum (original citation Doher‘cy, 1995) for the purposes of evaluating crisis
system community coordination and collaboration (see the graphlc below)

“baked into” electronic processes, not simply add-o
and Fully Integrated” care, it must implement an |
online, real-time, and 24/7:
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Status Disposition for Intensive Referrals: There must be shared tracking of the status and disposition of

linkage/referrals for individuals needing intensive service levels, including requirements for service
approval and transport, shared protocols for Medical Clearance algorithms, and data on speed of
accessibility {Average Minutes Till Disposition).

24/7 Outpatient Scheduling: Crisis staff should be able to schedule intake and outpatient appointments for
individuals in crisis with providers across the state, while providing data on speed of accessibility.

Shared Bed [nventory Tracking: Intensive services bed census is required, showing the availability of beds
in crisis stabilization programs and 23-hour observation beds, as well as, private psychiatric hospitals, with
interactive two-way exchange (individual referral editor, inventory/through-put status board)}.

High-tech, GPS-enabled Mobile Crisis Dispatch: MCTs should use GPS-enabled tablets or smart phones to
quickly and efficiently determine the closest available teams, track response times, and ensure clinician
safety (time at site, real-time communication, safe driving, etc.).

Real-time Performance Outcomes Dashboards: These are outwardly facing performance reports measuring
a variety of metrics such as call volume, number of referrals, time-to-answer, abandonment rates and
service accessibility performance. When implemented in real-time, the public transparency provides an
extra layer of urgency and accountability.

In addition, the system should provide electronic interconnectedness in the form of secure HIPAA-
compliant, and easy-to-navigate web-based interfaces and community partner portals - to ‘support
communication between service and support organizations (including emergéhcy 'dep'artmeht-, :
service agencies, and community mental health providers) with intensive service prowders {such as acute
care psychiatric inpatient, community-based crisis stahilization, mpatrent detoxlflcatlon and mobile crisis
response services). One of the advantages that Alaska has in this'regard is the statewide im plementation
of the Emergency Department Information Exchange {EDIE). _E_DIE has the_ capabihty to exchange real-time
data on ED dispositions. In addition, it has care coordinatio_h_':f'unc_tionélity that should be maximized in
Anchorage, Mat-Su, and Fairbanks so that care is coordinated and is not restricted to crisis episodes.
Interfaces should also include web-based submission forms for .use by community partners to support
mobhile crisis dispatch, electronically scheduled referrals by hospltafs as a part of discharge planning, and
managed care and/or authorization requirements. .~ " - it

process including wheré& thay ¢

engage those at risk and track individuals throughodt.. ;
ance them to service Imkage Thelr na%es

have been waiting, and what specifically is needed t
on a pending linkage status board, highlighted in gn
have been waiting.

When a person contacts the Crisis Line, they have
has taken it. The answering clinician will continue hol;
someone else has successfully taken hold. A warm
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verification that the caller successfully engaged with another entity that has accepted the clinical
responsibility for the caller’s care and support. This verification process is applicable to referrals to mobile
crisis, law enforcement, or an emergency department. These approaches also apply for those with routine
needs, who turn out not to be in crisis but have been engaged by a mobile crisis team or the crisis call
center. The staff of the Crisis Line follows up with everyone, 100% of the time. As a result, despite
increasing numbers of referrals flowing through the system, individuals are being accepted into care faster
and more effectively,

Optimizing Careline to Become Alaska’s Care Traffic Control Hub

Even organizations that maintain numerous close relationships with other service and support
organizations can be extremely inefficient and ineffective when they are dependent on referral protocols
that rely on telephonic coordination of care {voice mails, phone tag, etc.). Many, if not most, crisis referrals
fall through these proverbial cracks in the system. The time has passed for having to continue to rely on
these antiquated processes. There have been several national discussions about current system failures
and the frequency by which individuals have tragic outcomes hecause of the failures of outmoded
practices. Crisis systems must take seriously the need to avoid both near misses and tragedies, and we
helieve statewide community collaboration for Level 5 crisis systems are the solution. if the National
Transportation Safety Board settled for a 99.9% success rate on commercial flights, there would be 300
unsafe take-offs and/or landings per day! Air traffic controllers only settle for 100% success, and Alaskans
deserve no less.

The approaches described above are not hypothetical; they have been employed on a statewide ba5|s for
over 20 years in Georgia. New Mexica and idaho added statewide crisis and access lines i m 2013; __ ar_a
faunched its statewide system in 2014, and NYC Well launched in 2017. But only Georgia, ha the fu
functionality of a Care Traffic Control Hub, and so can Alaska. This will requwe an addltional investment in
Careline to hecome Alaska’s Care Traffic Control Hubh. While other crisis line ‘'services, such as those
operated by MSHS and Providence, are free to operate in thelr respectlve communities. it is the view of
the Rl consultant team, assuming Careline becomes Alaska’s Care Trafflc Control Hub, maintaining these
local crisis call line resources would be an unnecessary: duphcatlon ‘of services and would potentially
confuse individuals in distress about what crisis number to call. Wlth a statewide Care Traffic Control Hub,
all crisis call traffic should be directed to it, since it will have the complete array of respurces to successfully

manage the crisis. ThlS will be 5|mpllﬁed for beneflclarles when Carelme fs designated as Alaska’s 233 crisis

It would not be unreasonable for the communiti‘é;s'
have its own Care Traffic Control Hub. In fac
Environmental Scan; Report 1 —~ The Crisis Respons
warm line for use in Mat-Su.” Often communities-v
by their neighbors, who presumably understand thél
however is counter-balanced by the fact that BH servi pot often accessed, because the persol%s

m reads, “Develop a robust, crisis  hotli
ir problems as unique and prefer to b

Rl International | Crisis Now Consultation to Alaska

31
Exhibit 1

Page 31 of 88

5




not want anyone who is familiar with them to know that he or she has a BH condition that requires
assistance.

A crisis call center that is statewide offers the potential for greater anonymity. In contrast to a statewide
call center, Phoenix, Arizona metropolitan area, for example, has its own crisis call center, but it also has a
population of 4.5 million people. Alaska, on the other hand, is estimated to currently have a total
population of 735,720. With an estimated 291,538 residents in 2018, Anchorage is Alaska's most populous
city and contains more than 40% of the state’s total population. While Anchorage s substantialiy larger
than either Mat-Su or Fairbanks, it does not have the efficiencies of scale to operate its own Care Traffic
Control Hub, and it therefore follows that neither do Mat-Su or Fairbanis.

Careline, as noted earlier, operates a peer-to-peer warm line, but not on a 24/7 basis. In RI's experience,
this warm line support service is a critical value-added service to a crisis call center. It frees up clinical staff
to triage calls and provides callers with a peer support resource that is free to spend longer periods of time
with the caller and provide meaningful engagement. In addition, peer support staff can participate in post-
vention work that is increasingly proving to be effective in preventing crisis episodes. Therefore, the peer-
to-peer warm line hours should be extended to 24/7. Likewise, the capacity for texting should be expanded
from 40 hours a week to 24/7 to accommodate the needs of youth who tend to only access help via this
maodality. However, operating a texting services tends to cost two to three times as much as audio in terms
of staffing capacity and therefore, is more costly.

One final note, regarding the optimization of Careline to become Alaska’s Care Traffic Control Hub. In order

for it to function as a keystone statewide resource, Alaskans need to know that this statewide resource - .
exists and is immediately accessible. Therefore, the implementation of a sustained Careline marke' ing.plan
is critical and it should include website traffic optimization. The fact that this Hub can offer a 90% success
disposition rate is particularly critical to Alaska given its dearth of on-the ground BH resources in remote
rural and frontier areas, s :

If, for whatever reason, Careline Care Traffic Control Center optlmlzatlon is not pursued, DHSS's Division
of Behavioral Health could put this service out to bid. Openmg up this opportunity to an open procurement
would afford Alaska the opportunity to evaluate proposals from m—state entities versus potential bids from
out-of-state vendors.

Mobile Crisis Teams (VICT)

gﬁm

Community-based mobile crisis is an integral part o
provide individuals with less restrictive care in a mo|
more effective results than hospitalization or ED
medical and behavioral health providers, law enfo
mobile crisis is an effective and efficient way of reso

Community-based mobile crisis services typically u
teams, deployed in real time to the location of a pers
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outcomes for that individual. Since the mid-2000s many metropolitan area mobile crisis programs have
used GPS programming for dispatch in a fashion similar to Uber, identifying the location of teams by GPS
signal and then determining which team can arrive at the location of an individual in crisis the guickest.

Most community-based mobile crisis programs utilize teams that include both professional and
paraprofessional staff, for example, a Master’s- or Bachelor’'s-level clinician with a peer support specialist
and the backup of psychiatrists or other Master’s-level clinicians. Peer support workers often take the lead
on engagement and may also assist with continuity of care by providing support that continues past the
crisis period. This is the model of MCT that Rl utilizes and endorses and recommends for Afaska.

In many localities, a co-responder model is used. In this model, a law enforcement officer is paired with a
BH professional. Rl operates co-responder teams in hoth WA and NC and so does APD. The Institute for
Sacial Research at the University of New Mexico conducted a literature review on MCTs in 2016 which
compared these two models, which The Institute labeled as civilian MCTs and officer/civilian MCTs:

+ Both models of civilian MCTs and officer/civilian MCTs are effective in fulfilling the main goals of
diversion and on-site crisis stabilization/intervention.

s  Civilian MCTs are more equipped to deal with on-site treatment and swift evaluation, but may not
have the training and resources to deal with potentially violent situations.

+  Officer/civilian MCTs are more equipped to deal with potentially violent situations, but have iess
on-site treatment options because of the composition of the team.

o Civilian MCTs are proven to be able to take calls from law enforcement and respond to crises and
stabilize/intervene and divert citizens. T e

» |If violent calls are received by civilian MCTs, they most likely originate from law enforcema"
if the community civilian MCTs are dispatched to a \nolent 5|tuat|0n they can contact - law -
enforcement to intervene, i TR I :

s The officer/civilian MCTs are proven to effectively deal W|th persons who have acute and severe
mental illness, and a high potential of violence. :

s The research for civillan MCTs has not conclusively shown how they deal or can deal effectively
with persons of violent potential or if they even _n_eed to deal with violent individuals at all,

Rl holds that there are two factors that favor the professwnal/peer MCT model. These have to do with the 2
efficacy of peer engagement and with the fact that the operatlona] costs assoclated with the,g%];gams areﬂéw%
significantly less than the co-responder model. The ¢ 10 :
uniformed officer, in responding to crises on the grou i
a law enforcement officer on the other hand, can resﬁ in an escalatlon of agitati
because his or her fears are triggered. A peer spec | _
authentically sharing ones lived experience, of “hayise been there,” has a calming influence tha
serves to de-escalate the crisis and hence lower the f violence. Hence, dealing with violent sitf
becomes less of a concern with these MCTs. o '

The co-responder model typically pairs a BH profess
benefits to support a law enforcement officer are sub
the costs associated with the development of a polic
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realities and the fact that the professional/peer model has demonstrated its efficacy, and in addition RI
having experience with both models, Rl stands by its recommendation of the professional/peer model.

According to SAMHSA’s report on crisis care (2014):

The main objectives of mobile crisis services are to provide rapid response, assess the
individual, and resolve crisis situations that involve children and adults who are presumed
or known to have a behavioral health disorder {Allen et al., 2002; Fisher, Geller, and Wirth-
Cauchon, 1990; Geller, Fisher, and McDermeit, 1995). Additional objectives may include
linking people to needed services and finding hard-to-reach individuals (Gillig, 1995). The
main outcome objective of MCTs is to reduce psychiatric hospitalizations, including
hospitalizations that follow psychiatric ED admission.

Community-based mobile crisis response teams exist in the majority of states, but few have statewide
coverage. While terms describing mabile crisis care differ, these programs share common goals to:

* Help individuals experiencing a crisis event to experience relief quickly and to resolve the crisis
situation when possible;

s Maeet individuals in an environment where they are comfortable; and

+ Provide appropriate care/support while avoiding unnecessary law enforcement involvement, ED
use, and hospitalization.

Studies that were identified in the Crisis Now monograph suggest that MCTs are effective ‘at diverting
people in crisis from psychiatric hospitalization, effective at linking suicidal individUa:Is: dischargedF
emergency department to services, and better than hospitalization at linking people in '_cri.f_;-is to OUtpatient
services. In addition, another study from the year 2000, analyzed the effectiveness and efficiency of a MCT
by comparing it to regular police intervention. The average cost per case was $1,520 for MCTs, which
included $455 for program costs and $1,065 for psychiatric hospitalization. For regular police intervention,
the average cost per case was $1,963, which consisted of $73 for police services and $1,890 for psychiatric
hospitalization. In this study, MCTs resulted in a 23% lower average cost per case. These findings are dated
and did not account for the array of savings assomated Wlth reductions in the utilization of EDs,
hospitalization, and incarceration, L

Triage and Screening

screening for suicidality; assessment; de-escalaticn lution; peer support; coordmatlon W|th
and BH services; and crisis planning and follow-up. “‘"*"‘""fm. mobile crisis responses are mltlated viag
call to a hotline or provider, the initial step in pr i
determine the level of risk faced by the individual in is 1
discussing the presenting situation with the calle : obile crisis staff must decide if eme
responders should be involved. — '

The essential functions of mobile crisis services 2 gd include trlage/screenln
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For example, if the person describes a serious medical condition or indicates that he or she poses an
imminent threat of harm, the mobile crisis team should coordinate with emergency responders. The
mobile crisis team can meet emergency responders at the site of the crisis and work together to resolve
the situation. Expliclt attention to screening for suicidality using an accepted, standardized suicide

screening tool should be a part of triage.

Assessment

The BH professional on the MCT is responsible for completing an assessment. Specifically, the he or she

should address:

¢ Causes leading to the crisis event, including psychiatric, substance use, social, familial, and legal

factors;
s Safety and risk for the individua! and others involved, including an explicit assessment of suicide

risk;
e Strengths and resources of the person experiencing the crisis, as well as, those of family members

and other natural supports;
« Recent inpatient hospitalizations and/or current relationship with a mental health provider;

s Medications and adherence; and
» Medical history.

As indicated eariier, following the tragic death of a Washington State social worker in 2006, the legislature
passed into law a Bill relating to home visits by mental health professionals. Provisions within the Bill =

include the following:

* No mental health crisis outreach worker will be required to conduct home visits alone.
= Employers will equip mental health workers, who engage in home visits, with a communication

device. S
* BH practitioners dispatched on crisis outreach visits will have prompt access to any history of

dangerousness or potential dangerousness on the client they are visiting, if available,

Given that MCTs intervene with individuals in their natural environments, including their homes, these .=

Py A
types of safety protocols require MCT adherence. -2 - =
De-escalation and Resolution % : -
g

Community-based MCTs engage individuals in coun
escalate the crisis. The goal is not just to determin_e
be referred, but to resolve the situation so that a hi

seded level of care to which the 'lndividu
“lovel of care is not necessary. * -

Peer Support
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According to SAMHSA (2009}, mental health crisis services “should afford opportunities for contact with
others whose personal experiences with mental illness and past mental health crises allow them to convey
a sense of hapefulness first-hand. In addition, peers can offer opportunities for the individual to connect
with a supportive circle of people who have shared experiences—an option that may have particular
relevance given feelings of isolation and fear that may accompany a mental health crisis.” This is equally
valid for those with substance use disorders.

For community-based MCTs, including peers can add complementary qualifications to the team so that
individuals in crisis are more likely to relate 1o while undergoing crisis intervention and support services.
Peers should not reduplicate the role of BHPs, but instead establish rapport, share experiences, and
strengthen engagement with individuals experiencing a crisis. They may also engage with the family
members of {or other persons significant to) those in crisis to educate them about self-care and ways to
provide support.

Coordination with Medical and Behavioral Health Services

Community-based MCTs, as part of an integrated crisis system of care, should focus on linking individuals
in crisis to all necessary medical and BH services that can help resclve the situation and prevent future
crises. These services may include crisis stabilization or acute inpatient hospitalization, treatment in the
community (e.g., community mental health centers, in-home therapy, family support services, crisis respite
services, and therapeutic mentoring).

Crisis Planning and Follow-Up

SAMHSA's essential values for responding to crisis include prevention. ”_A'ppl‘gi'priat_e crisis response works
to ensure that crises will not be recurrent by evaluating and considering factors that contributed to the
current episode and what will prevent future relapse. Hence, ar'ij-'adeqUate crisis response requires
measures that address the person’s unmet needs, both through individualized planning and by promoting
systemic improvement.” (SAMHSA, 2009). During a mobile _crisis in_t:e:r\_fehtion, the BH professional and the
peer support specialist should engage the individual in a crisis planning process, which can result in the
creation or update of a range of planning tools including a éa.féty plan,

A

within 48 hours continues to ensure support, safety, @s:stance with referrals a
crisls is resolved or the individual is linked to other se@tes =

Police-Mental Health Collaborations (PMHCs)

In April, 2019, the Bureau of Justice Assistance unde
of The Council of State Governments published
Framework for Implementing Effective Law Enforce 7
Needs. This brief stipulated the following: '
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Understanding a need for greater collaboration, many law enforcement and behavioral health
agencies have begun taking important steps to improve responses to people who have mental
health needs. These efforts have led to improvements in practices, such as providing mental health
training to law enforcement workforces and including mental health, crisis intervention, and
stabilization training as part of some states’ law enforcement training standards. Stabilization
training refers to tactics used to defuse and minimize any harmful or potentially dangerous
behavior an individual might exhibit during a call for service. Some of these communities also
designate officers to serve as part of specialized teams to respond to mental health-related calls
for service. But while these steps are commendable and signify widespread acknowledgment of
the need to improve law enforcement’s responses to people who have mental illnesses, they also
underscore the need for more comprehensive, cross-system approaches.

Communities are learning that small-scale or standalone approaches—such as just providing
mental health training or having a specialized team that is only available on certain shifts or in
certain geographical areas—are not adequate to achieve community-wide and long-lasting
impacts. They have also learned that even the most effective law enforcement responses cannot
succeed without mental health services that provide immediate crisis stabilization, follow up, and
longer-term support.

Moreover, when there are limitations in data collection and information sharing, law enforcement
leaders have a difficult time understanding whether the investments they have made in training or
programs are working, because success is being defined by anecdotes, impressions, or even by the
media’s coverage of isalated, high-profile incidents instead of concrete measures and outcomes, - . . .

To address these challenges, some law enforcement agencies have invested 'in'_c'ofhpre'hehSi'\_k,_ ager
wide approaches and partnerships with the BH system. These cross-system ap_pi_‘oa'chés, which the brief m%%
refers to as Police-Mental Health Collaborations (PMHCs), are intended to build on the success of BH A
training and specialized teams by layering multiple types of response models—e.g., Crisis Intervention
Teams (CIT), co-respanders, and MCTs~—and implementing one -or more of these models as part of a
comprehensive approach. PMHCs are distinguished by a commitment to integrating responses to people
who have BH conditions into the day-to-day functions of a'f_l 'off'_iC:e'r:s; In PMHCs, law enforcement executives
have included the initiative in their agency mission, insté'ad:bf just assigning it to the exclusive domain of a
specialized unit. They result in formal partnerships with'_Com_m'Unity—based BH providers and organizations m&%‘"‘f
representing people living with BH conditions and theirﬁfamilieS' guality training an BH an
techniques that is provided to all officers and 911 dlspﬁtchers and written proc%ures that¥
adhered to by staff.

EE

system approach. For jurisdictions that are seeki'_r'l'
lustice’s Bureau of Justice Assistance provides addi
response models in the Police Mental Health Collab
https://omhctoolkit.bja.gov/.
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During the course of preparing for this report, there were many expressions by various stakeholders that
crisis service efforts to date have not been adequate to achieve community-wide and long-lasting impacts.
As a result, there are efforts underway in Anchorage, Mat-Su and Fairbanks to layer multiple types of
response models which is apparent throughout this Report. However, these efforts have been in the
absence of a comprehensive approach.

Current IVICT Operations

As indicated earlier, MCTs can take different forms and this appears to be no less true in the three
communities included in this report. Providence Health and Services used to have a MCT operating in
Anchorage. The team members were employees of Anchorage Community Mental Health Services who
were assigned to Providence. When the team was housed at ACMHS, it was a two-person team, but when
it moved to Providence, it became the responsibility of a single individual. ssues ensued because there
would be times when the mobile crisis person was inactive and Providence’s other ED clinicians were
overwhelmed by service demands. Providence, in response, began re-deploying this person to assist in the
ED and, as a result, this person was unavailable to respond to crises in the community. Providence
indicated during our interview, that it is supportive of the re-establishment of MCTs, but only if they are
staffed and supported appropriately.

ACMHS currently operates a specialty MCT that is offered in conjunction with its Permanent Supportive
Housing Voucher Program in partnership with Neighborworks Alaska. This service is available 6 days a
week, 10-12 hours per day. While this is a critical service to those enrolled in this program, it is not a MCT
that can be deployed to respond to crisis calls generally within the larger commumty :

The Crisis Response Team of the Anchorage Police Department has been_pil_ot_e_d wifhin'thé last year as a S =
co-responder program that functions as a Crisis Response Team. It is now fullyimplemented. An APD officer %
is paired with a BH clinician during the day shift from 9am to 6pm. The Team responds to crisis calls from
911 dispatch, takes a portion of active calls, works with high utilizers atid does some follow-up. Cases that
have been engaged are tracked in a database, but not all of the APD officers have access. APD appears to
be still assessing how to maximize the use of this resource by all deployed officers. Again, this is an
important MCT resource, but it alone is insufficient to meet the needs of the Municipality and it is not
electronically linked with a broader crisis response network

The Anchorage Fire Department (AFD) operates and dlsgatches the Anchorage Safety Patrol i
person team consisting of an Emergency MedlcaITech§C|an EMT) and a suppord '
weound care, patient follow-up, and informal crisis n@tlatlon In addition, it &%
Outreach, Referral, and Education (Core) Team whipl%@rves the high-utilizers of the AFD.

working to organize a community respe
hour hotline, mobile response, and plac
ed in building out navigatior that serv
s between their work and what is presg

The Ancheorage Coalition to End Homelessness {AC
homelessness. The new vision for coordinated entry
people could come to receive services. They are |
follows the person. ACEH is very interested in the cof
in Crisis Now.

38
Exhibit !

Rl International | Crisis Now Consultation to Alaska

Page 38 of 88 .=




According to the Palmer Police Department there is simply nothing in Mat-Su In terms of crisis response.
Apparently, there are two options available to their officers — Mat-Su Pretrial or Mat-Su Regional.
However, for the last three years a strong Crisis Intervention Coalition has formed that has trained a
majority of first responders in Mental Health First Aid and a robust group have attended a week long Crisis
Intervention Team Academy. This group that includes BH providers, MSRMC staff, borough EMS, law
enforcement, and other first responders, has driven change in the borough and is poised to assist with the
improvement in crisis intervention response. The disposition aptions for law enforcement in Fairbanks is
similar to the Mat-5u Valley. Fairbanks is focused on broader implementation of trained emergency
responders in the CIT model,

It is evident that in the absence of a comprehensive BH crisis response system, various organizations have
taken the Initiative to fill some of the gaps in crisis services. Others are actively working on plans to
implement various components of a crisis system, but often these plans are developed within a context of
having to address a specific need or population. Tco often, this can result in a duplication of effort and the
implementation of solutions that do not have sufficient bandwidth to adequately address the crisis needs
of a state, a region, or a given community. Despite these well intended efforts, no one organization has
the resources to adequately do the job, and as result, there is a pétchwork quilt of services that have no
way of tracking and monitoring individuals from one organization to another. In Care Traffic Control terms,
“there is no way to ensure that everyone in crisis, will have a safe landing.”

with a Care Traffic Control Hub that is adequately resourced to dispatch and track MCTs statewide, in the
areas with sufficient population density to make them workable, Alaska would have the means to offer
over 90% of its population an appropriate, immediate, and urgent BH crisis response. It would be expected .
that 70% of those callers without a satisfactory disposition, would be appropriate for dispatching of a MCT
which based on current Careline call volume, would be at a minimum 1400 MCT dispatches per\'/”'ér. _
the combined population of Anchorage, Mat-Su, and Fairbanks represents 67.5% of ‘Alaska’s total ' TR
population, the expected MCT dispatches for these three localities would be 945, The remaining 455 calls =
that would be appropriate for a MCT dispatch would be in more rural :and frontier communities that would

require alternative community-based crisis responses. Suggestions regarding these financing alternatives

will be highlighted in the conclusion section of this report. - Also included, will be recommendations

regarding the financing of MCTs, since Medicaid and other forms of health insurance are not usually

adequate to sustain MCTs. PR

Crisis Observation and Stabilization Facilities - £= ==

=

and worsening symptoms due to noise and crowding difited privacy in the triage area, an

to by staff who had little experience with psychiatric ders. All of this increases frustration and a
(Clarke et al., 2007). Agar-lacomb and Read (200 i found individuals who had received crisis s
preferred going to a safe place, speaking with peers ined professionals who co_uld__undefsta
they were experiencing, and interacting with pe ho offered respect and d'ignity to t
individuals, an experience they did not have at the hog
could be de-escalated.. B
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In its review of crisis services, SAMHSA (2014) defined crisis stabilization as:

“A direct service that assists with deescalating the severity of a person’s level of distress
and/or need for urgent care associated with a substance use or mental health disorder,
Crisis stabilization services are designed to prevent or ameliorate a behavioral health crisis
and/or reduce acute symptoms of mental illness by providing continuous 24-hour
ohservation and supervision for persons who do not require inpatient services. Short-term
crisis residential stabilization services include a range of community-based resources that
can meet the needs of an individual with an acute psychiatric crisis and provide a safe
environment for care and recovery.”

Crisis residential facilities are usually small (e.g., under 16 beds), and often more home-like than
institutional. They are staffed with a mix of professionals and para-professionals. They may operate as part

of a community mental health center, In affiliation with a hospital, or a stand-alone facility operating by a

non-profit provider organization. Crisis stabilization facilities function is maximized when the facilities:

» Function as an integral part of a regional crisis system serving a whole population, rather than as
an offering of a single provider

s QOperate in a home-like environment

e Utilize peers as integral staff members

» Have 24/7 access to psychiatrists or Master’s-level BH clinicians

Evidence on Effectiveness and Cost-Effectiveness of Crisis Stabilization Facilities

in general, the evidence suggests a high proportion of people in crisis who are evaluated for hospitalization ‘ %&
can safely be cared for in a crisis facility, the outcomes for these individuals are at least as good as hospital T

care, and the cost of crisis care is substantially less than the tio§t_s{_of in_patient care. SAMHSA (2014}
summarized the evidence on crisis stabilization facilities as follows: =~ =+~

“The current literature generally supports that crisis :_"_é'sidénti'al care is as effective as other

longer psychiatric inpatient care at improv‘lhg'_symptoms and functioning. it also
demonstrates that the satisfaction of these services is strong, and the overall costs for -
residential crisis services are less than traditiqhg”ihpatient care. For the studies examingd

in this review, the populations range from laté adolescence {aged 1618 years) the
adulthood. Regarding mental health and crlg% residential, a recent systel
examined the effectiveness of residential alf&fnatives to hospital inpatiei:
acute psychiatric conditions (Lloyd-Evans, e 2009). This review in"c_lud_éd_ ra’nd'ofmr?ﬁ?éwa
control trials or studies that provided specif ntitative comparisons of effectiveness of :
alternatives to standard acute inpatient The authors concluded that rthe_r'e is
preliminary evidence to suggest resident ernatives may be as effecfi\?e- as and
potentially less costly than standard inpatie . : =
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promotes timely crisis intervention and risk mang

Small, home-like crisis residential facilities are a necessary, core element of a crisis system of care. To
maximize their usefulness, crisis residential facilities should function as part of an integrated regional
approach within a state serving a defined population {as with MCTs), Access to the program should be
facilitated through the Care Traffic Control Hub which monitors the trajectory of crises throughout the
state and regionally, Inthis way, those that ultimately need the benefits associated with facility-based care
can readily access it. But access is also readily available to first responders such as law enforcement and
EMS.

Safety for both consumers and staff is a foundational element for all crisis service settings. Crisis settings
are also on the front lines of assessing and managing suicidality, an issue with life and death consequences.
And while ensuring safety for people using crisis services is paramount, the safety for staff cannot be
compromised. People in crisls may have experienced violence or acted in violent ways, they may be
intoxicated or delusional, and/or they may have been brought in by law enforcement, and thus may
present an elevated risk for violence.

Trauma-informed and recovery-criented care is safe care. But much more than philosophy is involved.
DHHS's Mental Health Crisis Service Standards {2006} begin to address this issue, setting parameters for
crisis services that are flexible and delivered in the least restrictive available setting while attending to
intervention, de-escalation, and stabilization.

& The keys to safety and security in crisis delivery settings include: Evidence-based crisis training for
all staff,
. Role~specific staff training and appropriate staffing ratios to number of clients being served :

Established policies and procedures emphasizing “na force first” ._prlor_‘ to |mplementatlon of safe
physical restraint or seclusion procedures. : " '

e Pre-established criteria for crisis system entry. ,

s Strong relationships with law enforcement and ﬁrst responders

Ongoing staff training is critical for maintaining both'stafF competence and confidence, and promotes P
|mproved outcomes for persons served and decreased nsk for staff (Technical Assmtance Cg@Woratlve, w::

interventions and re-traumatization of persons in ¢
safety for staff and clients in the crisis setting.

Adequate staffing for the number and clinical nee A
Access to a sufficient number of qualified staff (cli

dangerous to self or others (NASMHPD, 2006),
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In some crisis facilities that are licensed or certified to provide intensive services, seclusion and/or restraint
may be permitted. If the facility is to operate under a “no wrong door” approach, it is imperative that the
crisis facility be able to accommeodate involuntary admissions. Though some practitioners view physical
and/or pharmacological restraint and seclusion as safe interventions, they are often associated with
increased injury to both clients and staff; and often end up re-traumatizing individuals who have
experienced physical and emotional trauma. Therefore, restraint and seclusion are now considered safety
measures of last resort, not to be used as a threat or act of punishment, alternative to staffing shortages
or inadequacies, as a technique for behavior management, or a substitute for active treatment (Technical
Assistance Collaborative, 2005).

The National Association of State Mental Health Program Directors (NASMHPD) (2006) has postulated a
set of core strategies for mitigating the use of seclusion and restraint. These include employing BH
leadership that sets seclusion and restraint reduction as a goal, oversight of all seclusion/restraint for
performance improvement, and staff development and ftraining in crisis intervention and de-escalation
techniques,

Person-centered treatment and use of assessment instruments to identify risk for violence are also critical
in developing de-escalation and safety plans. Other recommendations include partnering with the
consumer and his or her family in service planning, as well as, debriefing staff and consumers after a
seclusion/restraint event, to inform policies, procedures, and practices to reduce the probability of repeat
episodes that result in the use of such interveptions.

Ensuring the safety of both consumers and staff is the very foundation of effective crisls care. Wh|le safety .
is urgently important in all of health care, in crisis care, maintaining a safe and welcommg env:ro o '
essential. The prominence and damaging effects of trauma and the fear that usually accopan
psychological crisis make safety truly “Job One” in all crisis settings. .- o

Ashcraft (2006) and Heyland et al. (2013) describe an alternative crisis setting called “the living room,”
which uses the recovery model to support an individual's stabi'li”z_é_t'id'n and return to active participation in
the community. Key elements include a welcoming and accépting'environment, which conveys hope,
empowerment, choice, and higher purpose. Individuals'in trisis are admitted as “guests” into a pleasant,
home-like environment designed to promate a sense of safety and privacy. A team of “crisis competent” )
professionals, including peers with lived experlence engages with the guest. Risk asse%ent and «s.;%‘?%
management, treatment planning, and discharge goalsgre set. A peer counselor is assigned ¢
to discuss the guest’s strengths and coping skills tha§an be used to reduce digkre s and ¢
guest on his or her recavery journey. . : -

Preferably, these facilities are available for direct drgj
practice can avoid both criminalization of crisis-indu
associated with hospitalization and/or incarceratio
threat to self or others, he or she may be subject to
is a guest transferred to a more intensive level of éa
average, require a medical transfer which the facility with the expectation that the guest
upon the completion of medical intervention. 3

determined a guest contlnues to pose :
n and restraint, but onlyasa ]ast resort
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“No Wrong Door,” has become the motto for these facilities since everyone that presents, whether a walk-
in or a police drop-off, whether actively psychotic, violent on methamphetamines, or suicidal, is admitted.
There is no need for medical clearance in order to be accepted, There is no “diversion,” which seems to
be a common practice among the EDs in the three communities, when their respective capacities have
been overwhelmed, often by BH crises.. In addition, law enfercement is not called back to the facility after
drop-off because the facility has been unsuccessful at de-escalation. The entire milieu of the facility is
designed to assure that guests and staff are kept safe. This extends from the design of the facility, the
staffing ratio, the team work culture, the use of “milieu specialists” who are “bulked-up” peers who engage
guests who are being challenged with self-regulation. They serve as an alternative to security guards whose
mere presence can escalate situations.

The average length of an observation stay is only 7-10 hours. This is again possible because of the milieu
and the culture of this “living room” approach. There are no beds in these settings, but instead recliners
and they are typically arranged to facilitate interaction with other guests and with staff. With 16 - 24
recliners instead of beds, this unit is a high speed assessment, observation, engagement, and stabilization
service. Each guest (patient) admitted receives the following services: a psychiatric evaluation by a
Licensed Psychiatrist or Psychiatric Nurse Practitioner that includes a risk assessment and medication
evaluation; a brief medical screening by a registered nurse 1o ensure that co-occurring medical issues are
addressed; Substance Use Disorder (SUD) screening and Assessment by a licensed clinician; a psychosocial
assessment by a licensed clinician; crisis stabilization services utilizing a high engagement environment
with a strong recovery focus and peer support model; and comprehensive discharge and coordination of
care planning.

Often under the same roof as the 23 hour observation facility, Crisis Stabilization Centers (also known as L

short-term crisis stabilization units, crisis triage centers, and crisis response. centers or recovec
are home-like environments that address BH crisis in a community- based BH pro\nder setting or in some
instances are affiliated and operated by a hospital. These are bedded units that range from 6-16 beds and
are staffed by licensed and unlicensed peer support SpEClahStS as Well as, clinical and non-clinical
professionals. (SAMHSA, 2014; Mukherjee & Saxon, 2017} Servlces.typlcally consist of assessment,
diagnosis, abbreviated treatment planning, observation and engagement, support, individual and group
therapy, skills training, prescribing and monitoring of _p_sych_dt'r_opic'medication, referral, and linkage to
community resources. Services are provided on a 24-hour basis to address immediate safety needs, to
develop resiliency, and to create a plan to address the 'cycli'cal nature of BH challenges- The National

Stabilization Centers offer services to individuals wh@‘@re unable to be stablllz
who conditions may be exacerbated by co- morbi_dlty' dafid complex social needs.
Stabilization Centers have an Average Length of Stay; S) of 2-3 days.

Many communities have only two basic options ava -
and highest end of the continuum. But for those B
ladder, outpatient services are not intensive enough
are unnecessary, Crisis stabilization facilities offer an
easily designed to feel like home.

:to those in crisis, and they rep"resént-fh
als whose crisis represerits the middle
their needs, and acute care inpatient s
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Alaska Crisis Facility Options

In Anchorage, Officers have a choice between the three haspitals (ANMC, Alaska Regional, and Providence).
Providence is the first choice of APD because it operates a 7 bed Psychiatric Emergency Department. Title
47 is typically used by APD to involuntarily place someone at a hospital if they are suicidal, homicidal or
gravely disabled. APD must figure out which hospital{s) are on divert. Once they arrive, APD fills out the
paperwork and debriefs the nurse. If the individual is discharged from the ED to a psych facility, they may
be discharged to AP or the Designated Evaluation and Treatment (DET)} Program units in Juneau or
Fairbanks, For individuals whose primary presenting problem appears to be intoxication, APD will transport
to the Anchorage Safety Center. The Safety Center admits those with a SUD and releases them once blood
alcohol levels are reduced to a safe threshold. If an individual is suicidal and intoxicated, they will be
transported to an ED. APD deems alcohol as the number one problem, but methamphetamines runs as a
close secand. APD continues to encounter more methamphetamine use than heroin, despite the opioid
epidemic. Generally, individuals using methamphetamine and heroin are transported to the ED. Before a
patient can be transferred to AP, an assessment must be done to show they are gravely disabled and/or a
danger to themselves or others and a magistrate must make that finding in accordance with the civil
commitment statutes.

ALOS at APl is 13 days if outliers are removed. Cost of care at APl is $1555/day. About one-third of patients
are coming in for a medication stabilization. Although API has 80 beds, only 48 of them are available on
average for adult acute psychiatric care. AP| has historically operated 10 adolescent beds for 13-17 year
olds, 10 beds for medium security forensic cases and 10 beds for people who need extended care that is
unavailable elsewhere in the state Including individuals suffering from Alzheimer's disease and the
remainder for severely mentally ill patients. However, due to a host of challenges being expenenced b
API, two of its units are currently closed and only 48 beds are in operation which further. gxaceF - _
problems associated with normally low number of beds and the high demand These dynamlcs tendto %
perpetuate high admission rates and low average length ofstays S T e e

APl does not operate like most state psychiatric hospitals around the country Wilization per 1,000 people
in Alaska is more than triple the naticnal average for state hospitals {1.66 compared to .44 in FY 2015},
Admission rates are significantly higher than the natmnal_aVer_age and continue to grow. API’s admission
rates and ALOS are more similar to hospitals that provide short-stay acute treatment and stabilization.
Acute-care hospitals, often privately run, act as gatekeepers to state psychiatric hospitals which serve more &

complex cases requiring longer term care. § E %‘m
& _ =

Stakeholders have indicated that one of the biggest h%s n Mat-Su is for a crisis SEabl]
Su Regional Hospital has two rooms dedicated for_p h:atrlc patients, If these beds
temporarily repurpose a couple of other beds when 3
diversion status, but the EMS has nowhere else to d
to the ED. Mat-Su EMS does not have any hard data |
raw data, but they have never had an effective oper
valid and reliable reports. An EMS data study is curr
near future. It is anticipated to have the necessary da_

RI International | Crisis Mow Consultation ta Alaska A4
Exhibit 1
Page 44 of 88




In 2017, Mat-Su Regional Medical Center applied for a certificate of need to add 16 psychiatric and
substance abuse inpatient beds, the first acute inpatient BH services to be provided in Mat-Su Borough.
The project was in response to the dramatic increase in the need for BH services at MSRMC, Since 2014,
BH assessments for patients in acute psychiatric crisis have nearly tripled, from 349 to 1,100. The number
of times the ED has had to divert psychiatric emergencies because the hospital was at capacity, has
escalated even more, from five times in 2012 to 234 times in 2016. These new inpatient beds are
anticipated to serve both voluntary admissions and involuntary admissions under Title 47 of the Alaska
Statues. New construction is projected to be completed by December 2020.

Alaska Troopers at the Palmer Post rely on EMS to transport BH patients, if crisis services are available. The
Troopers contend that they have worked hard to establish and maintain relationships with EMS. Given that
there are a finite number of resources in the community, the Troopers attempt to be strategic when using
them. If Mat-Su Regionalis on diversion status, Troopers will frequently drive to Anchorage to try and get
an individual In a BH crisis admitted to a hospital there, but too often experience being diverted there as
well, A case Jllustration was offered to highlight the seriousness of this situation: an EMS and a Trooper
were out of commission for a total of nine hours due to the challenges associated with transport.

The ED of Fairbanks Memaorial Hospital operates a set of 4 seclusion rooms and a few additional
examination rooms to accommodate BH crises, whether walk-ins or police drop-offs. Patients are triaged
in the seclusion rooms and when necessary medicated. If it is determined that admission is appropriate,
they will be transferred to the upstairs of the hospital to the Behavioral Health Unit, which has a tota! of
16 beds. The ED does not like to transfer up to the floor if there is a community provider involved. It is

voluntary at that point. There are also 10 detox beds available in Fairbanks operated by Falrbanks Natlve o

Association.

The addition of psychiatric capacity at Mat-Su Regional Medical Center will go & long way to relieving the
stress on the entire crisis response system, not only in Mat-Su but also in Anchorage and to some extent in
Fairbanks. If the planning for this additional psychiatric capacity can be modlﬁed to more closely resemble
the features of Crisis Now and when operational, functlon_wnh_ln _the framework of a total Crisis Now
comprehensive solution for Alaska, the more efficacious this development will be in both relieving the
stress of the current system while also producing better and safer outcomes forthose who experience BH
crises, as well as, those who respond to them.

significant development it is not the total solution as egounded within this Repazdor c does%p
negate the need for the establlshment of crisls’ gbservation and stablllzat| : A

Each recommendation within the Report has been of
balanced against the needs and the strengths of the
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the communities of Anchorage, Mat-Su, and Fairbanks. In addition, each recommendation, when
appropriate, includes specific policy and operational details that cutline the number of crisis facilities,
programs, and services needed along with the capacity, infrastructure, and cost estimates for each.

1. Crisis System Accountability

Establish an organizational entity to be responsible and accountable statewide for the
implementation, oversight, and resourcing of the Alaska BH crisis response system and to assure
that this system is developed and sustained with high-fidelity to the Crisis Now Model; and
likewise, determine the entities to be responsible and accountable at the regional or local level,
for overseeing the various components of the crisis response system and assure that it operates
as a maximally functional system.

Given the complexities of state government structure and financing, it is important that the
authority responsible for the BH crisis service system be clearly identified. Historically it would be
expected that the single state BH authority, in this case DRH, would assume this role. But with
Medicaid being the major payer of BH services and with an ASO now operating under DBH, this
authority becaomes more nebulous. Without a clear designation of authority, the responsibility for
leadership for BH crisis services becomes diffuse, making it difficult for any one entity to be held
accountable for the implementation and management of a crisis system with high fidelity to the
Crisis Now Model.

This need becomes equally as important at the borough level so that local planning, financing, and -
monitoring of BH crisis service adequacy and quality is relevant to the local communlt_'wF:_ i
Municipality of Anchorage, which does have a Health Department and W|th|n it,a Human Services
Division, this may be the appropriate entity to be resourced and assugned the authorlty for
overseelng the development and implementation of the relevant Iocal components of Crisis Now

contract for the Anchorage Safety Patrol (ASP) and _S_af_et_y Center (ASC), the Alaska Domestic
Violence & Sexual Assault Intervention Program, Emergency Outreach Services, and the Aging and
Disability Resource Center. Adding this additional responsmlll’cy for Crisis Now appears to be a
logical extension of its current portfolio of services, -

\ liy on the IVIat Su Heal

\ its health-related plam
recommended that MSHF, MSRMC and the
Committee with local stakeholders to desi
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meet these identified community needs. This appears to be the logical entity to assume the
authority for the local Crisis Now system.

2. Performance Expectations and Metrics

Establish performance expectations and metrics for each component of the crisis response
system and the data systems to coflect the information necessary to manage, analyze, and
report on the performance of each crisis syster component and the system as a whole.

For guidance on developing a framework for developing crisis performance, see Appendix A and
Dr. Margie Balfour’s journal article, “Crisis Reliability Indicators Supporting Emergency Services
(CRISES): A Framework for Developing Performance Measures for Behavioral Health Crisis and
Psychiatric Emergency Programs,” Community Mental Health Journal, 2015, {available at:
https://www,ncbi.nlm.nih.gov/pubmed/26420672) which includes the outcomes model below:

Crisls Rellability Indicators Supporting Emergency Services Framework

Bt v tnin ol Bedlaation
Sl et Saing Seen
 Wndn T Bore EE Al v K1 Depantens for 3
St Dinduvged, Aofedioes, Tracalinag
bl Gomcie. Ve S B Digrtart Thoip for 50

T

3. Policy and Regulatory Alignment

Continue the alignment of the fol!owmg eI
Crisis Now Model in Alaska:

a. Statutes that will permit involuntary
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According to Title 47. Welfare, Social Services, and Institutions, Chapter 30. Mental Health
Article 9. Involuntary Admission for Treatment, Sec. 47.30.760, Placement at closest
facility, “Treatment shall always be available at a state-operated hospital; however, if
space is avallable and upon acceptance by ancther treatment facility, a respondent who is
committed by the court shall be placed by the department at the designated treatment
facility closest to the respondent's home unless the court finds that:

(1) Another treatment facility in the state has a program more suited to the respondent's
condition, and this interest outweighs the desirability of the respondent being closer to
home;

{2) Another treatment facility in the state is closer to the respondent’s friends or relatives
who could benefit the respondent through their visits and communications; or

(3) The respondent wants to be further removed from home, and the mental health
profassionals who sought the respondent's commitment concur in the desirability of
removed placement.”

While the existing Title 47 statute does not directly address the placement of involuntary
commitments in crisis facilities, it appears that there is a potential for such placements in
crisis observation and stabilization facilities as an alternative to a state-operated facility.
The State of Alaska should determine whether the current Title 47 statute is adequate to
allow involuntary admissions to crisis observation and stabilization facilities or whether the
existing statute should be amended.

b. Facility licensure standards that support all of the direct service Crisis Now program
components; '

Presently there are no licensure standards for Crisis Observation and Stabilization
Facilities. Licensing standards are not only important for protecting the health and safety
of Alaskans admitted to these facilities when. available, but also to assure that the
standards that are promulgated conform to the'Crfs":':si_ Now Mode! and to assure that all
third party payers will reimburse for services.provided within these settings. There are
some key questions that will need to be answered by DHSS before proceeding with the
drafting a set of licensing standards for these facilities:
s s the current statute, Title 47. Web‘are, Social Services, and Institutions, Chapter =
30. Mental Health Artfcle 9. Invofuntary Admrss.ron for Treatment Seg,,gz 30. 760@

facilities? %

e Does the State of Alaska reqﬁ the passage of an ena
the authority to license cr|5| i
statutes?

« Gliven that both types of cri
the 16 bed crisis stabilizatio
same level of acuity as a ps
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facility since it has beds, as either a hospital or residential facility. it is
recommended that DHSS designate these crisis facilities as a separate facility or
provider category entirely to distinguish them from a hospital, residential facility,
or an outpatient service. This separate licensing designation wili avold the
considerable confusion and potential conflict that comes when negotiating
contracts with third-party payers and establishing the appropriate payment rates
fora high acuity service.

¢ Given that the national accrediting bodies for health care, have accreditation
standards for crisis facilities, should the State of Alaska consider deemed status in
lieu of State licensing? This would potentially shortcut the need for the
promulgation of licensing standards, but it may require the promulgation of an
administrative rule delineating a deemed status provision, unless it can be
subsumed under an existing deemed status rule.

¢. 1115 CMS Waiver provisions that support Medicaid payment for services rendered by
crisis facilities;

According to the Alaska Department of Health and Social Services, in January 2018, Alaska
applied to the Centers for Medicare and Medicaid Services for approval of an 1115 BH
waiver at the direction of the Alaska Legislature through SB 74, The intent has been to
create a data-driven, integrated BH system of care for Alaskans experiencing serious
mental illness, severe emotional disturbance, substance use disorder (SUD), co-occurring
substance use and mental illness, and at-risk families and children.

At the guidance of CMS, the SUD component was broken out separately from th%
the BH services to move it forward more quickly in response to the growmg opi
problem. It was approved in November 2018, with the |mplementat|0n plan recelving h
approval in March 2019. The BH component received approval in September 2019, Once '
new state regulations are in place, a full array. of 1115 Medlcald substance use disorder

and BH services will help Alaskans with BH needs across the continuum of care. These

services include, but are not limited to mobile qutreach and crisis response services.

This approved Medicaid Waiver paves the way for Alaska to use its Medicaid resources to
sustain Crisis Now Maodel facilities and ser\nces Now the Medicaid Admlmstratlve Rule m
promulgation process should be expedltéd $o that the Crisis Now facilities anmlx:es cgw'mm
be developed and operationalized.: In@dmon it is imperative that these ruﬁég@%ﬁé % g
any licensing or certification standardsthat may be promulgated f:
services, as well as, for the peer supn&@ specialist provider type

d. Medicaid administrative rules tha_ chgnize the crisis response contihuum__o_f
include the crisis call center, MICTs rovid
employed therein; N

ay for Alaska to use its Medicaid res

Alaska’s approved Medicaid Waiver p: ar
services. Now the Administrative Rule

to sustain Crisis Now Model facilit
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promulgation process should be expedited so that the Crisis Now facilities and services can
be developed and operaticnalized.

Medicaid payment rates and types of reimbursement that make a robust crisis system in
Alaska sustainable in the long term;

Approaches to fund BH crisis services Vary widely from state to state. In many cases, it is
cobbled together, often inconsistently supported and inadequate to sustain these services
over the long term. One of the greatest factors contributing to these funding challenges is
the inconsistent expectations around crisis provider service delivery; allowing providers
who staff and operate in very different ways to utilize the same crisis stabilization service
coding. The nature of crisis care in systems with multiple payers must also be considered.
If a provider commits to fully align their practices to the Crisis Now Model, then that
provider is poorly positioned to negotlate reimbursement with each of those multiple
funders simply because the funder knows the provider will accept all of its member
referrals and serve them, even if the level of reimbursement is inadequate to cover the
cost of care. In these cases, it is often local jurisdictions that are paying in part to make up
for the payment shortfall of the health plans that should be responsible for appropriate
payment. It is recommended that Alaska create a Medicaid rate structure that sustains
delivery of crisis services that align with Crisis Now, and secure capacity funding for
residents who otherwise do not have insurance to cover critical care. This is not a new
concept given that funding streams exist in support of 911 dispatch, fire, ambulance and
emergency department services, but one that must be extended for BH crisis care,

Crisis Care Funding vs. Emergency Care Funding

It is revealing to compare BH crisis care to other first responder systéms like firefighting or
emergency medical services (EMS). There are striking similarities:

» The service is essential and may bé he_e_dé_d_ by anyone in the community;

« The need for it is predictable over time, but the timing of individual crises events
is not; and

o Effective crisis response is Igesavmg and much less expensiveghan the
consequences of inadequate_'c%___ﬁe.

=

For EMS, its effactiveness can b'e: measured in terms of lives &
heart disease. For BH crisis response-t

known to be an essential public &
available. Sometimes users may p:
equipment are available to anyon
communities, BH services take a differé

o
regardless of ability to pay. In
h or no offering at all due to the lack of
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coverage or reimbursement for this level of care, Health coverage {e.g., Medicaid) will pay
for professional fees as if services were delivered as part of a routine office visit, but few
entities pay for the infrastructure of a crisis system with rates reflecting the need to be
immediately available for the next call or referral,

Fire and/or an ambulance respond quickly to deliver emergent care. if they assess a need
for further support, they may transport to the nearest ED for care. What follows in the
subsequent weeks, Is the delivery of bills or invoices that have gone to the person’s
insurance for the ambulance care and transportation, foliowed by any ED services. These
bills or invoices total thousands of dollars in most cases; expenses that represent the
higher cost of offering emergent care that is accessible to everyone, everywhere and every
time. Unfortunately, BH crisis care reimbursement is often a fraction of its physical health
counterparts and is, therefore, delivered in a model that falls short of best practice
expectations or is simply not offered, because there is no mechanism to adequately
reimburse the cost of this level of care. It is recommended that Alaska, where appropriate,
consider modeling it crisis system reimbursement structure after that of emergency
medicine which Is already In place.

24/7 Crisis Care Traffic Control Center Hub

This service extends to the entire State in a manner similar to 911. Although there is some
ability to verify certain information regarding a crisis caller by phone, many callers prefer

to remain anonymous and/or are unable to provide any health plan: enrollment; :

information. Therefore, reimbursement for care using the Behavioral Health Hotl‘
cannct sustain a cal] center such as Careline. Currently Careline is primanl\/ supported Y
a $400,000 state grant, but this is insufficient funding to ext_end all of its services 24/7 and
to provide the technology required to make a Care Traffic Control Hub. Alaska might be
best served through a population-based funding stream to support this service that comes
from an assessment on cell phone and/or land line utilization. This approach more cleanly
solidifies sustainable funding for this safety riet service.

Arizona’s two crisis call centers are able to bill for call triage services to Medicaid enrollees
under case management billing codes Wthh helps to subsidize this service. A _tgrgatlvely,

New MEXICO subsidizes its statemd§ cr|5|s and access I|ne using médlcaj

Mobhile Crisis Teams {MCT)

Crisis mobile response services are a :
health emergencies. As such, funding
can be in place to serve Anchorage,
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population density is sufficient to support MCTs. Given that demand is not completely
predictable, each MCTs will experience periods of low utilization. Hence, reimbursement
rates must be set at a level to maintain the service whiie the payer can still realize value
with the service (will largely be value realized by avoiding ambulance and emergency
department bills) and beneficiaries receive better and accessible care. If commercial and
Medicaid plans pay at the estahlished Medicaid reasonable rate, the state, or borough
funding will be relatively low; particularly given Medicaid expansion and low uninsured
rates.

Crisis Observation and Stabilization Facilities

Crisis observation and stabilization facilities are analogous to the acufty found in
psychiatric ED. But when it comes to billing, they typically fall under some crisis
stabilization daims coding that offers payment via hourly and per diem reimbursement.
Mast states struggle with how to best fit these facilities into an existing facility license and
provider type structure that results in crisis observation centers to be licensed as
outpatient programs. Often this is the only way that a state may have, under existing
regulations, to offer the flexibility to deliver care using recliners instead of beds to a larger
number of people in smaller spaces; and necessitating that service duration be limited to
under 24 hours. Professional fees are ysually billed in addition to the per diem, but could
be billed as a bundled service, if preferred. The benefit of separate biliing for professional
services is that most third-party payers currently reimburse for professional services, while

few outside of Medicaid recognlze crisis facility renmbursement Gettmg some of the L

financial subsidization from public sectar.

The model proposed here supports reimbursement within multiple payer systems when
responsible payers (health plans) each pay for services at rates that support operations.
Therefore, it is recommended that Alaska establish rates for their communities that can be
applied to all. Otherwise, Alaska or local jurlsdlctlons will be forced to cover the shortfall
in payment from the responsible payers for care that is always available to all community
members.

Crisis Service Coding

mw

Establishing a common definition fo@cnsus services” is essent
given the ever expanding inclusion o term “crisis” by entities descni
do not truly function as “no-wrong-88gr” safety net services acceptihg all referrals
Now services are designed to connéekladividuals to care as quickly as p055|ble the
systemic approach that is comparaliieslp that of the physical hea]th care syste
coding of crisis services must be st '
for these critical services. A brief

strategy for coding in each case appe
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Care Traffic Control Crisis Call Center Hub: This service represents the incorporation of a
readily accessible crisis call center that is equipped to efficiently connect individuals in a
BH crisis to needed care; including telehealth support services delivered by the crisis call
center staff. Recognizing the provider’s limited ability to verify insurance and identification
over the phone, these services may be best funded as a safety net resource, but
reimbursement for services delivered is an option. The most straight-forward option is to
hill for services delivered to eligible individuals using the Healthcare Common Procedure
Coding System {HCPCS) code of H0030 - Behavioral Health Hotline Service.

The limitation to the direct billing approach is that it can be very difficult to acquire
adequate information to verify health care coverage and the identity of the service
recipient during the phone interaction. However, some level of direct billing for care could
be used to augment the funding received by Alaska state government that support
operations. Crisis line providers do indeed deliver telehealth support to insured callers
every day. Data elements such as member phone numbers of Medicaid enrolled or
privately insured indlviduals can be combined with caller ID technology to support hilling
efforts.

There is another call center subsidization alternative for Alaska to consider. If there are
periodic surveys of Careline callers to determine what percentage of callers are enrolled in
Medicaid, then the costs associated with 50% of that percentage could potentially be
applied under the 50% administrative FMAP under Medicaid.

Maohile Crisis Teams: Mobile crisis services represent community- based suppor’c ik
people in crisis are; efther in the person’s home or a location in the commumty “Services =
should be billed using the nationally recognized HCPCS. _cod_e_ of _H_2011_ Crisis Intervention %
Service per 15 Minutes. Limiting the use of this code to only community-based mobile crisis
team services, positions a funder to set a reimbursement rate that represents the actual
cost of delivering this safety net service much like a fire department of ambulance service
reimbursement rate. When applicable, transportation services should be billed separately.

Crisis Observation and Stabilization Féc'ili{ies -Crists receiving and stabilization facility _
services are delivered by a 24/7 staffed multldrsclp]mary team that mcludeswg@scrlbers =
{(psychiatrists and/or psychiatric nug ‘practitioners), nurses, chmuan

Nationally recognized, the HCPCS cagles of $9484 Crisis Int@
Services per Hour and 59485 Crisis_ln' rvention Mental Health
used to reimburse for services delive
and professional evaluation and tregie
into reimbursement rates. =

f. Administrative Services Organizatio
role of the ASO relative to implems
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The 1115 waiver mandated by SB 74 is intended to establish a network of BH services at
the community and regional level to reduce the need for crisis-driven and urban-based
emergency, acute, and residential care by supporting development of missing companents
of the care continuum,

As DHSS explained In the SB 74 fiscal notes, the statutory requirement to develop and
manage an integrated BH program that uses evidence-based practices and improves
accountability will be achieved through a contract with an Administrative Services
Organization (ASO). The ASO will support all publicly funded BH services administered by
the Department, including but not limited to the 1115 waiver services.

The ASO contract language remains unclear regarding what the exact role the ASO would
assume in overseeing Alaska’s crisis response system. Apparently, the State’s Medicaid
authority would initially be holding crisis service providers’ contracts and would be paying
their claims for the reimbhursement of crisis services. Therefore, it will be challenging for
the ASO to “support all publicly funded BH services administered by the Department,”
including crisis services during the implementation phase of the contract. It may be
worthwhile for DBH to consider amending the ASO contract to clarify the ASO’s specific
responsibilities for the crisis response system in conformity with the Crisis Now Model.

At the local level, the respective boroughs should each designate an entity to be
responsible for developing and manHforing the BH crisis system within its jurisdiction.
Recommendations in this regard were delineated earlier under Recommendation 1 on

g. Policies and regulations that allow and facilitate municipalities and boi'dughs to actively
engage in the financing, development, and |mpiementat|on of the Crisis Now Madel in
their respective jurisdictions. :

Some states have enacted authorizing Iegislatibh_'_t'cj"éstablish BH authorities to plan,
finance, and implement BH services, to include crisis services. These are sometimes
organized as councils of government that allow for the regionalization of such authorities.
In some instances, this authority also ex’fends to participating in Medicaid to assist with

the financing of BH services, B i ﬁ
e E %&w
4. Safety Net Funding ::ﬁﬁ . -

services. In addition, crisis call centers an* MIETs are not well supported by'_l\lledicaid o
payers, whether public or profit. Therefor@s necessary for there to be additional fig
supports to sustain Alaska’s adoption of an ; i ], ]
of Alaska and the respective boroughs iné_l
financing options to sustain the proposed s
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Some states pass specific measures with allocations to provide social safety net funding to support
the uninsured and to cover the cost associated with needs that are not included in health care
benefits including Medicaid. The methods for accessing such funds is variable and often
competitive, At the local level, where jurisdictions have levy authority, dedicated measures have
been passed to better meet local BH needs. Often these funds have been intended to overcome
local gaps in services and to fund services and programs that are not funded by Medicaid. Alaska
and its cemmunities are urged to seek similar financing measures.

Startup Costs

Without financial support for construction, equipment, and start-up costs associated with the
establishment of new crisis stabilization facilities, it will be very challenging for providers to
standup these facilities. Most providers do not have the asseis necessary to assume these costs
and therefore, without capital and initial financial operating assistance, these facilities will most
likely not be established. Therefore, The State of Alaska, the respective boroughs included
within this Report, and private foundations and hospitals, should partner and explore all
available financing options to support the capital and initial operating costs to standup these
new facilities.

Some states have capital allocations availeble for constructing and equipping facilities that serve

to benefit the well-being of residents. The methods for accessing such funds is variable and often
competitive. At the local level, where county and/or city governments have levy authority,
dedicated measures have been passed to better meet Jocal BH needs, including the construction -
of new facilities. Often these funds have been intended to overcome local gaps in services ang.to:.

fund services and programs that are not funded by Medicaid. Alaska and lts communltleé are urged
to seek similar financing measures. Bt I =

BH Workforce Development

Alaska is already challenged by a behavioral health workforce shortage which could end up being

the final major barrier to achieving the goal of rmplementlng the Crisis Now Model. Therefore,

the Alaska Health Workforce Coalition should adopt BH workforce development as a priorityand
it should be adequately resourced to accomphsh this aim. : =

: ;ﬁf :

Communities across the nation are challen@ by a limited workforc
individuals with mental health and substancg
wrong-door” set of crisis care services wo
strained workforce. However, the impleme
more efficiently deploying resources, conne
the time symptoms escalate, and the broad
workforce resource with the potential to g
service delivery. Workforce needs are describg

n of Crisis Now actua]ly reduces that de
to care in real time in a manner that m
Eiysion of peers within the syStem of care a§
i filore quickly than others employed in B
ach component of the model as follo
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Care Traffic Control Crisis Call Center Hub Staffing

Crisis call center operations that incorporate air traffic control type functioning dramatically
increase the efficiency of the overall system. Offerings such as GP$-enahled mobile team dispatch,
real-time bed registry with coordination into care and outpatient appointment scheduling, all serve
to decrease the volume of mobile teams and beds needed to meet the needs of the community.
Crisis observation and stabilization centers that efficiently assess the needs of the individual and
stabilize crisis episodes in less than half the time of traditional inpatient settings, further decreases
the demand on beds that would otherwise need to be staffed. However, given BH workforce
scarcity with the pent up demand for crisis services, Alaska should not-expect a net BH workforce
gain. In the implementation of a comprehensive crisis system, there typically is a decreased
projected bed need capacity that does not always translate into the elimination of beds to the
system as a whole. Employing peers suppart specialists throughout all of the Crisis Now service
components does result in a net gain in BH practitioners.

Mobhile Crisis Tearm Staffing

Community-based mobile crisis services use face-to-face professional and peer intervention,
deployed in real time to the location of a person in crisis, in order to achieve the needed and best
outcomes for that individual. Most community-based mobile crisis programs utilize teams that
include both professional and paraprofessional staff. For example, a Master's- or Bachelor's-level
clinician may be paired with a peer support specialist and the backup of psychiatrists or other
master’s-level clinicians who are typically accessed far on-call support as needed. Peér support.
specialists often take the lead on engagement and may also assist with contlnuity otd_g:gb:
providing support that continues beyond the resoclution of the |mmed|ate CI’ISIS ‘In thl's' model; =
almost half of the mobile team system workforce will be filled by peers who are more broadly -
available than their licensed and/or credentialed clinician team partners

Crisis Observation and Stabilization Facility Staffing

Crisis receiving and stabilization facilities mu_stt be:': staffed every hour of every day without
exception so they will be equipped to accept any referral that comes to the program. To fulfill this )

g

commitment, programs must be staffed by a mutidisciplinary team that includes the following: &

B

s  Psychlatrists or psychiatric nurse pracgoners {telehealth may bg

s Nurses;
¢ licensed and/or credential clinicia'n

e Peers with lived experience similar

progressive in this regard, as evidenced by th
developed in collaboration with the Western
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the Alaska Psychology Internship Consortium, the Alaska Health Workforce Coalition and loan
repayment programs. It is recommended that the Alaska Health Workforce Coalition examine the
New Mexico Health Care Workforce Committee which is tasked statutorily with surveying each of
the state’s professional licensing boards to determine by county, hoaw many licensed health care
professionals, including BH, are actually practicing versus serving in other capacities or perhaps
living out of state or retired. The Committee issues an annual report to the state Legislature each
October and the report provides a far more accurate assessment of practitioner capacity in the
state, than simply relying on licensure data.

The 2019 Report: https://www.nmhanet.org/files/NMHCWF 2019Report FINAL.pdf

By improving partnerships with Alaska’s universities and professional schools, BH providers can
assist with focusing academic endeavors to produce professionals that can better respond to the
workforce demands of standing up new crisis programs.

Rural and Frontier Crisis Service Adaptations

Alaska is a very rural and frontier state. While Anchorage, Mat-Su, and Fairbanks are fairly
densely populated and, as result, can support a comprehensive crisis continuum of care. The
Crisis Now Modef has not been developed to meet the crisis-related challenges within rural and
frontier areas. Therefore, concurrent planning needs to occur in these areas to craft local and
regional crisis solutions, using the Crisis Now Model framework as a guide,

The reality about BH care in rural America is complex. More than 60% of rural Américans

mental health professional shortage areas, more than 90% of all psychologlsts and psychlatnsts W‘@“%f
and 80% of Masters of Social Work, work exclusively in metropolitan areas. More than 65% of =

rural Americans get their BH care from a primary healthcare provider, and the BH crisis responder
for most rural Americans is a law enforcement officer. ‘As a result of these BH workforce shortages
in rural areas, comprehensive or specialty services a_ri_a"_n'éft typically available and choices regarding
treatment options and provider types are extremely limited.

In addition to workforce challenges, acce55|b|htv is tymcally a significant barrier. Rural Amencans 5
travel further to get just about everything mciud;ng BH care. But however difficult a inthe.s = n
lower 48, itis further exacerbated in Alaska by Jtﬁf\iast frontier where the %Ivy metho forfitcess) -
services can be either boat or plane, weathgﬁermrttmg To complic
Americans are less likely to recognize the sy@oms of BH conditions and
for help.

Alaska has had a home grown strategy fora
Aide Program using para-medics to provide
the University of Alaska- Fairbanks and the

program has expanded to include Communi
support and to serve as extenders to BH pro

Health Consortium. In more recent yea
yioral Health Aldes to prowde BH car
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that could be further enhanced and applied to better address the BH needs of non-tribal Alaskans
as well,

There have been other inngvative rural intervention models previously in place in Alaska that might
be worth reassessing. Other possible alternatives involve expanding the use of tele-psych services,
Project Echo erisis training and consultation services, and Community Health Workers/Peer
Support Providers. Seven states have implemented a methodology for licensed psychologists to
become prescribing psychologists which would expand Alaska’s capacity for the prescribing of
psychotropic medication. Adding Psychologists as an approved independent provider of Medicaid
services would also help address workforce challenges.

Commissioning ancther BH crisis system assessment initiative is warranted to better plan for
meeting the BH crisis needs of those in rural and frontier Alaska and to assist in overcoming the
barriers to accessing care. The assets and gaps that exist in rural Alaska must be carefully assessed,
including the role of the tribal health system and bi-directional migration of tribal and non-tribal
beneficiaries between rural communities, population centers, and how ¢are is uniquely delivered
and coordinated with input from tribal health providers of care.

Peer Workforce Development

Establish a plan and implement it for Alaska to train, credential, and develop an adult Peer
Suppaort Specialist credential that is a recognized BH provider type that is authorized to deliver
peer support services and is paid, or reimbursed for services rendered, within the full array of
healthcare and BH treatment and support settings, particularly those assomated W|th Qﬁb vering:

crisis services. SR A S T TR

In the field of BH, Medicaid billing for peer support services :b'e'gan in Georgia in 1999, and quickly
expanded nationally in 2007 after the Center for Medicaré and Medicaid Services (CMS) sent
guidelines to states on how to be reimbursed for serwces dellvered by peer providers. In 2012,
Georgia was approved as the first state to hill for ‘a peer whole health and wellness service
delivered by trained peer providers. CMS' Clarifying Gu!_dance on Peer Services Policy from May

2013 states that any peer provider must "complete training and certification as defined by the -
state" before providing billable services; and begmnlng onlanuary 1, 2014, CMS expangﬁ_a;he type &=
of practitioners who can provide Medlcald %z?éventlon services heyond physn:la '
licensed practitioners, at a state’s dISCI'etIOI'I, #hich can include peer p itlers, Med
main payer for peer support services, althoug] :

to only cover peer supports for limite
ol care. Some states also alldw peer s

Some states have special provisions that alk
of individuals, such as those enrolled in
specialists to act as qualified health care pro
allow for the specific reimbursement of peer
for-service reimbursement rates for selective’ da W|de variation in reimbursement,
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Group rates fora 15-minute period ranged from less than $2.00, to over $5.00, and individual rates
ranged from $6.50 to $24.36 per 15 minutes. Comparatively, average peer specialist compensation
was $15.42 in 2015 (see the National Survey of Compensation among Peer Support Speciafists, The
College for Behavioral Health Leadership, www.leaders4health.org , January, 2016).

Peer support services can be offered to Alaskans with either mental health conditions or substance
use disorders. States may choose to deliver peer support services through several Medicaid
funding authorities including the state plan rehabilitative services option, and Section 1915(b) or
1915(c) waivers. State Medicaid agencies have the authority to determine the service delivery
system, medical necessity criteria, and the scope of peer support services. However, certain
minimum service requirements must be addressed when states seek federal financial participation
for peer support services:

& Supervision. Peer support service providers must be supervised by a competent mental
health professional, as defined by the state. The amount, duration and scope of
supervision may range from direct oversight to periodic care consultation.

s Care coordination. Peer support services must be coordinated within the context of an
individualized plan of care. States should use a person-centered planning process that
helps promote individual ownership of the plan of care. Plans of care must also include
specific individualized goals that have measurable results.

= Training and credentialing. Peer support providers must obtain training and certification
as defined by the state.

e The peer must demonstrate the ability to support the recovery of others frory mental
illness or SUDs. S N

s (Ongoing continuing educational requirements for peer support pro\nders must. also be
place. : e

Ri Provides the training and credentialing for 16 of the 39 states that have engaged peer support
providers. In addition, Rl is only second to the Department of Veterans Affairs in the number of
peers that have been employed. Out of approximately 1100 employees, more than half are peer
support providers. Should Alaska require assistanice or guidance regarding the establishment and
ongoing development of peer support services, Rl is'pbiSEd to be a resource to the State.

H
Crisis Call Center and Mobile Crisis Teams = - &

beds and outpatient BH treatment slots &
warm line services, also on a 24/7 basis.

It is recommended that the State conside.r_
statewide wide crisis and access line, rather
technologically developed to become a Care Trif
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offerings can be expanded to be available 24/7. While the costs assoclated to accommodate
adequate staffing, texting capability, and peer-to-peer warm line are not known, the total one-
time set-up fee for the technology would be $424,500. There would also be a monthly subscription
fee which would be tied to the volume of calls and MCT dispatches.

The innovative Crisis Resource Need Calculator offers an estimate of optimal crisis system resource
allocations to meet the needs of a community as well as the impact on healthcare costs associated
with incorporation of those resources, The calculator analyzes a multitude of factors that includes
population size, average length of stay in various system beds, escalation rates into higher levels
of care, readmission rates, bed occupancy rates and local costs for those resources. In communities
in which these resources do not currently exist, figures from like communities can be used to
support planning purposes.

The calculations are based on data gathered from several states and the Crisis Now Business Case
video that explains the rationale behind the model can be seen on NASMHPD’s
www.crisisnow.com. Quality and availability of outpatient services also influences demand on a
crisis system so the Crisis Resource Need Calculator should be viewed as a guide in the design
process. True assessment of system adequacy must include a look at overall functioning of the
existing system. Signs of insufficient resources will include, but are not limited to, psychiatric
hoarding in EDs and incarceration for misdemeanor offenses when connection to urgent care is
the preferred intervention.

The Crisis Resource Need Calculator demonstrates the cost savmgs that can be reallzed by

calculator, the population of the community is entered. If a given commun!ty was quklng -
address the acute BH needs of individuals experiencing a crisis solely through inpatient care, the e
algorithms built into the Calculator will indicate that those with LOCUS level 5 scores, 68% of them
would be referred to inpatient care. The Calculator would then project the exact number of
psychiatric that would be required once the ALOS for the area is entered based on The Treatment
Advocacy Center’'s published consensus estlmate of needmg 50 beds for every 100,000 members
of the population. S -

The per diem inpatient rate for the area would also be entered which would tabulatms a total
inpatient spend. After applying an ED cost for tlﬁ area per admission to an inpatien
ciearance and assessment), the total estrmategcost escalates further. F@z@he 2% 6

is unlikely that any actual cost would be inc
|nc|uded in optimal ratios, total costs drop

programs that align better to the unlque _
calculated percentage. Additionally, align
improves from a low of 14% to as high as 1
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The algorithm also utilizes crisis key performance indicators from current community crisis
providers to predict the capacity needed to adequately serve the expected number of ¢risis events
that a community would experience over the course of a year. In utilizing this algorithm for Alaska,
it is important to note that not alf used data points came from current Alaska crisis providers.
Alaska currently does not offer certain services whose data points would be used to inform the
model. In these cases, the consultants used data points from high functioning crisis programs as a
proxy, except in the case of Average Length of Stay for Crisis Observation Chairs and Short-term
Crisis Beds. Based on the unique needs of Alaska, its large rural area and its lack of intensive
community-based services, the Rl Consultant Team have utilized an ALOS that is 33% higher than
anticipated in communities that have stronger outpatient and post-crisis services,

Using the Crisis Resource Need Calculator, it is projected that the number of MCTs that are needed
to service the three localities in guestion, are as follows:

e Anchorage-?2
¢« Mat-5u -1
e Fairbanks - 1

With the co-responder team already operating at APD, the addition of two crisis MCTs would
almost provide 24/7 coverage, but not for 7 days a week and on Holidays. These additional MCT
staff could either be employees of Careline or of an Anchorage based BH provider organization.
These additional MCTs could either be staffed during peak crisis periods and adjusted as utilization
patterns change, or the appropriate funders at the State and local level could decide to- support an
additional MCT to assure 24/7 availability each day of the week and to compensate for !

and Holidays by the staff of the three primary MCTs. S S '

The population density of both Mat-Su and Fairbanks do not Justlfy more than a single MCT.
Obviously, this is insufficient to provide 24/7 coverage. Therefore it would make sense for Careline
to be somewhat over-staffed during peak call-in perrods so that two staff could be redeployed to
become the MCT for Fairbanks. Careline has call capacity back-up available to compensate for
heightened call volume while the MCT is deployed While this is not the ideal, it does provide a
MCT resource unti] such time as the mobile response utilization metrics justify the establishment

| =

of an additional MCT. g = S
g T

fn Mat-Su the aptions are less clear, The team §# this community might ssed oFindivi '

who are employed at the new Mat-Su RegiongEMedical Center’s new psy : ‘ i

BH unit who are redeployed when necessag
established. Or perhaps, this MCT is compris

on-call 24/7 to perform this function. These
Committee may contemplate to determine

.

contingent independent BH contractors 2
onsiderations a local BH Crisis Services Stgej] =
.specific to Mat-Su. o

» =

Crisis Response Centers ==

e
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Establish regional Crisis Response Centers that operate as high acuity levels of care under the
“no wrong door” approach, admitting all those who present, whether voluntarily or Involuntarily
in accordance with the Crisis Now Model to Include:

a. A 23-hour crisis stabilization/observation unit that uses recliners instead of beds to
maximize capacity flexibility, client flow, and create an environment conducive to dialog
during the initfal crisls engagement period. This component acts as a “psychiatric
emergoncy department” and accepts a large percentage of its admissions as diversions
from jails and EDs.

b. A 16-bed short-term non-IMD facility with crisis beds, licensed as residential, sub-acute
and/or hospital beds depending on state licensure requirements. These units are
intended to serve approximately 30% of the admissions that are not stabilized in the 23-
hour observation unit during the first day with an average length of stay between 2.5
and 3 days.

Again using the Crisis Resource Need Calculator, it is projected that the number of recliners for a
23 hour Crisis Observation Center and the number of beds for a Stabilization Center that are
needed to service the three localities in guestion, are as follows:

e Anchorage — 13 recliners and 19 beds
» Mat-Su - 6reclinersand 9 beds
¢ Fairbanks - 4 recliners and 7 beds

Anchorage has sufficient crisis service need volume to justify establlshmg a Cr:s:s Response Center TR
with at least 13 recliners for the 23 hour crisis observation center and at a minimum 16 crisis k|
stabilization beds for the crisis stabilization center. Both of these services should be co-located
under one roof, which would maximize the flexibility necessary for both dient flow and staffing.

As other crisis service alternatives are made available, Anchorage would be well on its way to
creating a Campus of Connection that might include supplemental crisis service alternatives and
other treatment and social service options as deemed appropriate. When the IMD exclusion for
mental health services is waived, Anchorage would be free to add additional beds and should plan

its Crisis Response Center accordingly. B e ﬁ% Wm%&
£ L -
Given the plans of Mat-Su Regional Medlcal CéRiter to create new inpati i

re-evaluate how the add b
ed a crisis stabilization center Wlth %
m crisis stabilization beds, however a fi
e capacity needs for these levels of care w

capacity in January of 2020, it will be critic:
community. It is likely the community will st
6 23-hour observation recliners and 9 sho
study will need to be conducted to further e;
new beds coming on line.

)

Fairbanks, on the other hand, is more challeng t appear to have the projected v _
necessary to support the costs associated I ing at 24/7 capacity. Given this reality,
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Fairbanks might consider starting with 16 bed crisis stabilization center which is slightly more
capacity than that required for both an ohservation and stabilization center. Since the short stays
for crisis observation and since longer ALOS is anticipated for Alaska, 16 beds should be close to
occupancy most of the time. When the stabilization center eventually reached capacity, a crisis
observation center with recliners can be added.

Cost Offsets and Reinvestment Opportunities

Once the components of Crisis Now Model are implemented, an analysis of the resulting cost
offsets should be made associated with the reductions in detention, ED, and hospital utilization;
and plans developed and implemented for the reinvestment of those savings to further buildout
additional enhancements to the crisis system and to the BH continuum of care to better provide
intensive levels of communlty -based care and to better address the social determinants of
health.

As nated previously, essential crisis system elements are limited to (1) the crisis call center hub, (2)
crisis mobile response and (3) crisis receiving and stabilization services. A multitude of other
resources that support a comprehensive system of care exist; including facility-based resources
such as short-term residential facilities and peer respite programs that often step down options
for individuals following a crisis episode,

Short-Term Residential Facilities

After reviewing prior reports and research and considering presentatlons on model prog_' 5
has found that small, home-like short-term residential facilities can be seen asa strong step-down
option to support individuals who do not require inpatient care after their crisis episode. In many
communities, these are called crisis residential facilities. SAMHSA cautions that these are not
actual crisis facilities given the criteria that a crisis facility must accept all referrals without a pre-
screening process. However, they are an important part of a continuum that can used to address
the needs of individuals experiencing LOCUS assessed needs of 4 and 5 in a cost effective manner.
As such, staffing for these programs is far less intensive than a crisis receiving and stabilization
facility. Short-term crisis residential programs should minimally have a licensed and/or
credentialed clinician on location for several hours each day and on-call for other houogm_

centralizes data regardmg program occupa
and time to make decisions on referral acce

63
Exhibit |

Page 63 of 88 )



12.

Rl International | Crisis Now Consultation to Alaska

Peer-Operated Respite

Another model of short-term facility-based care is a peer-operated respite program. These
programs do not typically incorporate licensed staff members on site although some may be
involved to support assessments. They provide peer-staffed, restful, voluntary sanctuary for
people in crisis, which is preferred by guests and increasingly valued in service systems. Peer-
respite offers a low-cost, supportive step-down environment for individuals coming out of or
working to avoid the cccurrence of a crisis episode. Program activities should focus on issues that
have contrihuted to the escalation in challenges facing the individual and/or their support system
and the skills need to succeed in the community. :

Other Options

There are a host of other alternative services that are worthy of consideration by the State of
Alaska that involve not only providing more community-based intensive treatment services such
as Assertive Community Treatment {ACT) and Medication Assisted Treatment (MAT) to support
those with chronic BH conditions to sustain recovery and to minimize the risks for ED utilization,
hospital readmissions, arrest, and detention, but also to address the social determinants of health,

such a Permanent Supportive Housing (PSH), and Supported Education and Employment services,

Ultimately, Alaska like every other state must get upstream to prevent BH conditions and their
effects in the first place, rather than always having to pay exorbitant costs on the back end to
intervene to treat these conditions. Therefore, it is urged that there be greater investments in
primary prevention, such as the highly researched and evidence-based, PAX Good Behavior Game. - -

Tribal Health Coordination of Care

Establish coordination of crisis care agreements with the ahpmpriétE'TribaI Health entities to
ensure that Alaska Native and American Indian people in need of such care, have no disruptions
in continuity of care when transitioning from one service system to another.

Crisis services should not be viewed as stand-alone 're:sodrces operating independently of the BH,
health somal services, and cnmmal justice systems operatlng in a given locality, but instead &

served must be assessed to inform the interve
care that follow the crisis episode. This is not §
in play in most communities that have ¢
impediments to the care of any given in
continuum of care will not typically align, a [
agreements governing care coordination, A
measure the effectiveness of such agree
paramount. As stated earlier in this Rep
Department information Exchange {EDIE} pros
used not only in Anchorage, Mat-Su and Fairb
occurs in real time.

al and/or family. leen that the Ti
seful intent, regular communication, nege
e development and utilization of data

e State with a leg up in this regard It &8
xstatewide to assure that care coordi%

64
Exhibit 1
Page 64 of 88




13.

RI International | Crisis Now Consultation to Alaska

According to the Office of the Commissioner of the Alaska Department of Health and Social
Services, nearly 40% of Medicaid clients are Alaska Native people and an equal amount of program
expenditures are made on their behalf. Alaska Native people are more likely to utitize health care
services provided by the tribal health systam, if available. However, two thirds of the funds spent
on Alaska Native health care is paid to private sector providers. Given these realities, it is critical
that when BH crisis services are accessed outside the tribal health system that care coordination
protocaols and agreements be negotiated so that adequate and appropriate care coordination can
occur. And, to ensure the state can receive the 100% FMAP. Likewise, it is critical that as Alaska
bullds out its crisis response system, that it explores partnerships between providers, health
systems (tribal and non-tribal), payers and agencies to determine how this crisis response system
can best serve Alaskans. As the Crisis Now Model is implemented for the more urban settings, the
tribal health system might further explore how and to what degree the adoption of the Crisis Now
Madel could potentially be of service to its beneficiaries statewide.

Commercial Insurance Parity

The inherent inequities in the benefit structures of commercial health plans to financially
support crisis care should be examined as a parity Issue and addressed withln Alaska’s insurance
regulatory structure.

Establishing universally recognized and accepting cading for crisis services is an essential step
towards delivering the promise of parity under the Affordable Care Act and is intended to move
BH out of the shadows and into mainstream care of the whole persen. For individuals experiencing

a BH crisis, access to timely and effective care must be equivalent to that of a person with aﬁhjﬁLw
health emergency. Unfortunately, access to effective care during a BH cr|5|s is W1dely knon tob
deficient in healthcare settings across the country and too often, third- party payers including B
Medicare fall shart in paying for BH crisis services. “8 in 10 ED Doctors Say Mental Health System

Is Not Working for Patients” according to a survey. by the . American Coltege of Emergency
Physicians (ACEP). Thousands of Americans are dying from SUiC!de every month, many family
members of those coping with serious mental |Ilness or loss of loved ones to suicide are
experiencing unspeakable pain, individuals with limited options are getting the wrong care in the
wrong place with jails, EDs and inpatient care substltutlng for BH services and law enforcement
functioning as de facto MCTs; and jails as de facto treatment centers. o =

%

W|th severe mental illness. If extrapolated t@@ enforcement agencies natiol

is approximately $918 million or 10% of law %rcement s annual Operatmg budget Addlt
mental illness is the most prevalent disabilit
access to crisis care and change these unate
communities, filling our jails and crowding=
framework for delivering a full continuum of
Alliance for Suicide Prevention Crisis Service! rce with resources found on the N
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Assaclation of State Mental Health Program Director’s (NASMHPD's) www.crisisnow.com website

and healthcare coding is available to support reimbursement for care.

Crisis Judicial Ruling

A judicial ruling has recently been made in a lawsuit filed a year ago by the Disability Law Center
of Alaska and the Public Defender Agency seeking the cessation of lengthy jail and emergency
room detentions of people in a mental health crisis. The ruling orders the Alaska Department of
Health and Social Services to submit a plan for appropriate dispositions in these cases. Alaska
should use the implementation of the Crisis Now Model as a major component of that plan,
particularly for higher population urban communities,

The Crisis Now Model offers a major diversion from detention and from the lengthy onboarding in
EDs. In Maricopa County Arizona where the Crisis Now Madel is utilized with the highest fidelity in
the nation, the decreased reliance on law enforcement as BH providers of last resort yield
considerable saving to local law enforcement agencies. Maricopa County saved the equivalent of
37 FTE law enforcement officers as a result of effective diversion away from officer response and
decreased time on scene when involved in a BH situation. When combined with appropriate
screening, assessment, and BH treatment while incarcerated, and with meaningful reentry
services, the Criminal Justice Reinvestment Initiative of the Council of State Governments has
demonstrated that recidivism can be reduced to 5%, if reoffending has been prevented during the
three years subsequent to release.
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Appendix A: Core Principles and Practices of Crisis Now

There are several additional elements that must be systematically “baked into” excellent crisis systems In
addition to the core structural elements that are essential for modern crisis systems (ATC capabilities,
MCTs, and crisis residential facilities), These essential principles and practices are:

* Embracing recovery

* Significant role for peers

» Trauma-informed care

e Suicide safercare

s Safety/security for staff and consumers

¢ Crisis response partnerships with law enforcement

Embracing Recovery

Crisis providers must embrace the reality that individuals and families move beyond their BH challenges to
lead happy, productive and connected lives each and every day. At the 2019 International Initiative for
Mental Health Leadership {IIMHL} Crisis Now Summit, consumer Misha Kessler ended his description of his
direct experiences with crisis services, “Mental illness is [just] one part of my tapestry.” The fact that
recovery is possible and that it means not just the absence of symptoms, but also the development of
meaning and purpose in life, has begun to transform mental health care (Anthony, 1993). The President’s
New Freedom Commission on Mental Health (Hogan, 2003) recommended that mental health care be

“recovery-oriented” and enriched by person-centered approaches, a hopeful and empowermg st\/le and
increased availability of support by individuals with lived experience.

z

The significance of a recovery-oriented approach is critical for those |n CI‘!SIS and thus for crisis settings. In
an outmoded, traditional model, crises typically reflect “samething wrong wuth the individual. Risk is seen
as something to be contained, often by means of an involuntary commitment to an inpatient psychiatric
unit. In worst-case scenarios, people end up restrained on _eméfge:nty room gurneys or in jails. These
actlons in turn, are traumatizing to those who are subjected to thém and they also further reinforces the
likelihood that the person will soon again recycle through th|s same revolving door of inadequate crisis
interventicns.
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Implementation Guidance

1. Committo a “no force first” approach regarding care that is characterized by engogement and
collaboration;

2. Create enguging and supportive environments that are as free of barriers as possible. This
would include eliminating Plexiglas from crisis stabilization units and minimal barriers between
team members and those being served in order to support stronger connections;

3. Ensure team members engage individuals in the care process during a crisis. Communicate
clearly to those in care regarding afl treatment and intervention options, and offer materials
regarding any processes in writing, in the individual's preferred language whenever possible;

4. Ask the individual served about their preferences and do what can be done to align any actfons
to those preferences; and

5. Work to convert those with an involuntary commitment to voluntary as soon as practicable, so
they become mare invested in their own well-being and recovery.

Significant Role for Peers

One specific, transformative element of recovery-oriented care is to fully engage the experience,
capabilities, and compassion of those who have experienced BH crises. Integrating those “with lived
experience” within the components of crisis care has repeatedly demonstrated that they “take all of [their]
experiences, regardless af the pain, and use them to transform [their] life into ‘living hope’ for others who
want to recaver” {Ashcraft, Zeeb, & Martin, 2007). This reality has been increasingly substantiated by
studies investigating peer services and supports. This body of work has found support for a range of peer . ..
support benefits including strengthened hope, relationship, recovery, and self adVocacy 4sk;lls_,a
improved community living skills (Landers & Zhou, 2011). ST :

Utilizing peers, especially those who have experienced suicidality and'sui'ci'd'e attempts, and learned from
these experiences, can provide a safe, authentic, and respectful context within which the feelings of
aloneness and burdensomeness, associated with sumldal;ty, can be permeated Peer intervention in the
crisis setting with suicidal individuals is particularly poten_t in light of the reported 11%-50% range of
attempters who refuse outpatient treatment or abandoh'o_utpa't'ient treatment quickly following an ED
referral (Kessler et al., 2005) Peers support specialists cari relafe without judgment, can communicate

Mw

The role of peers—specifically survivors of suicide aitempts, as well as, surviva
bolstered when the Action Alliance’s Suicide Attem@umvors Task Force released its grow Erognd
report, The Way Forward: Pathways to Hope, Recov nd Wellness with Insights from L:ved Expel
in July 2014. The report describes the many wa which learning from and capltallzmg o}
experience can be accomplished. -
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Implementation Guidance

1. Hire credentioled peers with lived experience that reflect the characteristics of the
community served as much as possible; including, but not limited to, gender, race, primary
language, ethnicity, religion, veteran status, lived experiences and age considerations;

2. Develop support and supervision that aligns with the needs of the program’s peer staff:
and
3. Emphasize engagement as a fundomental pillar of care that includes peers as a vital part

of a crisis program. This would inciude peers who:

a. Are available for connection with crisis line operations;

b. Serve as one of two mobile team members; and

¢.  Are one of the first individuals to greet someone upon entrance to a crisis stabilization
facility.

Trauma-Informed Care

The great majority of individuals served with BH services have experienced significant interpersonal

trauma. The adverse effects of child trauma may present well into adulthood, increasing the risk for post-

traumatic stress disorder (PTSD}, mental iliness, substance use, and poor medical health (Finkelhor et al,,

2005}). Persons with a history of trauma or trauma exposure are more likely to engage in self-harm and

suicide attempts and their trauma experiences make them acutely sensitive to how care is provided to

them. When crisis care involves a loss of freedom, noisy and crowded environments, and/or the use of

force, there is an exacerbation of presenting symptoms. These situations can actually re-traumatize -
individuals at the worst possible time, leading to worsened increased agltatlon or WIthdrawal and Qﬂﬁ&:»mw .
followed a genuine reluctance to seek help in the future. ' :

On the other hand, environments and treatment approaches that are safe and calming can facilitate
stabilization and healing. Therefore, trauma-informed care is an essential element of crisis treatment. In
2014, SAMHSA posited five guiding principles for trauma-informed care:

Safety

Trustworthiness and transparency

Peer Support and mutual self-help

Collaboration and mutuality

Empowerment, voice and choice

Cultural, historical and gender issues §
L EEEE

éggﬁ:ggﬁéiéig,,

I
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Developing and maintaining a healthy treatment and support environment also requires support for staff,
who may have a trauma history or may experience post-secondary trauma as a result of working with other
trauma victims. An established resource for further understanding trauma-informed care is provided by
SAMHSA (2014): Trauma-Informed Care in Behavioral Health Services (TIP 57). Trauma-informed care is
urgently important in crisis settings because of the links between trauma and crisis and the vulnerability of
people in crisls; especially those with trauma histories.

Implementation Guidance

1. mco}'poraté trauma-informed care training into each team member’s new employee
orientation with refreshers delivered as needed; and
2. Apply assessment tools that evaluate the level of trauma experienced by the individuals

served by the crisis program and create action steps based on those assessments.
Suicide Prevention

Crisis intervention programs have always focused on suicide prevention. This stands in contrast to other
health care and mental health services, where suicide prevention was not always positioned as a core
responsibility. Two transformational commitments must be made by every crisis provider in the nation: (1)
adoption of suicide prevention as a core responsibility, and (2) commitment to dramatic reductions in
suicide among people under care. These changes were adopted and advanced in the revised National
Strategy for Suicide Prevention (2012], specifically via a new Goal 8: “Promote suicide preventlon as a core
component of health care services.” : i

The National Action Alllance for Suicide Prevention created a set of evidence- based actlons known as Zero
Suicide or Suicide Safer Care that health care organizations can apply through an |mplementatlon toaolkit
developed by the Suicide Prevention Resource Center {SPRC} at the Eduaa_tlon Development Center, Inc.
(EDC). The following seven key elements of Zero Suicide or Suicide Safer Care are all applicable to crisis
care: :

+ Leadership-driven, safety-oriented culture committed to dramatically reducing suicide among
people under care, which includes survivors of suimde attempts and suicide loss in Ieadershlp and =
planning roles; ROY
Develop a competent confident, and carlng w@k force,

+« Apply a data-driven guality |mpr0vement

improved patient outcomes and better care 5e at risk. =

See more at http://zerosuicide.sprc.org/about
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It should be noted that the elements of zero suicide closely mirror the standards and guidelines of the
National Suicide Prevention Lifeline (NSPL), which has established suicide risk assessment standards,
guidelines for callers at imminent risk, protocols for follow-up contact after the crisis encounter, and has
promoted collaborative safety planning, reducing access to lethal means, and incorporating the feedback
of suicide loss and suicide attempt survivors.

Since comprehensive crisis intervention systems are the most urgently important clinical service for suicide
prevention and most parts of the country do not have adequate crisis care, we find a national- and state-
level commitment to implementing comprehensive crisis services is foundational to suicide prevention;
leading to an expectation that best practices in suicide care by required by health authorities {i.e.; payers,
plans, state agencies, Medicaid and Medicare).

Implementation Guidance

L Incorporate suicide risk screening, assessment and planning into the new employee
orlentation for alf team members;

2. Assign the completion of Applied Suicide Intervention Services Training {ASIST) or similar
training to all team members;

3. incarporate sulcide risk screening, assessment and planning into the crisis practices;

4, Automate the suicide risk screening, assessment and planning process, and associated
escalation pracesses, within the electronic medical record; and

5. Commit to a goal of Zero Suicide as a state and as a crisis system of care.

Safety/Security for Consumers and Staff

Safety for both consumers and staff is a foundational element for all crisis service settings. Crisis settings
are also on the front lines of assessing and managing suicidality, an issue with life and death consequences.
While ensuring safety for people using crisis services is paramount “the safety for staff cannot be
compromised.

People in crisis may have experienced violence or acted ih”violent ways, they may be intoxicated or
delusional, and/or they may have been brought in b\/ Iaw enforcement and thus may present an elevated
risk for violence, : :

e Evidence-based crisis training for all staff;
e Role-specific staff training and appropriate staf
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e Anon-institutional and welcoming physical space and environmentfor persons in crists, rather than
Plexiglas “fishbowl” ohservation rooms and keypad-locked doors. This space must also be anti-
ligature sensitive and contain safe rooms for people for whom viclence may be imminent;

¢ Established palicies and procedures emphasizing “no force first” prior to implementation of safe
physical restraint or seclusion procedures;

¢ Pre-established criteria for crisis system entry; and

¢ Strong relationships with law enforcement and first responders.

Ongoing staff training is critical for maintaining both staff competence and confidence, and promotes
improved outcomes for persons served and decreased risk for staff (Technical Assistance Collaborative,
2005). Nationally recognized best practices in crisis intervention such as CP| {Crisis Prevention Institute,
Nonviolent Crisis Intervention Training) and Therapeutic Options (Therapeutic Options, Inc.} are highly
effective and instrumental in their utilization of positive practices to minimize the need for physical
interventions and re-traumatization of persons in crisis. Such approaches have contributed to a culture of
safety for staff and clients in the crisis setting.

Adequate staffing for the number and clinical needs of consumers under care is foundational to safety.
Access to a sufficient number of qualified staff {clinicians, nurses, providers and peer support professionals)
promotes timely crisis intervention and risk management for persons in crisis who are potentially
dangerous to self or others (DHHS, 2006).

In some crisis facilities that are licensed or certified to provide intensive services, seclusion and/or restraint

may be permitted. Though some practitioners view physical and/or pha rmacologlcal restramt and i
seclusion as safe interventions, they are often associated with increased injury to both chents and, '
may re-traumatize individuals who have experienced physical trauma. Therefare, restrairit and seclusion =
are now considered safety measures of last resort, not to be used as a threat of punishment, alternative to TN
appropriate staffing of crisis programs, as a technique for behavior management or a substitute for active X
treatment (Technical Assistance Collaborative, 2005). R

Crisis providers must engage in person-centered planning and treatment while assessing risk for violence
to collaboratively develop. de-escalation and safety plans :fo'r'_"individuals served by the program, Debrief
staff and individuals involved n those interventions éf't'er a"se'c!usion/restraint event to inform policies,
procedures, and practices; reducing the probablllty of future USe of such interventions. i, g

i%:%hg;.l

Following the tragic death of Washington State soc@]gworker Marty Smith in 200
Division of the Department of Sacial and Health Ser\ﬁs sponsored two safety g
passed into law a bill (SHB 1456) relating to home visitst

According to Washington’s SHB 1456, the keys to sa
include: '

* No mental health crisis outreach worker will | ired to conduct home visits alone; - . %

R! International | Crisis Now Consultation to Alaska 72
Exhibit 1 e
Page 72 of 88 a5 —

™ R L ST



o Employers will equip mental health workers who engage in home visits with a communication
device; and

¢ Mental health workers dispatched on crisis outreach visits will have prompt access to any history
of dangerousness or potential dangerousness an the client they are visiting, if available.

Ensuring safety for hoth consumers and staff is the very foundation of effective crisis care. While safety is
urgently important in all health care, in crisis care, the perception of safety is also essential. The
prominence and damaging effects of trauma and the fear that usually accompanies a psychological crisis.

Implementation Guidance

1. Commit to a “no force first” approach to care;
Meanitor, report and review all incidents of seclusion and restraint with a goal to minimize
the use of these interventions;

3. Barriers do not equal safety. The key to safety is engagement and the empowerment of
the individual served while in crisis;

4, Offer enough space in the physical environment to meet the needs of the population
served. A lack of space can elevate anxiety for all;

5. Incorporate quiet spaces into the crisis facility for those who would henefit from time away
from the milieu of the main stabilization area; and

6. Engage team members and those served in discussions regarding how to enhance safety

within the crisis program, make safety truly “Job One” in all crisis settings.

Law Enforcement and Crisis Response—An Essential Partnership

Law enforcement agencies have reported a significant increase in police contacts Wlth people with BH
conditions in recent years. Some involvement with BH crises is mewtable for police. As first responders,
they are often the principal point of entry into emergency care f_o_r mdlwd_uals experiencing a BH crisis,

Police officers are critical to moblle crisis services as weII by either providing support in potentially
dangeraus situations (Geller, Fisher, & McDermeit, 1995) or by serving as a referral source delivering
“warm hand-offs” to crisis mobile teams. Research investigating law enforcement response to 1nd|V|duaIs &
with mental illness (Reuland, Schwarzfeld, & Draper ZOQQ)found police officers frequently: m e

s  Encounter persons with mental illness at risk :
s Often spend a greater amount of time attem ging
mental health CONCErns;
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Inh many communities across the United States, the absence of sufficient and well-integrated BH crisis care
has made local law enforcement the de facto BH mobile crisis system. This is unacceptable and unsafe. The
role of local law enforcement to address emergent public safety risk is essential and important, With good
BH crisis care in place, MCTs can collaborate with law enforcement which will improve both public safety
and produce better outcomes for those in crisis. Unfortunately, well intentioned law enforcement
responders to a crisis call can often escalate the situation just based on their presence. Police vehicles and
armed officers can generate anxiety for far too many individuals in a crisis.

We now know a good deal about crisis care/law enforcement collaboration. Deane et al. {1999), reporting
on partnerships between BH personnel and law enforcement, found the alliance between first responders
and BH professionals helped to reduce unnecessary hospitalization or incarceration. Specialized responses
to BH crises included specialized police response, police-based specialized BH response, and BH-based
specialized BH response. These forms of collaboration share the common goal of diverting peopte with BH
crises from criminal justice settings into BH treatment settings and were rated as “moderately effective”
ar “very effective” in addressing the needs of persons in crisis.

Specialized police responses involve police training by BH professionals in order to provide crisis
intervention and to act as liaisons to the BH crisis system. The Mempbhis Crisis Intervention Team (CIT)
model pioneered this approach. In CIT, training for law enfarcement includes educating officers about
mental iflness, substance use and ahuse, psychiatric medications, and strategies for identifying and
responding to a crisis (Tucker et al,, 2008). Lord et al. (2011) found most officers involved volunteered to
participate in the trainlng.

Consistent with the findings above, CIT necessitates a strong partnership and close collaboratlon ea
the police officers and BH programs (e.g., availability of a crisis setting where police- can drop of-F peop* :
experiencing a mental health crisis}. CIT has been cited as a “Best Practice” model for law enforcement *%%

{Thompson & Borum, 2006). Crisis programs should engage in ongoing dialog with local law enforcement =
agencies to support continuous quality improvementand collaborative problem solving. Top crisis systems
report facilitating monthly meetings with aggregate data sharmg as a part of their ongoing operations.
Strong partnerships between BH crisis care systems and law 'e'n'fo'rcement are essential for public safety,
suicide prevention, connectians to care justice system dlvers.lon and the elimination of psychiatric boarding i
in emergency departments. The absence of a comprehenswe crisis system has been the major front line” ‘ﬁ%’i
cause of the criminalization of those with BH condltlonSgand a root cause of shootings and ofherine
that have left too many people with such condltlons gd police officers dead. Gl
reversing these unacceptable trends.
Implementation Guidance
1. Have local crisis providers actively p
2. Incorporate regular meetings bet
schedule so that these partners can’
3. Include BH crisis provider and law enfoe
groups; and ;
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4. Share aggregate outcomes data, such as: numbers served, percentage stabilized and
returned to the community, and connections to ongoing care.

Crisis Service Best Practice Fidelity Review Tool

SAMHSA is about to publish a Crisis Service Best Practice Fidelity Review Tool. The Fidelity Review Tool Is
designed to assist in the implementation of essential crisis service elements, and 1o assist with the
delineation of performance expectations. These elements are summarized below:

1. Regional or statewide crisis call centers coordinating in real time:

a. Operate every moment of every day (24/7/365);

b. Staff with clinicians overseeing clinical triage and other trained team members to respond
to all calls received;

c. Answer every call or coordinate overflow coverage with a resource that also meets all of
the minimum crisis call center standards defined in this toolkit;

d. Assess risk of suicide in a manner that meets NSPL standards and danger to others within
each call;

e. Coordinate connections to crisis mobile team services in the region;

f. Connect individuals to facility-based care through warm hand-offs and coordination of
transportation as needed;

g. Incorporate caller ID functioning;

h. Implement GPS-enabled technology in collaboration with partner crisis mobile teams to
more efficiently dispatch care to those in need; o

i. Implement real-time regional bed registry technology to support efﬁcnent conne
needed resources; and

j.  Schedule outpatient follow-up appecintments in a manner synonymous with a warm
handoff to support connection to ongoing care followmg a Crisis episode.

2, Centrally deployed, 24/7 mobile crisis; e

a. Include a licensed and/or credentialed clmlcian capable to assessing the needs of
individuals within the region of operation; .. - : -+

b. Respond where the person is (home, w_ork,_pa:r'k, etc.) and not restrict services to select
locations within the region or particular days/times;

c. Connect individuals to facility- based care through warm hand-offs and coordmatlng ‘ﬂﬁ

transportation as needed; - -§ ;
Incorporate peers within the moblle c@s team; :
e. Respond without law enforcement acﬁ@mpamment unless spec
inclusion; supporting true justice syst
f. Implement real-time GPS technologyi
to support efficient connection to n fedled resources and tracking of engagement :
g. Schedule outpatient follow-up ap
handoff to support connection to ol
23-hour crisis observation and stabilizat

a. Accept all referrals without pre-scree
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b. Do not require medical clearance prior to admission but will assess for and support medical

stability while in the program;

¢. Design their services to address mental health and substance use crisis issues;
d. Employ the capacity to assess physical health needs and deliver care for most minor

physical health challenges:

e. Staff at all times (24/7/365) with a muktidisciplinary team capable of meeting the needs of

individuals experiencing all levels of crisis in the community; including:
i. Psychiatrists or psychiatric nurse practitioners (telehealth may be used)
ji. Nurses
iii. Licensed and/or credential clinicians capable of completing assessments in the
region; and
iv. Peers with lived experience similar to those of the population served.

f. Offer walk-in and first responder drop-off options;
g. Be structured in a manner that offers capacity to accept all referrals at least 90% of the

time with a no reject policy for first responders;

h. Screenfor suicide risk and complete comprehensive suicide risk assessments and planning
when clinically indicated;

i. Function as a 24 hour or less crisis receiving and stabllization facility;

j. Offer a dedicated first responder drop-off area;

k. Incorporate seme form of intensive support beds into a partner program (could be own
program or ancther provider) fo support flow for individuals who need additional support;
I.  iInclude beds within the real-time regional bed registry system operated by the crisis call
center hub to support efficient connection to needed resources; and
m. Coordinate connection toc ongoing care.

In addition to monitoring fidelity to the Crisis Service Best Practice Standards funders system S
administrators and crisis service providers should continuously evaluate performance through the use of =

shared data systems. System transparency and the regular m_onltq_rlng of key performance indicators
supports continuous quality improvement. It is highly recommended that systems apply shared systems
that offer real-time views of agreed-upon system and prowder—level dashboards that can also be used to
support alternative payment reimbursement approaches that focus on value. Performance metrics include

the following:
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Crisis Call Center Services:
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Call volume,

Average speed of answer,

Average delay,

Average length of cal),

Call abandonment rate {should be very
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. Crisis Mobile Services:

o]
O
&)
O
e}

Number served per 8-hour shift,

Average response time,

Percentage of calls responded to within 1 hour... 2 hours,

Longest response time, and

Percentage of mobile crisis responses resolved in the community {should be around 70% -
hospital / crisis facility diversion)

. Crisis Observation and Stabilization Facilities:

o Number served {could be per chair daily),

o Percentage of referrals accepted (should be 100%),

o Percentage of referrals from law enforcement (should be substantial — hospital and jail
diversion)},

o Law enforcement drop-off time {should be under 5 minutes because all referrals are accepted),

o Percentage of referrals from all first responders (including law enforcement — hospital and jail
diversion),

o Average length of stay {throughput matters — support increased capacity within a limited
resource},

o Percentage discharge to the community (target high percentage of crisis resolved and
transition back home — hospital diversion),

o Percentage of involuntary commitment referrals converted to voluntary (this is:75% in _
Maricopa County in support of diversion from lenger mpatlent stays and mdm 'uaL._mw S
engagement in care), : o =

o Percentage not referred to emergency department for medlcal lssues / assessment (should m@

target over 95% to divert from ED costs and boa rdmg) ' ;

Readmission rate,

Percentage completing an outpatient follow- -up VISIt after discharge,

Total cost of care for crisis episode, e

Guest service satisfaction, and

Percentage of individuals reporting |mprovement in ablht\/ to manage future crisis.

o 0 0 0 ©
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Appendix B: Anchorage Capacity Model Calculator

Diversion Rate of Crisis Facility {(From Acute)

# of Crisis Episodes Annually {200/100,000 Monthly) 6,997 6,997
"Weeded" Acute Beds for Population 116 40
Number of Acute Hospital Bed Days Needed Per Year 42,277 12,013.93
AlOS 8 8
Acute Inpatient Readmission Rate 15% 15%
Acute Bed Occupancy Rate 90% 90%
% Initially Served by Acute Inpatient 68% 14%
Number Initially Served by Acute Inpatient 4,756 961
Number Referred to Acute Inpatient From Crisis Facility - 391
Number of Acute inpatient Beds Neaded 116 40
Cost Per Acute Inpatient Bed Per Day S

1,456

75% 75%
ALOS of Crisis Subacute Bed 4.0 4.0
Crisis Facility Readmission Rate 15% 15%
Difference Between Crisis and Acute Readmission Rates 0% 0%
% Initially Served by Crisis Subacute Bed 0% 0%
Number Initially Served by Crisis Subacute Bed - L o
Number Referred to Crisis Subacute Bed by Gbs Chair Sl eeA |
Crisis Subacute Bed Occupancy Rate 0% T 90%
Mumber of Crisis Subacuie Beds Needed @ | =00 - 23

Avg, Cost Per Crisis Subacute Bed Per Day

Rate of Escalation to Subacute Bed

35%

35%
ALOS in Observation Chair 0.9 0.9
% Initially Served by Crisis Obs Facility 0% 54%

Number Initially Served by Crisis Facility

Number Referred to Crisls Facility by Mobile Team - & -
Crisis Bed Occupancy Rate o '

Number of Crisis Observation Chairs Neaded

Avg. Cost Per Crisis Bed / Chair Per Da

Rl International | Crisis Now Consultationto Alaska
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Diversion Rate of MohHe Team {From Crisis Facility} 70%
% Served by Mobile Team ' 32%
Number Served Per Mobile Team Daily 4 4
Number of Moblle Teams Neaded - Z
Cost Per Mobile T

NOTES

-E;'isis Sauii-ﬁ.gs

Total Savings

Phormacy not included

35% of direct ocute admissions go to ED first at 52,264

Rl International | Crisis New Consultation to Alaska
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Appendix C: Mat-Su Capacity Model Calculator

# of Crisis Episodes Annually (200/100,000 Monthly)

Diversion Rate of Crisis Fac:hty {From Acute)

2,583 2,583

"Needed" Acute Beds for Population 43 15

Number of Acute Hospital Bed Days Needed Per Year 15,605 4,434.48

ALQOS 8 8
Acute inpatient Readmission Rate. 15% 15%
Acute Bed Occupancy Rate 90% 90%
% Initially Served by Acute Inpatient 68% 14%
Number Initially Served by Acute Inpatient 1,756 355
Number Referred to Acute Inpatient From Crisis Facility - 144
Number of Acute Inpatient Beds Needed 43 15
Cost Per Acute Inpatient Bed Per Day 5 1,456 | S 1,456

ALOS of Crisis Subacute Bed

Crisis Facility Readmission Rate

Rate of Escalation to Subacute Bed

Difference Between Crisis and Acute Readmission Rates 0%
% Initially Served by Crisis Subacute Bed 0%
Number Initially Served by Crisis Subacute Bed o B -
~ |Number Referred to Crisis Subacute Bed by Obs Chair o
CrisisSubacute Bed OccupancyRate | 05 90%
Number of Crisis Subacute Beds Needed R s | I
Avg. Cost Per Crisis Subacute Bed Per Day Vs 1,45 s 1,456

Number of Crisis Observation Chairs Needed B

| Avg. Cost Per Crisis Bed / Chair Per Day

R! International | Crisis Now Consultation to Alaska

ALOS in Observation Chair 0.9 0.9
% Initially Served hy Crisis Obs Facility 0% 54%
Number Initially Served by Crisis Facility - 1,401 |
Number Referred to Crisis Facility by Mobile Team . 4 - S8 ¢
Crisis Bed QOccupancy Rate S E 85% =506
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Diversion Rate of Mohile Team {Fram Crisis Facility

}

% Served by Mobhile Team

Number Served Per Mobile Team Daily

Number of Mobile Teams Needed

NOTES

Crisis Savings

Total Savings

Pharmacy not included

35% of direct acute gdmissions go to ED first at 52,264

Rl International | Crisis Now Consultation to Alaska
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Appendix D: Fairbanks Capacity Model Calculator

(From Acute)

Diversion Rate of Crisis Facility

# of Crisis Episodes Annually (200/100,000 Monthly) 2,332 2,332
"Needed" Acute Beds for Population 32 11

Number of Acute Hospital Bed Days Needed Per Year 11,803 3,354.09

ALOS 7 7
Acute inpatient Readmission Rate 15% 15%
Acute Bed Occupancy Rate 90% 90%
% Initially Served by Acute Inpatient 68% 14%
Number Initially Served by Acute Inpatient 1,585 320
Number Referred to Acute Inpatient From Crisis Facility - 130
Number of Acute Inpatient Beds Needed 32 11
Cost Per Acute Inpatient Bed Per Day 1,456 | S 1,456

ALOS of Crisis Suhacute Bed 4.2 4,2
Crisis Facility Readmission Rate 15% 15%
Difference Between Crisis and Acute Readmission Rates 0% 0%
% Initially Served by Crisis Subacute Bed 0% 0% -
Number Initially Served by Crisis Subacute Bed - -
Number Referred to Crisis Subacute Bed by Obs Chair oo 521°|
Crisis Subacute Bed Occupancy Rate 90%: " 90%
Number of Crisis Subacute Beds Needed = i1

Avg. Cost Per Crisis Subacute Bed Per Day
Total €os
Rate of Escaltation to Subacute Bed

ALOS in Observation Chair

% Initially Served by Crisis Obs Facility

Number Initially Served by Crisis Facility

. [Number Referred to Crisis Facility by Mohile Team

g
Crisis Bed Occupancy Rate . §
Number of Crisis Observation Chairs Needed g

Avg. Cost Per Crisis Bed / Chair Per Day
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Diversion Rate Mo Ile Team {From Crisis Facility

-

% Served by Mobile Team

Number Served Per Mobile Team Daily

NMumber of Mobile Teams Needed

Cost Per Mobile Team

NOTES

Crisis Savings

Totai Savings

Pharmacy net included

35% of direct acute admissions go to ED first at 52,264

Ri International | Crisis Now Consultation to Alaska
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FY2020 and FY2021 Operating Budget Comparison (in thousands)
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Alaska Pioneer Hom

Pioneer Homes

Alaska Psychiatri

L

Adtilt Preverita




705,322.

2

451.6|$ 2

2

832

2

393.2 181

2

523.0

3

$ (131

4775]§ 48

¥

0023 |$ 824

>

4752 1§ 7

>

Formula] $ 817

*Duplicate

i

1005 General ﬁun&\Program Recerpts

1168 Tobacco Fund

1180 Alcohol Fund

1246 Recidivism Reduction Fund

1247 Medicaid Recoveries

1254 Msu:ijuana Fducation Treatment

1013 Alcoholism and Drug Abuse Revolving Loan Fund

257.

072,

>

$2

1002 Federal Receipts
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Alaska Pioneer Homes

FY2020 and FY2021 Operating Budget Comparison (in thousands)
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FY2020 and FY2021 Operating Budget Compatison (in thousands)
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* Add Authority to Achieve Full Capacity at the Alaska PsYchiatric
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ion of Behavioral Health
FY2020 and FY2021 Operating Budget Comparison (in thousands)
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% Difference Between

Difference FY2020

and FY2021

FY2020 and FY2021

FY2021 Governot's

4349 | §

3

_20

FY2020 Management

4059 |

p)

20

In FY2021 a Fund Change from UGF ($11,400.0) to MET Fund (DGF)

- $11,400.0.
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FY2020 and I'Y2021
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and FY2021

5,600.0 | $
Extubit 2

Request

FY 2021 Govémor's Difference FY2020 | % Difference Between

6733 | §

FY2020
Management Plan
>,

Title IV-E Reimbursement for Legal Representation for Parents $1,200.0

Staft Retention and Wellness Initiatives $1,500.0 Federal.
Federal.

FY2020 and FY2021 Operating Budget Comparison (in thousands)

Office of Children’s Services




He‘h re érvices

FY2020 and FY2021 Operating Budget Compatison (in thousands)

| % Difference Between

FY2020 and FY2021 |

Difference FY2020

and FY2021

748.4)

FY2021 Governor's

Request

>

9

6763 | $

FY2020 Management

Plan .
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4247 | $
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Transfer Office of Rate Review to Commissioner’s Office
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ion of Public Assistance

1v

FY2020 and FY2021 Operating Budget Comparison (in thousands)
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FY2021 Governor's
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135

FY2020 Management
Plan

959.0 | $

>

134

"« Restote Adult Public Assistance Maintenance of Effort Methodology $7,471.2 UGE

e Transfer Parents as Teachers Program from the Department of Education and Farly

Development for Better Alignment §474.7 UGE
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ion of Public Health
FY2020 and FY2021 Operating Budget Comparison (in tho_usands) _.
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Difference Y2020
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FY2021 Governort

Request
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SB93 Increase SDPR for SHARP I1I
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FY2021 Governor's
Request

bl

1

FY2020 Management
| Plan

awarded to division and authority will be adjusted.) $7,000.0 Federal.
* EHlectronic Visit Verification System Maintenance and Operation $412.5

Federal and $137.5 UGE.

FY2020 and FY2021 Operating Budget Compatison (in thousands)

Senior and Disab

I Children and Families Preschool Development Gmnt (Grant was not
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Difference FY2020
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FY2021 Governot's

FY2020 Management

$253.2 Federal and $379.7 UGE
* Transfer Office of Rate Review from Health Care Services

FY2020 and FY2021 Operating Budget Comparison (in thousands)

- Add Four Positions to the Commissionet's Office for Reorganization

Departmental Support Services
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Phase 1 Rate and Paym
5% P

rovider Rate Redu

Cost-Based End'S




re Coll

Electronic. Visit Ver

Transiion Semvies o

Sub Total -

Sarvices ...




5% Provider Rate Reduction for
Medicaid services

FY2020 Cost ContainmentMeasures_
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Adjustments

FY2020 Cost Containment Measures
Withholding Medicaid Rate Inflation




FY2020 Cost Containment Measures
(DRGs)




FY2020 Cost Containment Measures
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FY2020 Cost Containment Measures




FY2020 Cost Containment Measures

Pharmacy Adjustments
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FY2020 Cost Containment Measures

Limit PT/OT/Speech Therapy

Exhibit 2

Page 25 of 45




)

Exhibit 2
Page 26 of 45

Program (CMP

FY2020 Cost Containment Measures




FY2020 Cost Containment Measures
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FY2020 Cost Containment Measures
Timely Filing Allowance Reduction
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FY2020 Cost Containment Measures
Streamline Cost of Care Collections




FY2020 Cost Containment Measures
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Recovery

Medicare Part B Premiums




FY2020 Cost Containment Measures
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iming

S32M
S42M
- S64M
S84M
$104M
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P

SFY17
SFY18
SFY19
SFY20
SFY21

Tribal Recla _
Original Target From SB74 (2016)




iming

Additional Staffing AuthOrizedpy th?w,!':?gi;SIa,tH"f% |

Tribal Recla

Added 1 FTE to Tribal Reclaiming Unit
to oversee and supervise the tribal

reclaiming analysts

Added 3 FTEs to perform data and

claims review/analysis

o
$42M

S84M

S32M
S42M

$64M

SFY17

SFY18

SFY19
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Tribal Recla
Cost Containment Phase | — Additional $20M
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FY2020 Cost Containment Measures
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FY2020 Cost Containment Measures
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Electronic Visit Verification




FY2020 Cost Containment Measures
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Adult Preventative Dental

FY2020 Cost Containment Measures
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FY2020 Cost Containment Measures
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Transition Behavioral Health Grants



1115 Behavioral Health Waiver

* Substance Misuse Disorder Treatment Component

« Approved in November 2018
* Became effective January 1, 2019

» Behavioral Health Component

* Approved September 2019
* Will be implemented by June 30, 2020

* Administrative Services Organization
* Contracted with Optum Health in November 2019
* Goes live on February 1, 2020 |
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Medicaid Enrollment & Spending in Alaska
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mmE Federal Funds Regular Medicaid

@ State Funds Regular Medicaid

wafiewRecipients Regular Medicaid

s State Funds Expansion
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DHSS Three-year Vision
_, | - DHSS Mission . |
fo promote and protect the health and well-being of Alaskans.
* Systems Alignment and Change
* Focus on I'T Systems

* Emergency Readiness and Response

* Behavioral Health Continuum of Care

;‘,gf
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