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Agenda

Welcome, Blessing, Introductions
Health Care Authority
Behavioral Health Updates

Review of Substance Abuse Block Grant Data on Prevention,
Treatment, and Crisis Services

Behavioral Health Conferences
Tribal Opioid Media Campaign, Resources, & Tribal Opioid Grants
Peer Support Services for Substance Use Disorder
Standardized Consent Management for 42 CFR Part 2
Post-Eligibility Review for Apple Health (Medicaid)
Scheduling of State-Tribal Workgroups
Updates on Apple Health (Medicaid)
Health Care Authority and Department of Health
Open Session for Questions, Issues, and Discussion
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Lucilla Mendoza, Tribal Behavioral Health Administrator

Behavioral Health Updates
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Block Grant Consultation Follow Up

Sarah Mariani, Supervisor
Lucilla Mendoza, Tribal Behavioral Health Administrator

SABG Data on Prevention,
Treatment and Crisis Services
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Outcomes Data-SUD Prevention (Tribal Programs )

State Fiscal Year | Total # of Programs

2014 70
2015 77
2016 45
2017 117*

* Programs which had activity data entries in SFY 2017

State Fiscal | Unduplicated Single service
Year participants participants
2014 684 1,286
2015 742 897
2016 471 665

2017 370 14,354



Presenter
Presentation Notes
The first table on this slide shows the Total Number of Tribal programs by State Fiscal Year. The table shows that the Total Number of Tribal Programs with activity data reported to DBHR is 117 programs (compared to SFY 2016). This is a great improvement and possible reasons could include increased collaboration between Tribes and DBHR around reporting and increased Tribe capacity to use our Substance Use Disorder Prevention and Mental health Promotion Online Reporting System (Minerva). Minerva was launched in the fall of 2016.

Out of the 117 programs, in SFY 2017 13 are Evidence-based Programs or 11%. This reflects in part that there is not a requirement under the SABG for Tribes to implement EBP. At the same, we would like to continue dialog regarding implementing more EBP programs.

The second table also focuses on Tribal programs only. The first column shows the number of unduplicated individual participants reported into Minerva. We ask Tribes to report aggregate counts of participants, plus demographic items or report population reach using the census calculator in Minerva. Tribes have the option of reporting individual participants. An example of a service that might be reported with aggregate or population reach is a media campaign – while we can report that 1,000 people heard a radio ad over the course of a month we don’t know if these are different or the same people (and we don’t necessarily need to know). By comparison, an example of an individual participant is a student in a mentoring program.

 In SFY 2017, Tribes reported (as aggregate or population reach) 14,354 participants. This increase can be due to similar factors listed above -- increased collaboration between Tribes and DBHR around reporting and increased Tribe capacity to use Minerva. In comparison with the first table which showed the number of programs that are EBP, this table shows the number and percentage of participants in EBP programs. The number of EBP participants is 29, or 8%.
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Outcomes Data — SUD Prevention
(Prevention System)

D s

Unduplicated 15,341 412 2.6%

Participants (all
prevention services
without Tribal Programs)

Unduplicated 15,711 782 5%

Participants (all
prevention services
including Tribal
Programs)
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Presentation Notes
For all prevention services across Washington, including Tribal prevention, 15,711 unduplicated participants were reached. The count of unduplicated American Indian/Alaskan Native individual participants is 782. Keep in mind that this is an unduplicated count – which means that we are only counting specific people once, even if they receive more than one service. Additionally, as we saw on the previous slide most Tribal prevention is reported as aggregate or population reach. We can only un-duplicate individual participants. To be clear, this slide does not mean that we are only serving 5% of the AI/An population – but rather is a reflection of data entry.

Race categories include:
☐ American Indian Alaskan Native
☐ Asian – Asian Indian
☐ Asian – Chinese
☐ Asian – Filipino 
☐ Asian – Japanese
☐ Asian – Korean
☐ Asian – Vietnamese
☐ Asian – Other 
☐ Black
☐ Native Hawaiian/Other Pacific Islander – Guamanian or Chamorro 
☐ White 
☐ Two or more races
☐ Other race

Only one choice can be made

This graph only reflects Unduplicated participants and not single services (aggregate and population reach) 
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Outcomes Data-SUD Treatment

(Data is dependent upon if Tribes use SABG funds for SUD Treatment)

2017 NOT YETAVAILABLE

*N=9 Tribes *N=9 Tribes *N=8Tribes
IOP group therapy 10,692.3 hours 7,601.75 hours 4,393.86 hours
IOP indiv. therapy 1,050.08 hours 933.58 hours 707.21 hours
IOP case mgmnt 108 hours 18.16 hours 8 hours
OP group therapy 5,104.05 hours 2,455.08 hours 1,140 hours
OP indiv. therapy  1,052.48 hours 593.1 hours 230.16 hours
OP case mgmnt 69.5 hours 14.71 hours 2 hours
SUD assessments 561 assessments 423 assessments 194 assessments

UAs/screenings 317 UAs/screenings 199 UAs/screenings 128 UAs/screenings
Total clients served 1,663 clients 1,022 clients 532 clients
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Presentation Notes
This graph shows the Tribal programs that use G2G for Treatment Services.  
Tribes have progressively moved SABG (G2G) funds from Tx Services to Px Services due to Medicaid coverage of SUD services as a result of the Affordable Care Act.  Many Tribes have not needed to spend these funds for treatment services, so plans have been updated to move money to prevention services.  Hense the large increase in Single Service and Unduplicated participants in prevention services.  
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Crisis Services 2017
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Service Category

STATEWIDE 2017

Statewide Totals/Percentages

Al/AN Percentage

Al/AN Percentage

Service Category AIAN_P13 Non-AlAN 2017 2015
Any DBHR-MH Service (BHO) 9,329 169,547 9.22% 9.95%
Any BHO Outpatient Service
Any OP (all modalities) 9.220 168,274 5.19% 9.95%
Crisis Services (OP) 1,827 24 641 6.90% 12.45%
Involuntary Tx Investigation or Hearing 468 6,844 6.40% 11.37%
Any Psychiatric Inpatient 684 10.711 6.00% 11.20%
Evaluation & Treatment 174 2,:581 6.32% 12.23%
Community Hospital 459 7.822 5.54% 10.38%
State Mental Hospital 122 1,669 6.81% 13.09%
CLIP 16 167 8.74% 13.10%

Race code used for FY 2017 changed from FY 2015.

compared to 89,341 in FY 2017.

In 2015 total AlI/AN population served is 106,100

,\
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Presentation Notes
RDA is going with Medicaid race code 4 and 5.  Previously RDA went with any body who had filled out a form and self-identified as AI/AN—on TANF or an intake at a CMHa, etc.

Beyond self-reporting 

Hence in 2015 we had total served AI/AN population of 106,110 with. This time it is 89,341.

For 2015 
Crisis – 12.45%
Involuntary Tx Investigation or Hearing – 11.37%
Evaluation and Treatment – 12.23%
Community Hospital – 10.38%
State Mental Hospital – 13.09%
CLIP – 13.10%
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BH Program and Data Reporting Systems

* Compile listing of all BH programs

 |dentify total number of contractors/providers/Tribal
organizations

* |dentify how data is collected (data reporting system)

* |dentify if demographic data is collected

— If so, if there is data collected specifically for the Al/AN
population

* Pull up draft BH Program and Data Document




\ inaton % , Washington Stafe Depirtment of
\/ e hhory, [ Health

Lucilla Mendoza, Tribal Behavioral Health Administrator

Behavioral Health
Conferences
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Tina Anderson, STR Program Manager
Cheryl Wilcox, Tribal Wellness Program Manager

Tribal Opioid Media Campaign,
Resources, & Tribal Opioid Grants

: | gg—
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Year 2 of the Tribal Prevention and
Treatment Resources Campaign

Transition the campaign to HCA, and assign new vendors

Coordinate with Tribes that DBHR was unable to reach in Year
1 to get their feedback

Provide technical assistance to tribes to customize and
distribute campaign materials in their communities

Plan a series of media trainings on how to implement the
campaign in communities

Develop a photo library of Tribally approved photos for Tribes
to use in customizing their media materials

: | gg—
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Year 2 Tribal Resources Development

Provide funding to add opioid treatment training tracks to
currently established Tribal conferences

Provide funding for Tribal participants to attend Opioid misuse
related conferences

Create a “presentation in a box” for the following:
— Opioids 101

— MAT 101

— Licensing of Medical Assisted Treatment

Expand current campaign to include messaging and materials
focused on Parenting and Pregnant Women

Continue to disseminate media materials to Tribes and

partners
- ,
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Tribal Opioid Mini Grant Updates

Tribes chose either or both prevention and
treatment services to address Opioid Epidemic

26 of the 29 Federally Recognized Tribes are
receiving grant funds

Fiscal is providing A-19s to the tribes as the contracts
are executed

Prevention Services - Minerva Data Entry Webinar:
September 5, 2018 from 2:30 — 4:30

— Click on the link below to register

— https://attendee.gotowebinar.com/register/45464095055

/2998659
' | ggg—
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Presentation Notes
Tribes not participating are Nooksack, Jamestown S’Klallam, and Hoh
?	Funds from the 3 tribes not receiving grants were distributed to tribes who requested additional funding (by percentage).
?	Grants range from $50,000 to $72,304
?	Unmet need is $354,396 (may be funded through SOR)
?	8 tribes will be providing treatment only (Chehalis, Cowlitz, Kalispel, Nisqually, Port Gamble S’Klallum, Squaxin Island, Suquamish, and Tulalip)
?	3 tribes will be providing prevention only (Spokane, Stillaguamish, and Swinomish)
?	15 tribes will be providing prevention and treatment (Colville, Lower Elwha Klallam, Lummi, Makah, Muckleshoot, Puyallup, Quileute, Quinault, Samish, Sauk-Suiattle, Shoalwater Bay, Skokomish, Snoqualmie, Upper Skagit, and Yakima)
Slide 2
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SUD Peer Support Services
Development
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SUD Peer Services Workgroup-Two
Strategic Plan Development Goals

1. SUD Peer Services funded by Medicaid
in SUD treatment agencies

Timeline over 2-3 years
Goal services in mid 2019 or 2020
Develop Medicaid State Plan Amendment

Increase staffing through Training and
Certification program

(budget $650,000: mirror of MH Certified
Peer Counselors (CPC) budget)

National technical assistance
Training and certification updated
WAC development

Preparation and education for agencies and
community

Training of SUD CPC’s

2. Community Recovery Supports/Services
Strategize sustainable funding
Work on decision Package for State Support

Identify funding sources:
— Dedicated Marijuana Account funds
— Technical assistance regarding funding
options in other states
— General State Funds
— Grants/Foundations
— Block Grant funds
* Develop strategies for Block Grant
funds
— Increased Legislative direction for the
use of block grant funds
Propose action steps
— BHAC
— SAMHSA application options

,\
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Current Process to Become a
Certified Peer Counselors

Anyone can apply and go through the certification process and tribal members are
regularly in attendance at DBHR CPC trainings.

* Qualified Peer Counselor: a personal lived experience as MH/SUD
consumer or parent of child in services

* Application/approval process

* Training: online & 40 hour

* Testing: oral & written

* Required DOH credential / AAC upon employment + DSHS background

* Part of a clinical team and responsible for documentation

* Peer services connected to treatment goals

* Mandatory reporters

* Oversight by DBHR, DOH, & agency

* Continuing education topics recommended: WRAP, Boundaries, Trauma
Informed, etc.

,\



Mental Health and SUD
Certified Peer Counselor

These are peers working a Behavioral

Health Medicaid agency

*  Personal lived experience as
MH/SUD consumer or parent of
child in services

*  Application/approval process

*  Training: Online & 40 hour

*  Testing: Oral & written

*  Required DOH credential/ AAC
upon employment + DSHS
background

. Part of a clinical Team,
responsible for documentation

. Peer Services connected to
treatment goals

*  Mandatory reporters

*  Oversight by DBHR, DOH &
agency

*  Continuing education
recommended: WRAP,
boundaries, Trauma informed,
etc.

Washington State Department of

g Votitansate y = AT TonTH
Differences & Value of Each Role

#AllIRoadsToRecovery

Community Peer

These would be peers working in
non-Medicaid agencies or
community organizations

Personal lived experience as
MH/SUD consumer or parent
of child in services

Services based on
organizations mission
Relationship based on
availability of peers/agency
funding

Volunteer and/or employed
Documentation
minimal/determined by org
and/or funding requirements.
If required by organization:
Training: online & 40 hour
Testing: Oral & written
Background checks depend on
org. policy, funding, etc.
Minimal required oversight

Recovery Coach

These are people who have been through
the CCAR recovery coach training and work
or volunteer in their community

Personal experience, parent or
community member affected by
SUD

CCAR training

Volunteer and/or employed
Recovery Community & network
support

Continuing education: boundaries,
culture, etc.

Autonomy, oversight by RC
community.

Flexibility to work with peer over
time, regardless of treatment or
services

Confidential, not tied to
treatment/services/documentation
Minimal barrier: Level of
background checks depend on org.
policy, funding, etc.

A
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Bridging from Recovery Coach to CPC

Similarities Bridge Training
Recovery Coach & Peer Support have *This 2day bridge training is being Recovery Coach Training
s!m!Iar Con:e.PrmupIes of Recovery and developed as part of the SUD Peer Completed CCAR 40 hour
s'm';ar trau::mg:. dA h workforce strategic plan.
* Person-Centered Approac Additional traini Kill ds t . ot
* The relationship is the foundation bec;:en: C;aénlng/s s heeds to Online CPC Tra]nlng
*  Begin with welcoming — outreach and . " ¢ | Certificate of completion
engagement Appropriate use of persona
* Both trainings includes: story Bridge Trainin
e Trauma Informed . Ethics and boundaries for < g g
» Ethics and Boundaries clinical work
* Recovery options . Documentation .
. Communication . Mandatory Reporting Written & Oral CPC Exam
* Outreach o Supervision Requirements Letter of Certification from DBHR
* zerslon Centered . Working on a treatment
. oal setting team — iy
» Personal recovery is central from Plus _Cert1f1ed Peer Counselor
beginning to end o . Online CPC course
* Peer support & coaching is voluntary; . Pass written and oral exam

people engage or disengage as they
choose

All certified peer counselors must be able to obtain a Agency
Affiliated Counselor Registration from the Department of

Health and pass all required background checks
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SUD Peer Services Workgroup

Meetings 2 times per month:

Next step for SUD workgroup

1st Thursday 10:00 -11:00 am : Conference call is to create a strategic plan,
for updates and planning which may include:
3'Y Thursday 11:00am -1:00 pm: In Person  Inform and advise on curriculum
workgroup meetlng updates.

* Created recommendations for CMS
Response to invites/participants SPA Amendment language.

- * Create recommendations for
guqulamllsc? Health Board proposed WAC changes to agencies
eattle Indian Healt SO certification and behavioral health

NW Portland Area Indian Health Board peer services.

. . * Advise on education and training
Invites through monthly meeting (Lucy), DBHR contacts, & for agencies.

personal invitation. Official letter to inform and invite in e Learn from technical assistance
process. Other ideas? teams.

* Strategize ways to fund non-
Medicaid peer support services.

A
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Amber Sexton, Data Governance Program Manager

Standardized Consent
Management for 42 CFR Part 2
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SUD Consent Management Overview

What is SUD Consent Management?
Why is this needed now?

24




Why SUD Consent Management?

SUD treatment data can typically only be shared with patient consent
42 CFR Part 2 is meant to ensure patient privacy but creates some
barriers to seamless care coordination

Historically, Part 2 did not account for technical advances and only recently
provides limited guidance regarding use of technology in care management

WA State needs a scalable solution (e.g. consent form, guidance,
consent management tool) for implementing 42 CFR Part 2

Supports integrated care coordination between physical and behavioral
health providers to better address patient safety and health outcomes

Critical need to address the opioid crisis

0000006

25
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Presentation Notes
More restrictions create barriers to care coordination 


What is Substance Use Disorder (SUD) Consent Management?

Substance Use Disorder Data (SUD) (n): Consent Management (n):

Data related to the treatment of use of alcohol or another ' A system, process or set of policies for allowing consumers and

substance that has resulted in health issues or problems at patients to determine what health information they are willing to
work, school, or home. permit their physical health and behavioral health care providers

to access.

SUD Consent Management:
= Enables providers to request consent management in a consistent manner
= Supports patient/client decision to share data
= Contributes to whole-health care by facilitating a more comprehensive view of a patient’s care
=  Supports transparent decision-making
= Promotes the treatment of patient data as an important asset and tool
= Promotes provider understanding as to when a request is needed and what can be shared

= Mitigates unintended data usage & release

26
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Presenter
Presentation Notes
Elements under SUD Consent Management (bulleted list) support principles laid out in the charter. 



Authorization

Need for Consent for Type of Alelieals requirements for

provider law*

Cal"e Coordination release of records

/ SUD Provider 42 CFR Part 2 Consent Required
/
\\ /

—— —— —————————————————— ——— ———————— —— —————— ———————— ——

B
1%
f'}_'l_

o o o . . . e e e e e e e T e e e e e e . e e e .

seeks treatment from
/~ \\
Person with sN rrﬁ'v?:‘ &% |

Consent not required |
. forTPO**

—— — — — — — ———
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Presentation Notes
The type of provider determines the applicable law and requirements for consent. 


Q: Why is SUD Consent Management Needed now?

A: Barriers to Integrated Care

A Current Situation:

42 CFR Part 2 confusing to providers

= Qver exclusion of SUD data by providers

= |nappropriate sharing of data by providers

= No consistent mechanism for sharing

= Burdensome requirements dissuading providers from asking for consent

Gaps:

&

People:

Inconsistent understanding of 42 CFR
Part 2

Adverse outcomes due to lack of
sharing information for patient care
(lack of full integration)

@ Policy & Process:

= Lack of statewide guidance
regarding 42 CFR Part 2

=  No standardized consent form

Technology:

Lack of technical solution to
manage consent

Partner agencies/providers utilize
numerous systems

28
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Presentation Notes
Gaps in policy/process, technology, and people current exist and must be addressed to support successful SUD Consent Management


Path to Success

* We must address the people, process and technology gaps to
— Ensure a successful project outcome
— Increase patient and provider adoption of consent form and tool
— Encourage inter-agency participation in informing the design of the consent management tool

Gaps:
ﬁ People: @ Policy & Process: Technology:

@

= Inconsistent understanding of 42 =  Lack of statewide guidance =  Lack of technical solution to
CFR Part 2 regarding 42 CFR Part 2 manage consent

=  Adverse outcomes due to lack of =  No standardized consent form = Partner agencies/providers utilize
sharing information for patient numerous systems
care (lack of full integration)

29




Benefits

HCA, partner agencies, providers and SUD patients/clients will realize the following benefits by
implementing SUD Consent Management:

30
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Presentation Notes
These are organizational and patient/client benefits. 


Implementing SUD Consent
Management

What is HCA doing now?
Who is involved?
What is the timeline?
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SUD Consent Management Workgroup Overview

Work group members participated in the creation of the project scope

Through stakeholder interviews, partner agencies expressed a strong belief that a statewide common SUD
consent form, consent management tool, and education materials will benefit both patient and provider

The standardized consent management form will be reviewed by workgroup members and representative legal
resources, as well as and all Part 2 guidance and training and education materials created

We have gathered user stories from each agency, ranked consent management principles by priority and are
inviting partner agencies to participate in technical sessions to provide input into the design of a consent
management tool

Stakeholder expectations have been set about the need to jointly participate in the technical design sessions so
that the consent management tool

A high level design for the consent management tool will be created as an outcome of the technical design
sessions

A communication outreach campaign will be executed to increase awareness among agencies and providers
about this work

,\‘
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Presentation Notes
Summary of the workgroup’s objectives and deliverables.  


SUD Consent Management Workgroup — Phased Timeline

DG for Transformation - High Level Timeline
SUD Consent Manag Meetings
High Level Focus Q2 2018 Q3 2018 Q4 2018 2019 (Dates TBD)
-Provide 42 CFR Part 2 Guidance
-Develop Standard Consent Form(s) SUD User Stories by Department

-Create provider education Materials vetted and Consent Management Standard Consent Formi(s)
materials Initial Evaluation of Consent updated via multi-

LU Release Guidance, Consent Form(s) Models phased review process Consent Management Provider Education
and Provider Materials from late July - mid-Oct Materials
-Execute communications around
Guidance and Consent formi(s)

CFR Part 2 Guidance

Consent Management Provider Communication

- Identify technical solution for
consent management

- Coordinate with partner agencies
- Obtain inputs for decision package DATE TBD - In| cy Technical Meeting

| Proposed deliverables: Personas, user stories, security recommendation, data
management and stewardship guidelines supporting design of technical

HCA Technical Meeting

Seek funding for technical solution DATE TED -

Phase 3 Start technical
implementation

Key
Primary work effort
Ongoing monitoring

Completed Deliverable

‘ In progress/Future
Deliverable

33
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Presentation Notes
The SUD Consent Management work is separated into two phases:  Phase 1 focused on the fundamentals of consent management:  providing guidance around CFR 42 Part 2, standard consent form(s) and supporting provider materials.  Phase 2 overlaps Phase 1 and is focused on the technical solution to manage consent management.  



Multi-Phased Guidance Review Process

Stage 1 Internal (State) Review

Includes SUD workgroup
members and other
department representatives

in the roles of:

Stage 1 External Review

Includes representatives
from highly impacted

Stage 2 External Review

stakeholder groups and
tribes:

e AAG plus additional
e Privacy Officer e WSHA & WSMA representation from highly
. . impacted stakeholder
e Program e Comprehensive Behavioral _
Manager/Specialist Health groups:
_e Deputy Chief Medical | King County BHO/ASO e MCOs
Officer e WA Council on Behavioral |e BHOs/ASOs
Health e ACHs
e Kitsap Mental Health e QualisHealth

e Qualis Health 34

e Tribes and other Indian
health care providers

Includes previous reviewers
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Presentation Notes
Summary of the workgroup’s objectives and deliverables.  


Deliverables to be approved

* Consent form(s) finalized
e Part 2 guidance document
* Education and training materials for patients and providers




What We Need From You — Workgroup Members

* Let Jessie know who has an interest in participating in review
* Schedule a meeting during September to launch review




Appendix




Stakeholders in SUD Consent Management Workgroup

Amber Sexton
Matt King

Jennie Harvell
Karen Jensen
Dylan Oxford
Colette Rush
Christine Quinata
Charissa Fotinos
Brad Finnegan

Shaun Wilhelm
Noha Gindy

Angela Wharton

Tyson Lewis

Taku Mineshita
Trishia Benshoof

Mandy Stahre
Thea Mounts

Dawn Williams

Data Governance Manager, Work  [DI§73
Group Co-Lead

Privacy Officer, Work Group Co-
Lead

HIT/HIE Advisor
Acting Director, AIM
Technical Manager, Clinical Data

Repository Bryan Smith
Behavioral Health, Nursing
Consultant Jennifer Davenport

Community Transformation

Specialist S Koty Ruckle

Deputy Chief Medical Officer, HCA HCA/BHR Jared Langton
& Medical Director, DBHR
HCA Contractor

HIT Manager

Health Services Analysis

Huong Nguyen-Nabors

“ Mary Beth Brown

Privacy Governance Manager
IT

Supervisor, Well-Being Unit
Program Manager, Screening and
Assessment

APCD Program Manager

APCD Program Director

Program Administrator, Substance
Abuse Discovery Unit

Program Specialist, Substance
Abuse Discovery Unit

Correctional Program Manager —
Clinical Services

Privacy Officer

Program Director, WA Recovery
Youth Services

Sr. Project Manager

Director, Practice Transformation
Support Hub
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Maggie Clay, Office of Medicaid Eligibility and Policy

Post-Eligibility Review for
Apple Health (Medicaid)

h | _g—
e — T



v Washington State /t"t ﬁt; /l, ’ lj_j;’é&?‘i’_%

Health Care ~#U

Post-Eligibility Review

When individuals apply for Washington Apple Health, they
report their current countable income on their application and
are approved on this reported amount real time.

This reported income is verified with state and federal data
sources. If income is found to be not reasonably compatible,
a post-eligibility review is completed by HCA staff.

40 ,
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Post-Eligibility Review

Income is described as not reasonably compatible with federal
and state sources when:

* The reported income is below the Apple Health standard,
but the data sources indicate the income is above the
Apple Health standard; or

« The data sources are not available.

See 42 CFR 435.947 and 42 CFR 435.949

. | gg—
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Post-Eligibility Review

Accepted attestation: Below
Apple Health Standard

— —

- - = = ~
- s

Cross-Match Results

Above standard Below standard Not Available

Attestation is not Attestation is Attestation is not
reasonably reasonably reasonably
compatible. A post- compatible. A post- compatible. A post-

eligibility review is eligibility review is eligibility review is
required. not required. required.
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Post-Eligibility Review

In Washington State that has elected post-eligibility, only a
fraction of individuals who are found to be not reasonably
compatible have to provide verification of their household

Income.

HCA staff attempt to verify income using what is readily
available, however, as a last resort, they will request the
household to provide current verification of the household’s
Income.

See 42 CFR 435.952 and Washington State’s Verification Plan
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Health Care Authority

Scheduling of Workgroups
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Scheduling of State-Tribal Workgroups

* HCA Tribal Consolidated Contracts Workgroup
— Develop processes and terms for tribal contracts with HCA
— Target date in late September or early October
— Meetings will be 1 hour long

— Materials will be sent at least 1 week before
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Scheduling of State-Tribal Workgroups

* Governor’s Indian Health Council Workgroup

— Prepare report on:

1.

Increasing savings to the state from the 100% Federal Medical Assistance
Percentage applicable to services received through an IHS or tribal 638 facility

Appropriating these savings for an Indian health improvement reinvestment
account to be spent solely for improving Al/AN health outcomes and access to
quality and culturally appropriate care

Developing written and technical assistance to support the incorporation of
cultural awareness and of strategies to address historical trauma and
intergenerational trauma in treatment planning

Expanding tribal representation on state agency boards, committees (including
the Emergency Management Council), and nongovernmental entities to the
state delegates activities or tasks that directly impact Al/AN health care

— Target start date in late September

— Materials will be sent 1 week before
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2019 Managed Care!

Coordmated
Amerigroup Care?

Greater

Columbia

Great Rivers3 Through 2019, every MCO along with Great Rivers BHO in every county.

King o o o O O

North Central ® @ O

North Sound ® ® ® O O

Pierce @ o o o

salish3 Through 2019, every MCO along with Salish BHO in Jefferson and Kitsap
Counties; only Molina in Clallam County on a voluntary basis.

Spokane O O O

Southwest O O ?

Thurston- Through 2019, every MCO along with Thurston-Mason BHO

Mason3 in both counties.

® = Offers Integrated Managed Care in the region.
TAmerican Indian/Alaska Native Medicaid enrollees may opt in/opt out of managed care.
2Coordinated Care also provides Apple Health Core Connections to Apple Health Foster Care enrollees statewide.

3The Great Rivers, Salish, and Thurston-Mason regions wiILI1 é%onvert to Integrated Managed Care in Januai 2020.
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Open Session for Questions,
Issues, Discussion
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Washington State A/"j
Health Care /tuthority
Jessie Dean

Tribal Affairs Administrator
Phone: 360.725.1649

Email: jessie.dean@hca.wa.gov

Mike Longnecker

Tribal Operations & Compliance Manager
Phone: 360.725.1315
Email: michael longnecker@hca.wa.gov

Lena Nachand

Tribal Liaison — Medicaid Transformation
Phone: 360.725.1386
Email: lena.nachand@hca.wa.gov

Lucilla Mendoza
Tribal Behavioral Health Manager
Phone: 360.725.3475

Email: lucilla.mendoza@hca.wa.gov

Web: hittp://www.hca.wa.gov/tribal/Pages/index.aspx

S
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Tamara Fulwyler

Tribal Relations Director

Phone: 360.870.8903

Email: tamara.fulwyler@doh.wa.gov

Washington State Department of

Health

Web: htips://www.doh.wa.gov/
ForPublicHealthandHealthcareProviders/
TribalPublicHealth
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