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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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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) 




Presenter
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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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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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)
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Presentation Notes
More restrictions create barriers to care coordination 
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Elements under SUD Consent Management (bulleted list) support principles laid out in the charter. 
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The type of provider determines the applicable law and requirements for consent. 
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Gaps in policy/process, technology, and people current exist and must be addressed to support successful SUD Consent Management
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These are organizational and patient/client benefits. 
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Summary of the workgroup’s objectives and deliverables.  
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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.  
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Summary of the workgroup’s objectives and deliverables.  
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