Cs:ERENDIPITY CENTER
Beverly J. Wright

Assistant Director
PHONE 503-761-7133 Fax 503-761-7917

e-mail: bev@serendipitycenter.org
school address: 14815 S.E. Division « Portland, OR 97236
mailing address: PO. Box 33350 « Portland, OR 97292

@ERENDIPITY CENTER
Belinda Marier, MS

Executive Director
PHONE 503-761-7139 Fax 503-761-7917

e-ma)'l: belindam @serendipitycenter.org
school address: 14815 S.E. Division - Portland, OR 97236
mailing address: PO. Box 33350 « Portland, OR 97292




1\ _
SPEAKER SIGN UP CARDS

DATE DO®-06-0\
NAME LAdOTe Q@D_

ADDRESS

PHONE

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC Medta! Hea Uk

- GIVE TO BOARD CLERK



¥ |
SPEAKER SIGN UP CARDS

DATE__ D _Olo =
NAME \ReosAlih /Pisbéa\/ MO D
ADDRESS _4H9% ) S\ (Dpumq\ @h}m

PHONE @% ?/'?/> — 539 5

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC —unding |
| ~ GIVE TO BOARD CLERK YT\n£5S




» .
> SPEAKER SIGN UP CARDS

DATE.  S-4 -9/

NAME < 1T Pacher

ADDRESS

PHONE _3277- 242D

SPEAKING ON AGENDA ITEM NUMBER OR
“TOPIC

~GIVETO BOARD CLERK



o, |
SPEAKER SIGN UP CARDS

DATE ?/é{/@ /. )
NAME  (Dgsiotiven s dloay  CoQOlEENA

ADDRESS

PHONE S 24¢-4L78

SPEAKING ON_AGENDA ITEM NUMBER OR
TOPIC Oondrnr?s /
" GIVE TO BOARD CLERK




5
SPEAKER SIGN UP CARDS

DATE /7(/0:/J? 6 Zco/

NAME o Larr s Mumr, 7-2.
ADDRESS 3ﬂ‘/ AE AMN@OA

PHONE JO3I-6J7- 237/

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC ACUTE s @067 /aN

~ GIVE TO BOARD CLERK




¥,

SPEAKER SIGN UP CARDS

DATE_ & - -O)
NAME Tomn  Chisholnn
ADDRESS _73( S Salonce
Aot (olS  Ritland OR
PHONE 222 -S5O

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC  pexa) HeaHb  QAdvocces
| GIVE TO BOARD CLERK




-\4"—1 7 ' ,
SPEAKER SIGN UP CARDS
DATE «] 6 (o)
NAME SAveca  Chwig holo~
ADDRESS __ O, Pox b1\
Tlroﬁg/_\h? o AT G0k
PHONE blLb bL4¢%)J

- SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC Mowt st ko advo iy
' GIVE TO BOARD CLERK |




- SPEAKER SIGN UP CARDS

DATE 5/6/ &/
NAME _ Oooe Flusndo Hoen i
ADDRESS 202 A Puipse7ay Q/
p_mm&ﬁ, &k g72r7
PHONE _ 50.3 ~2835—26& %

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC MYENTRL HE AT
“GIVE TO BOARD CLERK




SPEAKER SIGN UP CARDS
DATE X/é// /

NAME  [sathno Crnsumsrs

ADDRESS /4271 ME ZZZ//EQSW%/’V'
?m%/M
PHONE

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



SPEAKER SIGN UP CARDS
DATE &/&/p/ — f
NAME  (Ihsumes Yyt LiAn—
ADDRESs _/t27 ME Au///Mswnﬁv

Wt . Y

PHONE

SPEAKING ON AGENDA ITEM ‘NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



SPEAKER SIGN UP CARDS

DATE 5’/ é/o/
NAME Zm{ld /méﬂﬁ«tﬁr/s /A/m Alvants
ADDRESS /07 /E. // ///AQ&W

Dntlovd_ U

PHONE

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

" GIVE TO BOARD CLERK



SPEAKER SIGN UP CARDS

DATE___ & Z /0 /
Nave  Letno Omsumer
ADDRESS __ /L41 AM /(////m éwﬁi
| Ptlend g 7

PHONE

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



: g\L\qN O\\\e,\? i%qqc:{‘b

T ox 22N ae o :ZLSW&Q‘;B
e Loy 2 pe&q

x AT



SPEAKER SIGN UP CARDS

DATE
NAME
ADDRESS

PHONE

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK




s15 . |
SPEAKER SIGN UP CARDS

DATE f/é/ﬁ / l
NaME S A 70 Marts
ADDRESS 233/ NE LI >+

thid, OR A7 (3
pHONE  (SQ3) 28749841/

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC
- GIVE TO BOARD CLERK




Health System

—

Legacy Health System | |

Project Network ) .y !
2631 N. Mississippi

Portland, Oregon 97227

(503) 335-0855 - a .
(503) 335-8125 Fax |

(503) 301-5172 Pager

Kathie L. Prieto, L.C.S.W.
Operations Manager
Project Network, Da Da Kidogo

S



"
SPEAKER SIGN UP CARDS

DATE_ ?/zf’/

NAME
ADDRESS

PHONE

TOPIC

GIVE: TO BOARD CLERK



¥\ :
SPEAKER SIGN UP CARDS

DATE_ 8-04-0 1 “BowmasS
NAME  LEBORAH I Epummww
ADDRESS _ 114 S.E BpweL

JpeTiao) O 973D
PHONE S303-439-0%0(

SPEAKING ON, AGENDA ITEM NUMBER OR
TOPIC EVTA) - HERLTY T3Sues
"GIVE TO BOARD CLERK




& '
SPEAKER SIGN UP CARDS

DATE_ Auy b, 200 |
NAME (e ba™ CocscleN
ADDRESS __[[1 20 SO Ly F 6
/Q/V\I—/gna/ YE- 5’79{)!
PHONE _Sp3 29| -Lb3R

SPEAKING ON AGENDA, ITEM, NUMBER OR
TOPIC N (. H&M’h\ Cot\isS
GIVE TO BOARD CLERK  “twe Keg\te.




19 | B
SPEAKER SIGN UP CARDS

DATE__ £ 5 /
NAME  _DELORIS 61’@:(/46“
ADDRESS _F032 S&E 15 AYe
willond 9720 (.
PHONE _ 80577/ /(o &

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC Aty s prides
- GIVE TO BOARD CLERK




*20 .
SPEAKER SIGN UP CARDS

DATE_8/b/] ,
NAME  Adrennt [ipnach, el

ADDRESS 2828 N& A/hi}%a &t

Povtoand a2 S72U
PHONE &2 -292-797%
SPEAKING , ON AGENDA ITEM NUMBER OR

TOPIC Wi/ thally <pecfil pramysnls
| " GIVE TO'BOARD CLERK




¥2u |
~ SPEAKER SIGN UP CARDS

DATE 57[7 4 /ﬂ/

NAME %dY}C{—Q SQ/‘V}&/
ADDRESS _3 43 S/Z /é/’(/{

PHONE /mz\g_z,(-ﬁg 20

SPEAKING ON AGEN?Q ITEM MBER_ OR
TOPIC anre ((r/2 / <
" GIVE TO BOARD CLERK




¥ _
SPEAKER SIGN UP CARDS

DATE_ §-6-0[
NAME Shura. Yowna
ADDRESS 2727 SE. 16 ¥ f
&S 97200

PHONE S03 A3R-S0 %=

SPEAKING ON AGENDA ITEM NUMBER OR
ToPic  Dualeliaibles xo: Buoged
" GIVE TO'BOARD CLERK - Regort




23
SPEAKER SIGN UP CARDS

DATE g {é/ ol
NAME R, e V\/\Qzuu,
ADDRESS A AZA-

PHONE S0Z-Caq—CO | (Y

SPEAKING ON AGENDA ITEM NUMBER OR
~ TOPIC

- GIVE TO BOARD CLERK



#out - FFETER 700 FLERSE
SPEAKER SIGN UP CARDS

DATE g/aé/o/ /
 NAME Ly 7o) [yce
e 2= =2
ADDRESS _(® 0 d& 337
| POrz 00  p2.
' /
pHONE (523> 245 -17 3/

SPEAKING ON AGENDA JTEM NUMBER OR
TOPIC e )7 H=Ae 73
" GIVE TO BOARD CLERK




2\ | -
SPEAKER SIGN UP CARDS

DATE S—4-0/
NAME _L/nda /?5/’//M
ADDRESS 34468 SE C{&O/@/’ S

PHONE /é"ﬂ)) T 74—1E24

SPEAKING ON AGENDA ITEM NUMBER OR

Toric _Oyeral! Plan
“GIVE TO BOARD CLERK




¥ _

SPEAKER SIGN UP CARDS

. DATE_ /4 o

NAME 50 [ Hegd

ADDRESS (B 29 RSE Y 52Lfe
7@{? 7275

PHONE 503 .23 2 -2 ?74//

SPEAKING ON AGENDA ITEM NUMBER OR

TOPIC (t—=tz, TN
~GIVE TO BOARD CLERK




H# 21 | |
SPEAKER SIGN UP CARDS

DATE_ S5-6-0)
NAME  SHARON) LTAETIEDT
' ADDRESS /3 /S SE Y5750 743
[UACTZAID, ¢ D 72 3o
PHONE S5D3 - /— §F 7668

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



¥ 726> ‘ ~
SPEAKER SIGN UP CARDS

DATE_R—(6-O |/
NAME  Raron Quide SHL7ES
ADDRESS _ 7229 A. CHASE A< -
LoLTLAr9 OL. 99217
PHONE 503 -2¥5-4/27

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC , M-
- GIVE TO BOARD CLERK




SPEAKER SIGN UP CARDS

DATE $—6-06]

NAME AL Do chit quou«e
ADDRESS _Y0 Box 882

QUC OR 47507)
PHONE S03-7218 3279
SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC € € MR O G OrY VZqut U s DET

- GIVE TO BOARD CLERK



¥20 |
SPEAKER SIGN UP CARDS

DATE__2/¢ /o /
NAME Core/ BoesS
ADDRESS _77& g £ Lowncihunsy Place
PorT™ ‘2’7&32_‘
PHONE /3903723; 20

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC g -
" GIVE TO BOARD CLERK




¥z -
SPEAKER SIGN UP CARDS

DATE g//o /9/

NAME damfz ﬁcﬁ

ADDRESS B/7 S=. 57 °

<§%S/ Qi Yz ez

PHONE 573 é/f47?€/9/7

SPEAKING ON /}% %\IIBER‘
TOPIC Gnpirs

GIVE TO BOARD CLERK



¥32 |
SPEAKER SIGN UP CARDS

DATE CZ\\Q\ oL
NAME ~Bvenda “&0ages
ADDRESS _\S0 G _ N&  bat

Dot end a1243
PHONE ‘ 5032 28] oygq
SPEAKING ON AGENDA ITEM NUMBER OR

TOPIC hﬂg%;ts A am!fg Ngpd] Hmm
- GIVE BOARD CLERK VIS




SPEAKER SIGN UP CARDS

DATE_ 7/c
NAME  _ Zogels Shetly “Steckled
ADDRESS _ 277« 2793 73w Kosoell
VOl G 72T
PHONE (503) 279 —0257

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



w3

SPEAKER SIGN UP CARDS

e 09 106 [6]
NAME iﬁ#‘){e\uﬁ N\w F\ezwxwg‘_
ADDRESS B3\ AL _MUSSigs (PPl
Shel 0@ Q3227
PHONE CS'D'_%) 335 OBSS

SPEAKING ON AGENDA ITEM NUMBER OR

TOPIC
- GIVE TO BOARD CLERK




1 |
SPEAKER SIGN UP CARDS

DATE g(é /OI

NAME  (Oany f\/\muu&dv\/
ADDRESS 5[ > 5 (Méclu/&, £orey ()

oo Do (?WTMJ 1384
PHONE $03.29%3 S 129

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC _

- GIVE TO BOARD CLERK



¥ 2 o :
SPEAKER SIGN UP CARDS
DATE \;\qo\ DI
v Xeleab o, Sooem
ADDRESS _2\oH\ f\f\f\%tﬁ%\.@@

PHONE 220D

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



+257) | | -
SPEAKER SIGN UP CARDS

DATE 8/ /D]
NAME ﬂm acla %@QO&\W\M‘-‘(\
ADDRESS _181(c \.€ " Suniioe

PHONE  (5562) 047 -29720

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

" GIVE TO BOARD CLERK



35
SPEAKER SIGN UP CARDS
DATE OB-Clo-O)
NAME  \/pt 0O AOuLRe
ADDRESS O ek Wk k\

PHONE
SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC T™M2.50a | TTzea -

- GIVE TO BOARD CLERK



¥3q S
SPEAKER SIGN UP CARDS

DATE_X- (- 13/

NAME  Shalonde Jenking
ADDRESS /o[ | .Mq &a,m%fop/

oct-La @4} Ove F722 >
PHONE _3IS~H¥YSS

SPEAKING ON AGENDA ITEM NUMBER OR

TOPIC Menter ) Hewlth
“GIVE TO BOARD CLERK




¥uyo | -
SPEAKER SIGN UP CARDS .

e 80w/l
NAME [, WIQ(\]JQ/ .
appRess s3] ). A1) /SY/WA
/5)//7//}4/‘/ B2 G227
pHONE (B 32~ Qg‘{i_-

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

" GIVE TO BOARD CLERK



¥
SPEAKER SIGN UP CARDS

DATE X’/Q/J

NAME JA !\/DY HAYDEN
apDRess __ P BoX 6623

Pozrs dam (R G722F
PHONE  _(sp) 274 "3 495 |

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC |

‘GIVE TO BOARD CLERK



¥y | |
SPEAKER SIGN UP CARDS

DATE_ # 60l
NAME MAGGIL [3Tnmin &I, DAAS D
ADDRESS

PHONE SQlean Hospke |

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC Ngooal ettt Syskan
" GIVE TO BOARD CLERK




a3
SPEAKER SIGN UP CARDS

DATE @%A 2oe ]
NAME fsTe [l Sp/ ey
ADDRESS /80 /Y. 4/ /%S 7~

CresHayn. OR 77030
" PHONE _S03-¢46<5 ~7958

SPEAKING _ON AGENDA ITE%ER OR
TOPIC %/ﬁw - AV 14

~ GIVE TO BOARD’CLERK




Fuy
SPEAKER SIGN UP CARDS
DATE__ 60!
NAME Al _TUhsimn Y
ADDRESS _ Tl
| MME Drea | Sothi ety

'PHONE

SPEAKING ON AGENDA ITEM NUMBER OR
- TOPIC

" GIVETO BOARD CLERK



F g | |
SPEAKER SIGN UP CARDS

| DATE @E/ é 200!
NAME /)’lmw /\,.C"a//mq
ADDRESS /< ¢y /CAPS

RO _frsg 75) Pov 772

PHONE _So % 2 2S 4/4/2_3

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



e S <
SPEAKER SIGN UP CARDS

DATE_R /€ )
NAME _Kous Mesth
ADDRESS _ 1838 su) Ve rmanl & .4 4
| Pwﬂmd nf a3 19
PHONE _(%ad) 745 LOR 1

SPEAKlNG ON AGENDA ITEM NUMBER OR
TOPIC fe- orqdn@t (OR
| GIVE TO BOARD CLERK




SPEAKER SIGN UP CARDS
DATE ?/@ / &y

NAME cﬁeﬁq 1y ,
ADDRESS /A" SE 147
| ﬁoﬁf/q,”c{ OKR T7Zg907
PHONE _S23-J3% /T35

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC N AMI
‘ ~ GIVE TO BOARD CLERK




7'»’1—\9
SPEAKER SIGN UP CARDS

DATE /@/
NAME 'EWQV“{/’L (DKen, ML
ADDRESs Doy chiedm g
=y

PHONE S0 229~ lcl/

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC Cridts Plaas
* GIVE TO BOARD CLERK




¥uq '
SPEAKER SIGN UP CARDS

- DATE f// &/ of
NAME _(feral/ A ,4;[&\,07&‘)/4
aporess __/ 73/ ME I, Vs gsedorA
DX g7zl
~ pHONE (. é”ﬁ'%// 297 ~/S ¢S
e o Ao ey g
| "GIVE TO BOARD CLERK -




*50 |
SPEAKER SIGN UP CARDS

DATE 2/6/@/

NAME %5;w CVZAQZMwLu
ADDRESS 4 zggggiéig4/
PHONE

SPEAKING ON, AGENDA ITEM NUMBER OR
TOPIC (24ﬁ2a»¢4z P>
" GIVE TO BOARD CLERK  *




e oot ﬁem&

PHONE SO 3-2%2 -5%3(

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



o oot Sl
SPEAKER SIGN UP CARDS

DATE_ % /Lo/0|_
name G Rencdly
ADDRESS 2010 b \eerngy
| PorH aune 7909
PHONE (971) 544438/

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC Native T Tobird
" GIVE TO BOARD CLERK




Tho 0ot SPwic,
SPEAKER SIGN UP CARDS

DATE Sj/é /o]
NAME  uabos Blora-

ADDRESS

PHONE

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC |

- GIVE TO BOARD CLERK



T oot Realkk
SPEAKER SIGN UP CARDS

DATE__ & /_/://o/
NaME AL TS A S Prteen
ADDRESS _ /27 5~ Joelmon? Z7/5
pHONE _(503) 2536- 3015

SPEAKING ON_AGENDA ,ITEM NUMBER OR
TOPIC Do 2 JHla
" GIVE TO BOARD CLERK




DO oot Spk,
SPEAKER SIGN UP CARDS

o DATE Kl w|ol

NAME Es\f\m\f\mm\ %I\?xm?ﬂf\m

ADDRESS Qo &l L1, Masiss, q\opl

PHONE ﬁ’?\\ ’J%R ~OXEH

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

GIVE TO BOARD CLERK



RO oY %@t@/V\ »
SPEAKER SIGN UP CARDS

DATE_, 8 / ‘&7
A e

SPEAKING ON AGENDA ITEM NUMBER OR
TOPIC

- GIVE TO BOARD CLERK



ANNOTATED MINUTES

Monday, August 6,2001 - 6:00 PM

Multnomah Building, First Floor Commissioners Boardroom 100

501 SE Hawthorne Boulevard, Portland

PUBLIC HEARING

Chair Diane Linn convened the meeting at 6:05 p.m., with Vice-Chair Lisa
Naito, Commissioners Serena Cruz, Lonnie Roberts and Maria Rojo de Steffey

present.

PH-1 Public Hearing on Mental Health Acute Care Services and Budget.
Testimony Limited to Three Minutes Per Person.

CHAIR LINN GREETED AUDIENCE AND
PRESENTED BRIEF EXPLANANTION. VICE-
CHAIR NAITO READ A LETTER OF SUPPORT
FOR IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM FROM AVEL GORDLY. CHAIR LINN
READ TESTIMONY IN SUPPORT FOR
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM FROM LADDIE READ, WITH EMPHASIS
BY MR. READ. ROSALIE PEGGY HAMMOND
TESTIMONY IN SUPPORT OF IMPROVEMENTS
TO THE MENTAL HEALTH SYSTEM. RUTH

'~ ASCHER AND CAROLINA HESS TESTIMONY IN

SUPPORT OF ACCESS FOR OTHER
POPULATIONS; ADDRESSING LATINO
LANGUAGE ISSUES; AND THE INCLUSION AND
PARTICIPATION OF THOSE CONCERNED WITH
ACCESS FOR MINORITY POPULATIONS INTO
THE MENTAL HEALTH REDESIGN PROCESS
DISCUSSIONS. SCOTT MURRAY TESTIMONY IN
SUPPORT OF INCLUSION OF MORE CLINICAL
INPUT IN PLAN; CONCERNS WITH LIMITED
HOURS OF WALK IN CLINICS; AND THAT
CLOSURE OF THE TRIAGE CENTER WILL
RESULT IN MORE EMERGENCY ROOM VISITS
AND HOSPITALIZATIONS. MENTAL HEALTH
SERVICES CONSUMER IAN CHISHOLM AND
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MOTHER OF TWO MENTAL HEALTH CONSUMER
SONS, SANDRA CHISHOLM, TESTIMONY
RELATING THEIR EXPERIENCES WITH THE
MENTAL HEALTH SYSTEM AND IN SUPPORT OF
IMPROVEMENTS. JOSE EDUARDO RIVERA
TESTIMONY IN SUPPORT OF LATINO
COMMUNITY RECOMMENDATIONS. MENTAL
HEALTH CONSUMER  LETICIA ZEPEDA
TESTIMONY RELATING HER EXPERIENCES
WITH THE MENTAL HEALTH SYSTEM AND IN
SUPPORT OF PROVIDING ACCESS TO MENTAL
HEALTH AND OTHER SERVICES IN SPANISH.
NANCY ROBLES, STEVE LARA, MARIA IGNACIO,
BRENDA REYES AND NALLELI IGNACIO
TESTIMONY IN SUPPORT OF MENTAL HEALTH
AND OTHER SERVICES FOR LATINO
CONSUMERS AND FAMILIES. MENTAL HEALTH
SERVICES CONSUMER JARON  MARTIN
TESTIMONY RELATING HIS EXPERIENCES AND
IN SUPPORT OF ADEQUATE FUNDING - AND
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM. KATHIE PRIETO TESTIMONY IN
SUPPORT OF CULTURALLY SPECIFIC SERVICES
AND ACCESS FOR AFRICAN-AMERICAN AND
HISPANIC COMMUNITY, AND ADDRESSING
OTHER DIVERSITY ISSUES, INCLUDING
SERVICES FOR CHILDREN. DEBORAH
BOUMANN TESTIMONY IN SUPPORT OF
IMPROVEMENTS TO MENTAL  HEALTH
SERVICES AND FUNDING. CHOCKA GUIDEN OF
PROJECT NETWORK READ LETTER FROM
AFRICAN AMERICAN HEALTH COALITION CEO
CORLISS MCKEEVER IN SUPPORT OF
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM. DELORIS STORKE TESTIMONY IN
SUPPORT OF IMPROVEMENTS TO MENTAL
HEALTH SERVICES. ADRIENNE LIVINGSTON
OF BLACK UNITED FUND TESTIMONY IN
SUPPORT OF CULTURALLY SPECIFIC MENTAL
HEALTH SERVICES AND PROGRAMS. FRANCES
SARNA OF NAMI TESTIMONY IN SUPPORT OF
CULTURALLY SPECIFIC MENTAL HEALTH
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SERVICES AND PROGRAMS. MENTAL HEALTH
CONSUMER SHURA YOUNG TESTIMONY IN
SUPPORT OF IMPROVED ACCESS TO SERVICES
AND MEDICARE PAID OUTPATIENT CARE.
JACKIE MERCER OF NARA TESTIMONY URGING
CONTINUED FUNDING TO SUPPORT OF
ALCOHOL AND DRUG TREATMENT PROGRAM
AND IN SUPPORT OF IMPROVEMENTS TO THE
MENTAL HEALTH SYSTEM. SHIRLEY ROBERTS
READ TESTIMONY FROM KAY TORAN IN
SUPPORT OF IMPROVEMENTS TO THE MENTAL
HEALTH SYSTEM. LINDA REILLY TESTIMONY
IN SUPPORT OF SERVICES FOR CHILDREN
WITH MENTAL ILLNESS AND/OR
DEVELOPMENTAL  DISORDERS AND IN
SUPPORT OF IMPROVEMENTS TO THE MENTAL
HEALTH SYSTEM. BOB HEAD TESTIMONY IN
SUPPORT OF PLAN, AS LONG AS IT IS
ADEQUATELY STAFFED. SHARON BJORTVEDT
TESTIMONY IN SUPPORT OF PLAN. RAMON
QUIROZ-SALTOS TESTIMONY REGARDING HIS
CHILD WITH MENTAL ILLNESS AND IN
SUPPORT OF IMPROVEMENTS TO THE MENTAL
HEALTH SYSTEM. ANGIE DEROUCHIE
TESTIMONY EXPRESSING CONCERN THAT
PATIENTS ARE TREATED FOR MENTAL ILLNESS
WITHOUT FIRST GETTING A MEDICAL
DIAGNOSIS AND RECOMMENDATION IN
SUPPORT OF GIVING PATIENTS A PHYSICAL
HEALTH/MEDICAL EXAM PRIOR 10
INCARCERATION AND/OR MENTAL HEALTH
TREATMENT. PARENT OF MENTAL HEALTH
CONSUMER CAROL BOOS TESTIMONY
RELATING HER EXPERIENCES WITH THE
MENTAL HEALTH SYSTEM AND IN SUPPORT OF
IMPROVEMENT. GRESHAM BARLOW
SUPERINTENDENT JAMES BUCK TESTIMONY
EXPRESSING CONCERNS WITH PLAN AND IN
SUPPORT OF MENTAL HEALTH SERVICES TO
CHILDREN AND FAMILIES. MR. BUCK URGED
COUNTY TO ALLOW STAKEHOLDERS MORE
PARTICIPATION IN POLICY  DECISIONS.
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MENTAL HEALTH CONSUMER BRENDA BOGGES
TESTIMONY RELATING HER EXPERIENCES,
AND THOSE OF HER DAUGHTER, WHO IS A
CAAPCARE CLIENT, AND IN SUPPORT OF
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM. ANGELA STECKLY TESTIMONY IN
SUPPORT OF MENTAL HEALTH SYSTEM
CHANGES AND IMPROVEMENTS; URGING ALL
INVOLVED TO RECOGNIZE THE URGENCY AND
COOPERATE IN A MANNER THAT WILL
BENEFIT CLIENTS AND THEIR - FAMILIES.
MENTAL HEALTH CONSUMER PATRICIA NICOL
FLEMING TESTIMONY  RELATING  HER
EXPERIENCES AND IN  SUPPORT OF
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM. COUNTY BEHAVIORAL HEALTH
EMPLOYEE GARY MAGNUSON TESTIMONY IN
SUPPORT OF MOVE TOWARD INTERVENTION
AND PREVENTION, ADVISING MENTAL HEALTH
SERVICES SHOULD NOT BE PRIVATIZED, AND
THAT PROVIDERS SHOULD BE CHALLENGED
TO FIND REDUNDANCIES AND COST SAVINGS
IN THEIR BUDGETS. MENTAL HEALTH
CONSUMERS KEBALA DORM AND BRENDA
SPEARMAN TESTIMONY RELATING THEIR
EXPERIENCES AND IN  SUPPORT OF
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM. CHAIR LINN EXPLANATION IN
RESPONSE TO MS. SPEARMAN'S CONCERNS
REGARDING CALLING 9-1-1 DURING A MENTAL
HEALTH CRISIS. VERONICA HOWARD AND
SHALONDA JENKINS TESTIMONY IN SUPPORT
OF ETHNIC SPECIFIC MENTAL HEALTH
SERVICES AND ADDITIONAL BLACK
COUNSELORS IN THEIR COMMUNITY. LORI
HILL TESTIMONY IN SUPPORT OF MENTAL
HEALTH SERVICES FOR BABIES AND
CHILDREN. MENTAL HEALTH CONSUMER AND
FORMER DESIGN TEAM MEMBER SANDY
HAYDEN TESTIMONY IN SUPPORT OF DESIGN
TEAM RECOMMENDATIONS FOR
IMPROVEMENTS TO THE MENTAL HEALTH
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SYSTEM. MAGGIE BENNINGTON DAVIS
TESTIMONY CONCERNING THE STATEWIDE
CRISIS AND SHORTAGE OF PSYCHIATRIC
HOSPITAL INPATIENT BEDS, ADVISING 20% OR
MORE OF THOSE ADMITTED TO THE SALEM
HOSPITAL ARE  MULTNOMAH  COUNTY
RESIDENTS. MOTHER OF MENTAL HEALTH
CONSUMER SON ESTELLE SULLIVAN
TESTIMONY IN SUPPORT OF GAP PLAN TO
ELIMINATE COSTS AND SERVE MORE FOLKS
AND IN SUPPORT OF IMPROVEMENTS TO THE
MENTAL HEALTH SYSTEM. AL TURNER OF THE
MEDICAL SOCIETY TESTIMONY EXPRESSING
CONCERN FOR THE PLAN MARY BETH
COLLINS TESTIMONY EXPRESSING CONCERN
WITH GAP PLAN. MENTAL HEALTH CONSUMER
KEVIN MESCH TESTIMONY IN SUPPORT OF
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM AND IN SUPPORT OF KEEPING THE
CLIENT RUN DROP-IN CENTER OPEN. MOTHER
OF MENTAL HEALTH CONSUMER DAUGHTER
ROSEMARY HUTCHINSON TESTIMONY
RELATING HER EXPERIENCES; IN SUPPORT OF
NAMI; AND IN SUPPORT OF IMPROVEMENTS TO
THE MENTAL HEALTH SYSTEM. PSYCHIATRIST
STUART OKEN TESTIMONY EXPRESSING
CONCERN THAT GAP PLAN NOT ADEQUATE.
MENTAL HEALTH CONSUMER AND NARA
MEMBER GERALD HOPTOWIT TESTIMONY IN
SUPPORT OF IMPROVEMENTS TO THE MENTAL
HEALTH SYSTEM AND EXPRESSING PRAYERS
AND COMPASSION FOR DECISION MAKERS.
MOTHER OF MENTAL HEALTH CONSUMER
JARON MARTIN, TESTIMONY IN SUPPORT OF
IMPROVEMENTS TO THE MENTAL HEALTH
SYSTEM AND IN SUPPORT AND AGREEMENT
WITH THE TESTIMONY OF HER SON, JARON,
ANGELA STECKLY, LINDA REILLY AND OTHERS.
MS. BUMPUS READ TESTMONY FROM JAN LACY
IN SUPPORT OF IMPROVEMENTS TO THE
MENTAL HEALTH SYSTEM.
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COMMISSIONER CRUZ ADVISED SHE
CONTINUES TO LEARN, AND EXPRESSED
APPRECIATION FOR THE FOLKS WHO CAME
OUT TO SPEAK TONIGHT, AS WELL AS THE
PROVIDERS AND COUNTY EMPLOYEES, AND
STATED THAT SHE HAS MANY OF THE SAME
CONCERNS, INCLUDING NOT INVOLVING ALL
THE STAKEHOLDERS, BUT THAT SHE IS
HOPEFUL AND OPTIMISTIC THAT CONSENSUS
WILL BE REACHED. COMMISSIONER NAITO
THANKED EVERYONE FOR COMING TOGETHER
AS A COMMUNITY TO WORK ON A PROBLEM
THAT CONCERNS US ALL. CHAIR LINN
THANKED EVERYONE FOR COMING AND
ADVISED THAT THE BOARD WILL BE VOTING
ON THE PROPOSED RESOLUTION AND PLAN
THIS THURSDAY.

There being no further business, the meeting was adjourned at 8:36 p.m.

| Tuesday, August 7, 2001 - 9:30 AM
Multnomah Building, First Floor Commissioners Boardroom 100
501 SE Hawthorne Boulevard, Portland

BOARD BRIEFINGS

Chair Diane Linn convened the meeting at 9:35 a.m., with Vice-Chair Lisa
Naito, Commissioner and Maria Rojo de Steffey present, Commissioner Lonnie
Roberts excused, and Commissioner Serena Cruz arriving at 9:37 a.m.

B-1 Metro Policy Advisory Committee Briefing. Presented by Lisa Naito, Andy
Catugno, Jim Zehren and Invited Others.

COMMISSIONER LISA NAITO, DAVID BRAGDON,

. JIM ZEHREN, ANDY COTUGNO, MARK TURPEL
AND TOM KLOSTER AND PRESENTATION AND
RESPONSE TO BOARD QUESTIONS, DISCUSSION
AND COMMENTS IN SUPPORT.

B-2 Presentation of the Presentation of the Federal Financial Participation Work
Plan by the FFP Work Team, Including Discussion of Recommendations: a



Modified Relationship Between the State of Oregon and the County;
Opportunities and Risks; and Specific Action Steps. Presented by FFP
Work Team Members.

TOM FRONK, ELLIE HALL AND JOEL YOUNG
PRESENTATION AND RESPONSE TO BOARD
QUESTIONS, DISCUSSION AND COMMENTS IN
SUPPORT. :

The meeting was recessed at 11:05 a.m. and reconvened at 11:13 a.m.

B-3 Early Childhood Planning: Early Childhood Framework and Implementation
of the Oregon Children's Plan. Presented by Lisa Naito, Pam Greenough,
Monica Ford, Gina Mattioda and Wendy Lebow.

COMMISSIONER LISA NAITO ACKNOWLEDGED
AND WELCOMED NEW COMMISSION ON
CHILDREN, FAMILIES AND COMMUNITY
DIRECTOR KATHY TURNER. WENDY LEBOW
INTRODUCTIONS. @ PAM GREENOUGH, GINA
MATTIODA AND WENDY LEBOW
PRESENTATION AND RESPONSE TO BOARD
QUESTIONS, DISCUSSION AND COMMENTS IN
SUPPORT. ELANA EMLEN WAS INTRODUCED AS
THE DESIGNATED COMMISSION ON CHILDREN,
FAMILIES AND COMMUNITY STAFF TO TEAM.
KATHY TURNER COMMENTS IN SUPPORT.

There being no further business, the meeting was adjourned at 11:40 a.m.

Thursday, August 9, 2001 - 9:00 AM
Multnomah Building, First Floor Commissioners Boardroom 100
501 SE Hawthorne Boulevard, Portland

REGULAR MEETING

Chair Diane Linn convened the meeting at 9:08 a.m., with Vice-Chair Lisa
Naito, Commissioners Serena Cruz, Lonnie Roberts and Maria Rojo Steffey present.

CONSENT CALENDAR




UPON MOTION OF COMMISSIONER ROJO,
SECONDED BY COMMISSIONER NAITO, THE
CONSENT CALENDAR (ITEMS C-1 THROUGH C-5)
WAS UNANIMOUSLY APPROVED.

NON-DEPARTMENTAL

C-1 Appointment of Katy Yen to the COMMUNITY HEALTH COUNCIL

C-2 Budget Modification NOND 01 Increasing General Fund Revenues and
District 4 Expenditures by $1,800 to Cover the Costs of Operating a "Satellite"
District 4 Office in Gresham

PUBLIC CONTRACT REVIEW BOARD

'C-3 ORDER Authorizing an Exemption to Specify Schlage Brand Locks for All
Newly Acquired County Buildings _

ORDER 01-105.
C-4 ORDER Exempting from the Formal Competitive Bid Process the Contract
with Raintree, Inc. for a Software Program, and Two Years’ Maintenance
until June 30, 2003
ORDER 01-106.

DEPARTMENT OF COMMUNITY AND FAMILY SERVICES

C-5 ORDER Authorizing Designees of the Mental Health Program Director to
Direct a Peace Officer to Take an Allegedly Mentally Il Person into
Custody

ORDER 01-107.
REGULAR AGENDA

AT THE REQUEST OF CHAIR LINN AND UPON
MOTION OF COMMISSIONER NAITO, SECONDED
'BY COMMISSIONER ROBERTS, CONSIDERATION
OF THE FOLLOWING ITEM WAS UNANIMOUSLY
APPROVED.



DEPARTMENT OF SUSTAINABLE COMMUNITY DEVELOPMENT

UC-1 RESOLUTION Approving Grant of Easement to City of Portland, Oregon
on County Real Property at 102nd Avenue and East Burnside Street for
Public Street and Right of Way Purposes

PUBLIC COMMENT

COMMISSIONER NAITO MOVED AND
COMMISSIONER ROBERTS SECONDED,
APPROVAL OF UC-I. BOB  OBERST
EXPLANATION. COMMISSIONER  NAITO
COMMENTS IN APPRECIATION OF BOARD
CONSIDERATION OF EASEMENT FOR
CHILDRENS RECEIVING CENTER. RESOLUTION
01-108 UNANIMOUSLY ADOPTED.

Opportunity for Public Comment on Non-Agenda Matters. Testimony
Limited to Three Minutes Per Person.

NO ONE WISHED TO COMMENT.

DEPARTMENT OF SUPPORT SERVICES

R-1 Ratification of the 2001-2004 Collective Bargaining Agreement Between
Multnomah County and the Multnomah County Deputy Sheriff's Association

COMMISSIONER ~ NAITO  MOVED AND
COMMISSIONER CRUZ SECONDED, APPROVAL
OF R-1. GAIL PARNELL EXPLANATION.
COMMISSIONER ROJO MOVED AND
COMMISSIONER NAITO SECONDED,
CORRECTION TO ADDENDUM A ON PAGE 80.
ADDENDUM UNANIMOUSLY  APPROVED.
SHERIFF DAN NOELLE COMMENTS IN SUPPORT
AND APPRECIATION FOR BARGAINING TEAM.
DAVID HADLEY COMMENTS IN SUPPORT OF MS.
PARNELL AND HER STAFF. CHAIR LINN
COMMENTS IN SUPPORT OF AGREEMENT.
AGREEMENT UNANIMOUSLY APPROVED, AS
AMENDED. BOARD, SHERIFF AND UNION
REPRESENTATIVE SIGNED AGREEMENT.

9.



NON-DEPARTMENTAL

R-2 RESOLUTION Authorizing Funds to Determine Whether to Proceed with
Renovating the Multnomah County Courthouse

COMMISSIONER NAITO MOVED AND
COMMISSIONER CRUZ SECONDED, APPROVAL
OF R-2 FOLLOWING  DISCUSSION,
COMMISSIONER  ROBERTS MOVED AND
COMMISSIONER CRUZ  SECONDED, T0
CONTINUE R-2 FOR ™WO WEEKS.
COMMISSIONER NAITO EXPLANATION OF
CONCERNS AND VARIOUS OPTIONS AND
COMMENTS IN SUPPORT OF STUDY AND TWO
WEEK CONTINUANCE. COMMISSIONER CRUZ
COMMENTS IN SUPPORT OF COMMISSIONER
NAITO'S LEADERSHIP AND THE OPPORTUNITY
TO WORK ON TASK FORCE. COMMISSIONER
NAITO ACKNOWLEDGED AND THANKED BOARD
STAFF TERRI NAITO, MARY CARROLL AND
CHARLOTTE COMITO FOR THEIR EFFORTS.
CHAIR LINN COMMENTS IN SUPPORT AND
APPRECIATION OF EFFORTS OF STAFF AND
COMMISSIONERS NAITO AND CRUZ.
COMMISSIONER ROBERTS COMMENTS IN
SUPPORT OF COMMISSIONER  NAITO'S
EFFORTS. RESOLUTION UNANIMOUSLY
CONTINUED TWO WEEKS, TO THURSDAY,
AUGUST 23, 2001.

The meeting was recessed at 9:33 a.m. and reconvened at 9:40 a.m.

AT THE REQUEST OF CHAIR LINN AND UPON
MOTION OF COMMISSIONER NAITO, SECONDED

- BY COMMISSIONER ROJO, CONSIDERATION OF
THE FOLLOWING ITEM WAS UNANIMOUSLY
APPROVED.

UC-2 RESOLUTION Providing Policy Direction for the Acute Care Crisis Action
Plan (Phase I)
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COMMISSIONER NAITO MOVED AND
COMMISSIONER ROJO SECONDED, APPROVAL
OF UC-2. CHAIR LINN EXPLANATION AND
COMMENTS IN SUPPORT AND APPRECIATION
FOR THE COLLABORATIVE EFFORIS OF
EVERYONE WORKING ON THE ACUTE CARE
CRISIS ACTION  PLAN. JOHN BALL
PRESENTATION, INCLUDING INFORMATION
REGARDING THE CULTURAL COMPETENCY
GROUP ESTABLISHED TO PROVIDE SYSTEM
IMPROVEMENT RECOMMENDATIONS TO THE
BOARD, AND INTRODUCTION OF ROBIN MACK,
LOLENZO POE AND HANK BALDERRAMA.
CULTURAL COMPETENCY COMMITTEE
VOLUNTEER HANK BALDERRAMA OF THE
STATE OF WASHINGTON, COMMENTS
REGARDING INTENSE EFFORTS OF THE
COMMITTEE YESTERDAY. COMMISSIONER
NAITO COMMENTS IN SUPPORT AND

APPRECIATION OF THE EFFORTS OF SUCH A
DEDICATED GROUP, WITH SPECIAL THANKS TO
ED BLACKBURN; AND EXPRESSED NEED FOR
PROCESS TO WORK THROUGH PROBLEMS IN A
COLLABORATIVE WAY; AND FIND WAYS TO
PROVIDE MORE MENTAL HEALTH SERVICES
FOR CHILDREN. COMMISSIONER ROBERTS
COMMENTS IN SUPPORT OF CHAIR LINN'S
PROPOSAL, ADVISING HE FEELS IT ADDRESSES
MANY CONCERNS AND IS A POSITVE FIRST
STEP. COMMISSIONER ROJO COMMENTS IN
SUPPORT OF WORKING TOGETHER IN A NON-
VIOLENT MANNER TO EFFECT CHANGES TO
THE MENTAL. HEALTH  SYSTEM; IN
'APPRECIATION OF THE FOLKS WHO CAME AND
TESTIFIED  MONDAY NIGHT; AND IN
APPRECIATION FOR THE WORK OF THE
CULTURAL COMPETENCY COMMITTEE,
INCLUDING JACKIE MERCER AND ROBIN MACK.
IN RESPONSE 10 QUESTIONS OF
COMMISSIONER CRUZ, JOHN BALL ADVISED
THAT THE SEPTEMBER 2IST BUDGET
MODIFICATIONS WILL ADDRESS ALL BOARD
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POLICIES AND WILL BE REFLECTED IN THE
CURRENT DEPARTMENT OF COMMUNITY AND
FAMILY SERVICES BUDGET. COMMISSIONER
CRUZ COMMENTS IN SUPPORT AND IN
APPRECIATION FOR THE EFFORTS OF MARY
CARROLL, MARIE DAHLSTROM, THE BOARD
AND COUNTY STAFF, CULTURAL COMPETENCY
COMMITTEE AND ALL THE MENTAL HEALTH
CLIENTS, FAMILIES AND STAKEHOLDERS
WORKING TOWARD IMPROVEMENTS TO THE
MENTAL HEALTH SYSTEM. COMMISSIONER
NAITO EXTENDED SPECIAL THANKS TO LADDIE
READ. RESOLUTION 01-109 UNANIMOUSLY
ADOPTED.

R-3 Board Discussion and Consideration of Budget Approval Regarding Mental

Health Services

COMMISSIONER NAITO MOVED AND
COMMISSIONER ROBERTS SECONDED,
APPROVAL OF R-3. CHAIR LINN, JOHN BALL,
LOLENZO POE AND DAVE  WARREN
EXPLANATION, COMMENTS IN SUPPORT AND
APPRECIATION FOR EFFORTS OF BUDGET
OFFICE AND DEPARTMENT OF COMMUNITY
AND FAMILY SERVICES STAFF. BUDGET
UNANIMOUSLY APPROVED. |

There being no further business, the meeting was adjourned at 10:25 a.m.

Thursday, August 9, 2001 - 3:00 PM

Multnomah Building, Sixth Floor Commissioners Conference Room 635

501 SE Hawthorne Boulevard, Portland

EXECUTIVE SESSION

Chair Diane Linn convened the meeting at 3:00 p.m., with Vice-Chair Lisa
Naito, Commissioners Serena Cruz, Lonnie Roberts and Maria Rojo de Steffey

present.
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E-1 The Multnomah County Board of Commissioners Will Meet in Executive
Session Pursuant to ORS 192.660(1) (d) for Labor Negotiator Consultation
Concerning Labor Negotiations. Only Representatives of the News Media
and Designated Staff are allowed to Attend. Representatives of the News
Media and All Other Attendees are Specifically Directed Not to Disclose
Information that is the Subject of the Executive Session. No Final Decision
will be made in the Executive Session. Presented by Gail Parnell and John
Ball.

EXECUTIVE SESSION HELD.

There being no further business, the meeting was adjourned at 4:30 p.m.

BOARD CLERK FOR MULTNOMAH COUNTY, OREGON

Deborah L. Bogstad
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BOARD OF COMMISSIONERS

- Diane Linn, Chair
501 SE Hawthome Boulevard, Suite 600
Portland, Or 97214
Phone: (503) 988-3308 FAX (503) 988-3093
Email: mult.chair@co.multnomah.or.us

Maria Rojo de Steffey,
Commission Dist. 1
501 SE Hawthorne Boulevard, Suite 600
Portland, Or 97214
Phone: (503) 988-5220 FAX (503) 988-5440
Email: districtl.@co.multnomah.ot.us

Serena Cruz, Commission Dist. 2
501 SE Hawthorne Boulevard, Suite 600
Portland, Or 97214
Phone: (503) 988-5219 FAX (503) 988-5440
Email: serena@co.multnomah.ot.us

Lisa Naito, Commission Dist. 3
501 SE Hawthorne Boulevard, Suite 600
Portland, Or 97214
Phone: (503) 988-5217 FAX (503) 988-5262
Email: lisa.h.naito@co.multnomah.ot.us

Lonnie Roberts, Commission Dist. 4
501 SE Hawthorne Boulevard, Suite 600
Portland, Or 97214
Phone: (503) 988-5213 FAX (503) 988-5262
Email: lonnie.j.roberts@co.multnomah.ot.us

ANY QUESTIONS? CALL BOARD
CLERK DEB BOGSTAD @ (503) 988-3277
Email: deborah.l.bogstad@co.multnomah.or.us

INDIVIDUALS WITH DISABILITIES PLEASE
CALL THE BOARD CLERK AT (503) 988-3277,
OR MULTNOMAH COUNTY TDD PHONE
(503) 988-5040, FOR INFORMATION ON
AVAILABLE SERVICES AND ACCESSIBILITY.

AUGUST 6, 7 & 9, 2001
BOARD MEETINGS

FASTLOOK AGENDA ITEMS OF
INTEREST

P9 | 6:00 p.m. Monday Public Hearing on Mental
Health Acute Care Services and Budget

P9 | 9:30 a.m. Tuesday Metro Policy Advisory
Committee Briefing

10:00 a.m. Tuesday Federal Financial
Participation Work Plan Presentation

P9 | 11:00 a.m. Tuesday Early Childhood
Planning: Framework and Implementation of
Oregon Children's Plan

P9 | 9:00 a.m. Thursday Ratification of 2001-2004
Deputy Sheriffs Association Agreement

P9 | 9:10 am. Thursday Multnomah County

4 Courthouse Renovation Resolution
'19 9:30 am. Thursday Mental Health Services
) Budget
'19 3:00 p.m. Thursday Executive Session
| Board and Agenda Web Site:
http:/lwww.co.multnomah.or.us/cclindex.h
tml

See Multnomah Community Television
Live and Playback Schedule - Page 2




Monday, August 6, 2001 - 6:00 PM
Multnomah Building, First Floor Commissioners Boardroom 100
501 SE Hawthorne Boulevard, Portland

PUBLIC HEARING

PH-1 Public Hearing on Mental Health Acute Care Services and Budget.
Testimony Limited to Three Minutes Per Person.

Monday's public hearing before the Multnomah County Board of
Commissioners will be cable-cast live and taped and may be seen by Cable
subscribers in Multnomah County at the following times:

Monday, 6:00 PM, (LLIVE) Channel 21
Friday, August 10 - 6:00 PM, Channel 30 East County Only
Wednesday, August 15 - 2:00 PM, Channel 21
Monday, August 20 - 2:00 PM, Channel 21
Wednesday, August 22 - 7:00 PM, Channel 30 East County Only

Thursday meetings of the Multhomah County Board of Commissioners are
cable-cast live and taped and may be seen by Cable subscribers in Multnomah
County at the following times:

Thursday, 9:30 AM, (LIVE) Channel 30
Friday, 11:00 PM, Channel 30
Saturday, 10:00 AM, Channel 30 East County Only
Sunday, 11:00 AM, Channel 30

Produced through Multnomah Community Television
(503) 491-7636, ext. 333 for further info

Tuesday, August 7, 2001 - 9:30 AM
Multnomah Building, First Floor Commissioners Boardroom 100
501 SE Hawthorne Boulevard, Portland

BOARD BRIEFINGS

B-1 Metro Policy Advisory Committee Briefing. Presented by Lisa Naito, Andy
Catugno, Jim Zehren and Invited Others. 30 MINUTES REQUESTED.

2-



B-2

B-3

Presentation of the Presentation of the Federal Financial Participation Work
Plan by the FFP Work Team, Including Discussion of Recommendations: a
Modified Relationship Between the State of Oregon and the County;
Opportunities and Risks; and Specific Action Steps. Presented by FFP
Work Team Members. 1 HOUR REQUESTED.

Early Childhood Planning: Early Childhood Framework and Implementation
of the Oregon Children's Plan. Presented by Lisa Naito, Pam Greenough,
Monica Ford, Gina Mattioda and Wendy Lebow. 30 MINUTES
REQUESTED.

Thursday, August 9, 2001 - 9:00 AM
Multnomah Building, First Floor Commissioners Boardroom 100
501 SE Hawthorne Boulevard, Portland

REGULAR MEETING

CONSENT CALENDAR -9:00 AM

C-1

C-2

| NON-DEPARTMENTAL

Appointment of Katy Yen to the COMMUNITY HEALTH COUNCIL

Budget Modification NOND 01 Increasing General Fund Revenues and
District 4 Expenditures by $1,800 to Cover the Costs of Operating a "Satellite"
District 4 Office in Gresham

PUBLIC CONTRACT REVIEW BOARD

C-3

C-4

ORDER Authorizing an Exemption to Specify Schlage Brand Locks for All
Newly Acquired County Buildings

ORDER Exempting from the Formal Competitive Bid Process the Contract
with Raintree, Inc. for a Software Program, and Two Years’ Maintenance
until June 30, 2003

DEPARTMENT OF COMMUNITY AND FAMILY SERVICES

C-5

ORDER Authorizing Designees of the Mental Health Program Director to
Direct a Peace Officer to Take an Allegedly Mentally Ill Person into
Custody
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REGULAR AGENDA -9:00 AM

DEPARTMENT OF SUSTAINABLE COMMUNITY DEVELOPMENT

UC-1 RESOLUTION Approving Grant of Easement to City of Portland, Oregon
on County Real Property at 102nd Avenue and East Burnside Street for
Public Street and Right of Way Purposes

PUBLIC COMMENT - 9:00 AM

Opportunity for Public Comment on Non-Agenda Matters. Testimony
Limited to Three Minutes Per Person.

DEPARTMENT OF SUPPORT SERVICES - 9:00 AM

R-1 Ratification of the 2001-2004 Collective Bargaining Agreement Between
Multnomah County and the Multnomah County Deputy Sheriff's Association

NON-DEPARTMENTAL -9:10 AM

R-2 RESOLUTION Authorizing Funds to Determine Whether to Proceed with
Renovating the Multnomah County Courthouse

R-3  Board Discussion and Consideration of Budget Approval Regarding Mental
Health Services

Thursday, August 9, 2001 - 3:00 PM
Multnomah Building, Sixth Floor Commissioners Conference Room 635
501 SE Hawthorne Boulevard, Portland

EXECUTIVE SESSION

E-1 The Multnomah County Board of Commissioners Will Meet in Executive
Session Pursuant to ORS 192.660(1) (d) for Labor Negotiator Consultation
Concerning Labor Negotiations. Only Representatives of the News Media
and Designated Staff are allowed to Attend. Representatives of the News
Media and All Other Attendees are Specifically Directed Not to Disclose
Information that is the Subject of the Executive Session. No Final Decision
will be made in the Executive Session. Presented by Gail Parnell and John
Ball. 1 HOUR REQUESTED.
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MEETING DATE.___August 6, 2001
AGENDA NO: PH-1
ESTIMATED START TIME: 6:00 PM

LOCATION: __Boardroom 100

(Above Space for Board Clerk’s use only)

AGENDA PLACEMENT FORM

SUBJECT:  Public Hearing on Mental Health Acute Care Services and Budget

BOARD BRIEFING: DATE REQUESTED:
REQUESTED BY:
AMOUNT OF TIME NEEDED:
REGULAR MEETING: DATE REQUESTED: Monday, August 6. 2001
A‘MOUNT OF TIME NEEDED: 2 hours
DEPARTMENT: __ Non-Departmental DIVISION: Chair's Office
CONTACT: John Ball TELEPHONE #: (503) 988-3958
BLDG/ROOM #: 503/600

PERSON(S) MAKING PRESENTATION:___Chair Diane Linn

ACTION REQUESTED:

[ X ]INFORMATIONAL ONLY [ JPOLICY DIRECTION [ JAPPROVAL [ ]OTHER

SUGGESTED AGENDA TITLE:

Public Hearing on Mental Health Acute Care Services and Budget. Testlmony Llrmted
to Three Minutes Per Person

SIGNATURES REQUIRED:
ELECTED OFFICIAL: Diane ‘M. Linn
(OR)

DEPARTMENT MANAGER:

ALL ACCOMPANYING DOCUMENTS MUST HAVE REQUIRED SIGNATURES

Any Questions: Call the Board Clerk @ (503) 988-3277 or email
deborah.l.bogstad@co.multnomah.or.us




Call this tmmber for:

+ Information about where to go
- Brief crisis ph one counseling

Call 911 for
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threatening
emergencies

Watch for
expanded
hours, a fourth
walk-in site,
and
mobile
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starting
September
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MENTAL HEALTH CRISIS SERVICES FOR
RESIDENTS OF MULTNOMAH COUNTY

WHEN THE CRISIS TRIAGE CENTER
" CLOSES AT MIDNIGHT ON JULY 29™
YOUR MULTNOMAH COUNTY CRISIS LINE
| - WILL STAY THE SAME '

CENTRAL CRISIS PHONE NUMBER

503-215-7082

. call -
(24 hours daily) “here
Call this number for: '
* Information About Where To Go
» Brief Crisis Phone Counseling
CLINIC/PHONE ADDRESS HOURS TRI-MET
NETWORK PLAZA 2415 SE 43 Mon-Fri. #4 Division; I
Phone: 503-238-0705 Portland 1-9pm exit bus at 43" & Division AN Orj
V\_legt_ entrance off | Sat. 1-4pm < walk In
Division )
MT. HOOD GRESHAM 400 NE 7™ Mon-Fri. Max train to Gresham Central he"e .
Phone: 503-661-5455 Gresham 1-5pm Station & walk South across the
street
MT. HOOD NORTH PORTLAND | 3113 N Lombard | Mon-Fri. #1 Greeley; exit bus at Lombard &
 [Phone: 503-251-1338 Portland 1-5pm Peninsula. Walk West

Watch for expanded hours, a fourth walk-m sute, and moblle
: outreach m September 2001

Call 91"I if you
~ have a life-
‘threatening

. emergency:




Resolving the Multnomah County
Acute Care Crisis

Proposed Action Plan - Phase 1

August 6, 2001
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Dale Jarvis, CPA, MCPP Healthcare Consulting, Inc.
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Executive Summary

In the fiscal year that just ended June 30, 2001 the average cost for an Oregon Health Plan acute
inpatient bed day was $422.50. With the implementation of the new, per diem arrangement that
goes into effect next month, this average rate will increase 66% to approximately $700 per day.
Based on a thorough analysis of projected inpatient use, this represents a $4.2 million (43%)
increase in inpatient costs from $9.9 million to $14.2 million. This increase is based on the
assumption that, as the Crisis Triage Center closes August 1, 2001, new and more
comprehensive inpatient alternatives will start being brought online and hospital admissions will
begin to decline. If better management of inpatient does not occur during the fiscal year,
Multnomah County will spend an additional $1 million or more on inpatient expenses (on top of
the $4.2 million planned increase).

These rate increases mean that one out of every five mental health dollars (20%) will be spent on
inpatient services. These figures do not include state hospital costs, which increase the inpatient
percentage. These are the highest costs in the State of Oregon and the Pacific Northwest. For
example, King County Washington (Seattle) spends 13.2% of their mental health funds on
inpatient services.

Resolution of the accelerating acute care crisis is the most critical system initiative facing the
mental health system in Multnomah County. The effective management of quality, access,
utilization, and cost elements must be brought about swiftly. At the same time, the solution
which is deployed to resolve our acute care crisis must establish long term foundations upon
which recovery and child/family based systems of care will more naturally emerge and flourish.

The Phase I plan that is presented in this report is a 90-day first step towards resolving this crisis.
It includes four areas of intensive activity that must be implemented immediately.

S

A. New Crisis and
Acute Care
System

C. Infrastructure

Changes

Acute Care Crisis
($14.2 million,
66% rate
increase)

B. Single Point of
Accountability
Structure

D. Funding the
Action Plan

/
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A. Roll-Out of New and Reconfigured Crisis and Acute Care Alternatives
Currently there are significant gaps in the service delivery system for individuals experiencing a
mental health crisis. With the closing of the Crisis Triage Center these gaps are going from
problematic to critical. Work has already begun on the development and implementation of
crisis and acute care alternative services. Six action-steps must be taken to support the
implementation of these services.

1. Access/Crisis Phone System
Urgent Walk-In Clinics
Mobile Crisis Teams
Secure Evaluation Facility
Acute Hospital Alternatives
Acute Care Coordination

AR o

B. Roll-Out of the Single Point of Accountability Philosophy and Structure
Currently, if an individual who is enrolled with a mental health provider organization has a
mental health-related crisis there is no practical way to identify and contact the clinician who has
the best clinical knowledge of that individual. In addition, there is no standardized process for
identifying individuals who are not currently enrolled and in need of mental health service, and
“hooking them up” with a “primary clinician”. These disconnects surrounding crises are just one
view into a service delivery system that has not embraced a single point of accountability
philosophy and structure, where each consumer of mental health services has a primary partner
to assist them in meeting their service needs and aiding in their rehabilitation and recovery.
Three action-steps must be taken to support the implementation of this philosophy and structure.

7. Single Point of Accountability Structure

8. Convert and Expand the OHP Outpatient Premium Pool to an
- Accountability/Incentive Pool

9. Assignment of Existing and New Consumers

C. Infrastructure Changes to Support the Action Plan

There are a handful of “mission-critical” infrastructure changes that are required to support the
reconfigured crisis and acute care alternatives and single point of accountability structure. The
most important four are listed below.

10. Design and Implement the Business Rules and Contracts for the
Accountability/Incentive Pool

11. Rapid Implementation of Raintree Systems Computer Software

12. System-Wide Performance Reporting System

13. Redeployment of Key DCFS Staff A

D. Funding the Action Plan

The costs for the Crisis and Acute Care System for the fiscal year are currently projected at
$21,582,230. This includes $14,051,935 for Acute Inpatient and Acute Inpatient Alternative
Service, which cost approximately $9.9 million in fiscal year 2001. As funds are currently

Resolving the Multnomah County Acute Care Crisis: Proposed Action Plan - Phase I, Draft 8/6/01, Page 4
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allocated, the Crisis and Acute Care System is currently underfunded by $6,730,044. The
following action steps must be taken to resolve this crisis.

14. Reallocation of New OHP System-Wide Funds

15. Transfer of the 3% OHP Incentive Pool

16. Inpatient Contract Negotiation

17. BHD/Verity Reorganization and Budget Adjustments
18. One-Time Use of Mental Health Reserves

Note: It is important to underscore that the consequences of not funding the crisis and acute care
services listed in this report creates significant risks for the Multnomah County mental health
consumers, the County and provider organizations. If one or more financial recommendations
are considered unfeasible and not implemented, the difference should be appropriated from the
County General Fund Contingency Pool.

Implications for Phase II
The 90-day Phase I must be followed immediately by Phase II that should run from days 91 —
365. During this second phase the following major activities must occur.

Completion of the implementation of Crisis and Acute Care Alternatives
Significant expansion of the Single Point of Accountability Pool
Completion of the critical Infrastructure Changes

Reorganization of the Behavioral Health Division and Verity to come into
alignment with the Action Plan

e Careful Monitoring and Adjustment, as needed of Utilization, Revenue and
Expense

|
|
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Introduction

Resolution of the accelerating acute care crisis is the most critical system initiative facing the
mental health system in Multnomah County. The effective management of quality, access,
utilization, and cost elements must be brought about swiftly. At the same time, the solution
which is deployed to resolve our acute care crisis must establish long term foundations upon
which recovery and child/family based systems of care will more naturally emerge and flourish.

The current system is fragmented, has the wrong incentives built-in, and perpetuates costly
redundancies. This is neither cost effective nor clinically efficient. It also provides unnecessary
impediments for consumers attempting to access the right care at the right time. Accordingly,
system accountability suffers.

The solutions outlined in this plan:

e Lay the groundwork for the integrated consolidation of system providers,
infrastructure, and the blending of funding streams wherever possible.

e Make strategic interventions in the crisis, and acute care, and outpatient systems
in Phase L.

e Begin a process that will allow dollars to be freed up for reinvestment in service
expansions and capacities that will result in easy access to the right care, delivered
at the right time, for the right price.

e Allow us to move to Phase II where further system development will occur and
unnecessary administrative overhead is identified and eliminated.

As old silos are replaced with a new seamless array of easily accessible services, true public-
private partnerships based on risk as well as gain sharing will emerge. A new era of system
accountability will be born that is much more self-regulating, consumer centered, and
responsive.

Consumer choice will be enhanced by providing expanded service options that produce good
consumer outcomes. Synergies will be achieved through ongoing horizontal and vertical
integration initiatives resulting in systems of activities that are complementary, consistent,
interdependent, and mutually reinforcing. The finite pool of system dollars will be managed for
maximum effectiveness for the maximum amount of consumer gain. This will be achieved by
blending funding streams into a single risk pool managed by the MHO. Performance based
contracts will be executed and actively managed by continuous quality improvement specialists
serving in responsive outcomes management roles. Likewise, County employed Acute Care
Coordinators will serve in the capacity of “innovation stimulators” as well.

Providers will be increasingly self-regulated through performance based accountability
contracting models that reward the generation of good consumer outcomes while also assuming
the risk and responsibility associated with negative outcomes. Any remaining fee-for-service
provider contracting will be aggressively managed. Consumers will no longer be “exiled” from
treatment options for any reason. The MHO will be a proactive partner in the development and
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deployment of productive and innovative systems of care that minimize risk and promote
success. Reinvestment plans will be negotiated that result in increased risk reserves, employee
compensation, and capacity building.
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Background and Problem Statement

The problems in the mental health system are well known and have been well documented over
the course of the past 2 years of redesign initiatives. These problems are interconnected and
require an integrated approach to solutions. This section will identify the prioritized target issues
most in need of immediate turnaround solutions.

ACUTE CARE CRISIS

Escalating Utilization

Multnomah County has an inpatient utilization rate that is more than twice that of the
statewide average when adjusted per capita (bed days/month/1000 members). When
Multnomah County’s utilization data is removed from the statewide aggregate data, we
exceed inpatient rates by a factor of almost four (19/1,000 vs. 5/1000). The major reason for
this predicament is the lack of less costly and more clinically appropriate sub-acute and crisis
response alternatives. It should be noted that risk often motivates the deployment of these
types of service alternatives, yet this idea was never pursued by the partner hospitals under
the risk partnership contractual arrangements over the past 2 years. Inpatient care should be
targeted to stabilize individuals so that they can be more actively engaged in community
based recovery oriented treatment. Instead, it is capable of consuming over a third of the total
available system treatment resources if left uncontrolled.

Movement to Per Diem Inpatient Vendors

The inpatient providers in the process of severing their current risk contract with the County
and return to individually negotiated per diem bed rates. This return to a fee-for-service
relationship will result in a significant net increase in the cost of a bed day of an average of
66% over current rates. When factored in to present utilization rates, this could result in an
annual inpatient cost of over $15,000,000. Suffice it to say that this development mandates a
rapid utilization management solution to reverse this scenario.

Absence of Vital Crisis Response Service Continuums

The Crisis Triage Center (CTC) performed a vital system function but was nonetheless
providing significantly fewer crisis response services than it agreed to perform in its proposal
to the original RFP. Because of this, the CTC was a very expensive system component. The
CTC’s efficacy was severely compromised due to the lack of a strongly coordinated system
of adjunct crisis services geared toward mitigating the inpatient risk with more appropriate
and less costly alternatives. This most critical service element is the most glaring service gap
in the current system.
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OQUTPATIENT DELIVERY SYSTEM

Fragmentation and Market Rivalry

Multiple providers delivering basically the same types of services while looking to
protect and expand their historical market share does not drive good collaboration or true
partnership. It does drive a lot of expensive window dressing and meeting time, which
only resembles true collaborative partnership. Competition for scarce clinical resources
across professional disciplines results in added ongoing recruitment costs that could be
better spent by providing a more stable integrated workforce at higher wages. The
providers could look to create seamlessly integrated niche specialties and clinical centers
of excellence that would better benefit consumers and the system as a whole.
Historically, there was little financial incentive to explore consolidated service delivery
models in an environment of “co-opetition” (cooperation + competition).

Fee-for-Service Program Structure

The current outpatient reimbursement formula pays for services based 50% on encounter
and 50% on case rates. This encourages the outpatient system to perform in much the
same way as under fee-for-service models. However, under managed care, the case rate
portion results in a net loss from those historical Medicaid fee-for-service revenues.
Therefore, the outpatient system is experiencing much downside associated with risk
while still operating the same way as before. This dual mismanagement rewards the
system for focusing on those who are easiest to care for while neglecting the difficult
client most likely to need more costly and intensive services. Currently, the outpatient
system is financially encouraged to shift the care for difficult clients to hospitals rather
then expend the overburdened clinical resources to provide alternatives to hospitalization.

Administrative Redundancy

The current multiple providers separately fund multiple administrative structures that are
mirror operational components of one another. These redundancies come at a high cost
to the system, whereas, if providers were consolidated, the savings would be reinvested in
vital service and capacity expansion. The two major contracting networks (ABH and
HSA) show some economies of scale, but they provide yet another layer of administrative
overhead. Member organizations must reduce their individual administrative structures
to offset the costs the networks charge back to the members.

Low Productivity

Despite feeling genuinely overburdened with huge caseloads and dramatically reduced
fiscal reserves, the average time clinical staff spend in direct clinical encounters with
consumers averages less than 50% across the system. Paperwork, meetings, lack of
automated processes, and antiquated infrastructures are reasons given as to why more
direct service time isn’t being spent with consumers. Productivity should and can be
increased significantly. Nationwide, successful provider organizations have found ways
to work smarter, resulting in more effective and efficient clinical service models.
Providers must also find ways to reduce their overhead costs. These changes will result
in more time for clients and the ability to better meet the needs of the community. It is
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also important to note that the MHO must be part of this solution by working to reduce
unnecessary paperwork and non-value-added procedures to a minimum.

Access :

Waiting times to access outpatient services are too long. Approximately twenty-five
percent of all consumers accessing the inpatient system are not assigned to any outpatient
provider. This results in a very expensive access system whose doorbell is, by proxy, a
bad outcome (i.e. deterioration to the point of requiring an inpatient stay).

The providers, with a combination of poor productivity, greatly increased caseloads, and
little incentive to successfully move clients from out the back door (i.e. successful
recovery oriented treatment utilizing natural community systems of support), are in fact
unwittingly contributing to their own burnout and failure. The bottleneck at the front door
is experienced by the providers as being a direct result of a real lack of service capacity to
meet the demand needs of clients wishing to access outpatient services. The reality is that
as access to less expensive and most appropriate care is impeded at the outpatient level,
more and more consumers are deteriorating to the point of having to access the inpatient
system. This in turn bleeds more money out of the outpatient pools, which then results in
more diminished outpatient capacity. This downward spiral must be reversed. The best
way to achieve this is to provide adequate incentives to provide access on demand and to
lower hospitalization

BUSINESS MODEL AND ORGANIZATIONAL STRUCTURE

Accountability Alignment

The single variable most responsible for the deterioration of the mental health system
with the advent of capitated Medicaid funding is the adverse alignment of risk and reward
across the system. Shared risk contracting, when properly aligned and aggressively
managed, generates true partnerships and, most importantly, effective, expanded, and
seamless clinical care continuums. This is the difference between managed care
nightmares and good managed care being synonymous with good and timely clinical
intervention. Good accountability-based contracting will result in the right care being
delivered at the right time and for the right price. When done effectively, the consumer
benefits enormously. Secondarily, so does everyone else.

Contract Compliance Management

The County’s contracting and contract management processes are in need of major
change. Multiple contracts with multiple terms and expiration dates that get changed,
sometimes only verbally, are often signed several months after the services are being
delivered. The ongoing management of performance metrics and other contract terms are
frequently renegotiated in the direction of less value than the original terms. MHO staff
will be focused on performance that generates good consumer outcomes. Contingencies
must be considered and acted upon when, despite all efforts otherwise, contract agencies
fail to meet necessary conditions specified in the contract.
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Role Diffusion

The relationship between the MHO and the Behavioral Health Division (BHD) has been
unclear in the past. Clear boundaries and relationships must be defined and
operationalized to maximize accountability while maintaining the flexibility to
continuously improve in mutually effective ways. As always, assuring that the right care
is taking place at the right time and for the right price will be the ultimate yardstick
against which any change is made and measured. Fiscal accountability between the two
divisions must be reconciled accordingly.

Data Analysis and Infrastructure

Standardized reporting across specified outcomes management targets must be made
available through sound database/data warehouse development and ongoing analytical
processes that can optimize continuous quality improvement activities.

CONSUMER INVOLVEMENT

Advocacy versus Empowered Ownership

The consumer advocacy landscape in Multnomah County is very impressive. This is due
to the inclusive process involvement by consumers throughout the redesign process. This
is also due to the level of talent and commitment embodied in the advocacy community.
It is time to take advantage of this underutilized resource. We need to provide a
conducive platform that shifts the advocacy community away from a reactive mode
towards more proactive involvement and ownership in making new solutions work. In
this regard, consumers are most likely to become the true partners in crafting the
solutions they so desperately deserve. Development of Ombudsman functions, expansion
of the office for consumer affairs, and deployment of expanded peer support services will
serve to enhance the continued proactive involvement in existing stakeholder forums.
Additionally, inclusion as valued contributing members on contract provider Boards of
Directors will serve to secure necessary governance representation as well.
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Proposed Action Plan: Phase |

The Phase I plan presented below is a 90-day first step towards resolving the acute care crisis in
Multnomah County. It includes four areas of intensive activity that must be implemented
immediately, including:

A. Roll-Out of New and Reconfigured Crisis and Acute Care Alternatives

B. Roll-Out of the Single Point of Accountability Philosophy and Structure

C. Infrastructure Changes to Support the Action Plan

D. Funding the Reconfigured System

These recommendations are based on a detailed financial and utilization analysis that examined
all aspects of the Multnomah County Mental Health System including:

e Detailed review of outpatient client and service delivery history for Oregon
Health Plan enrollees and indigent consumers;

e Comparisons of how much service was provided, in total, and per client at each
outpatient provider organization

e Analysis of all Behavioral Health Division and Verity provider contracts;

e Examination of all federal, state and local revenue sources and funding
restrictions;

o Inpatient projections based on several years of admissions, days and average
length of stay data for all health plans operating in Multnomah County;

e Sophisticated demand projections for mobile crisis, urgent walk-in, secure
evaluation facility and acute impatient alternative services;

Because of the severity of the financial and client safety crisis facing Multnomah County and the
carefully built-in interdependencies of the eighteen strategies, all must be implemented within
the next 90 days if the County hopes to prevent insolvency of the mental health system.

A. Roll-Out of New and Reconfigured Crisis and Acute Care Alternatives
Currently there are significant gaps in the service delivery system for individuals experiencing a
mental health crisis. With the closing of the Crisis Triage Center these gaps are going from
problematic to critical. Work has already begun on the development and implementation of
crisis and acute care alternative services. The following action-steps must be taken to support
the implementation of these services.

1. Access/Crisis Phone Service: Multnomah County should immediately contract
with the identified provider organization to implement a new Access/Crisis Phone
Service, with a contract that runs through June 30, 2002. This service will
consolidate similar services at Providence, Advanced Behavioral Health, Human
Services Alliance, and some portion of Verity’s Access Line into a single service.
It will also add a Warm Line that is staffed by mental health consumers. This
consolidation will allow for improved response time, better connection between
phone workers and the outpatient system and reduction of duplication.
Providence will continue to provide phone service between July 1 and September
30, 2001 as the new capacity is developed and brought online. Annual Cost:
$1,803,218.
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2. Urgent Walk-In Clinics: Multnomah County should immediately contract with
the identified provider organizations to operate four, regional Urgent Walk-In
Clinics, with contracts that runs through June 30, 2002. These Clinics will use a
“no appointment necessary” approach and operate during the highest demand
periods from 9:00 am to 5:00 pm Monday through Friday. Additionally, a
centrally located walk in clinic will operate from 5:00 pm to 9:00 pm Monday
through Friday and 1 to 4 pm on Saturday. This design will dramatically increase
access to consumers and provide a more appropriate service delivery environment
to individuals who have urgent, but not emergency needs. Annual Cost:
$1,084,821.

3. Mobile Crisis Outreach Teams: Multnomah County should immediately
contract with the identified provider organization to operate Mobile Crisis
Outreach Teams 24-hours per day, seven days per week, with a contract that runs
through June 30, 2002. During hours of operation Mobile Outreach staff will be
co-located at the four Urgent Walk-in clinical sites. During evenings and on
Saturday, the Mobile Outreach Team will be co-located with the centrally located
Urgent Walk-in clinic. Annual Cost: 31,096,305.

4. Secure Evaluation Facility: Multnomah County should immediately contract
with the designated provider organizations to provide 23-Hour observation
capacity for a period of assessment for those patients deemed to have the potential
to rapidly regain functioning, and to facilitate their smooth reintegration into the
community through optimal discharge planning. The contract is currently being
negotiated and the final length of the contract along with other contract terms
should be determined as part of that process. Annual Cost: $2,388,949.

5. Acute Hospital Alternatives: Multnomah County should immediately contract
with designated provider organizations to provide additional alternatives to
hospitalization capacity including Intensive Home-Based Stabilization services,
Respite Beds, Sub-Acute Inpatient services, and “Flex Funds” to support other
creative alternatives. The length of these contracts should be consistent with
existing contracts that are in place for these types of services. Annual Cost:
$3,137,468.

6. Acute Care Coordination: Multnomah County should immediately complete
the development of the Acute Care Coordination Team. Members of this team
will work with referring clinicians, discussing treatment options for clients in
crisis in the context of the criteria for "medical appropriateness”, assisting with

~ referral to the least restrictive and most clinically appropriate care setting. Annual
Cost: Part of Verity’s Budget.

These six changes will result in a system that has many “right doors” and capacity that has been
carefully designed to meet the needs of consumers in crisis. The chart on the following page
illustrates how financial resources will be allocated to the newly designed crisis system. As the
system stabilizes we expect that costs for the secure evaluation facility will decrease and those
savings will be redirected towards non-urgent/emergent services.
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B. Roll-Out of the Single Point of Accountability Philosophy and Structure
Currently, if an individual who is enrolled with a mental health provider organization has a
mental health-related crisis there is no practical way to identify and contact the clinician who has
the best clinical knowledge of that individual. In addition, there is no standardized process for
identifying individuals who are not currently enrolled and in need of mental health service, and
“hooking them up” with a “primary clinician”. These circumstances result in the inability of
crisis caregivers, including the police, to determine the most appropriate treatment setting for
clients in crisis and often results in hospitalization that may have been unnecessary.

These disconnects surrounding crises are just one view into a service delivery system that has not
embraced a single point of accountability philosophy and structure, where each consumer of
mental health services has a primary partner to assist them in meeting their service needs and
aiding in their rehabilitation and recovery. This type of structure is critical to helping prevent
crises before they occur. Furthermore, this model is an essential building block for
implementing a recovery-oriented care delivery model.

The following action-steps must be taken to support the implementation of this philosophy and
structure.

7. Single Point of Accountability Structure: Multnomah County should revise all
existing outpatient contracts to establish a Single Point of Accountability
structure. Under this structure all mental health consumers whose care is
financially supported by Multnomah County would be assigned to a Primary
Provider Organization and a Primary Clinician through the issuance of an open-
ended Primary Authorization. The Primary Clinician will be part of a Care Team
(consisting of at least two individuals — the consumer and the Primary Clinician)
whose jobs include treatment planning, service coordination, service delivery, and
crisis planning and management. The Primary Authorization will “stay open” for
as long as the client resides in Multnomah County or until/unless the consumer
transfers to a different Primary Provider Organization, regardless of whether their
case file is open or closed. Part of this system will include Secondary
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Authorizations that support the purchase of evidence-based services or supports
for special services not otherwise available from Care Team members who do not
work at the Primary Provider Organization. Annual Cost: Part of the Outpatient

Contracts.
! Primary Provider " - }
L Organization ) j (f)ther Pr Organization y
- N ——
Primary Clinician ‘ %fx Secondary
S ‘ |/ Authorization
1
Primary
Authorization

8. Convert and Expand the OHP Outpatient Premium Pool to an
Accountability/Incentive Pool: The Single Point of Accountability Structure
should be supported by a new payment mechanism that increases the flexibility of
how monies can be used, provides financial incentives for proper management of
the crisis and acute care system and holds providers accountable for poor
outcomes. The mechanics of this model are described in Recommendation C10
below.

Direct Services - Non Inpatient

County Qutpatient
Premium
Pool
36%

"Special "Special A " Contracts include
cial Arrangemen niracts inclu
A;rlgngte metnt CAAPCare+ and Cther Confracted
ontracts Senices.
48%

A financial model that supports the Action Plan is critical to successfully
changing the behavior of the provider community. Currently only 41% of the
existing funding for the Multnomah County Outpatient System is available for the
Single Point of Accountability System — the funds that are in the OHP Outpatient
Premium Pool. The other 59% is embedded in “Special Arrangement” Outpatient
Provider Contracts (48%) and budgets for County-Staffed Services (11%). The
Special Arrangement Contracts are funded through a myriad of case rates and fee
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for service arrangements that use “old-style”, commercial managed care
arrangements that prevent more flexible and creative use of funds and are
necessarily outside the Accountability and Incentive Structure. It addition, these
contracts require over 20 full time equivalents of County Care Coordinators,
whose salary costs alone are over $1.3 million per year.

Multnomah County should immediately convert the OHP Outpatient Premium
and CAAPCare+ Outpatient Pools to the new Accountability/Incentive Pool.
County staff should also immediately begin an Internal Audit and Performance
Analysis of the Special Arrangement Outpatient Provider Contracts and County-
Staffed Services to determine which services can be moved into the
Accountability/Incentive Pool in Phase II. This analysis should be completed by
10/1/2001. Annual Costs: Phase I 323,782,833, Impact of Phase II: To be
determined.

9. Assignment of Existing and New Consumers: Multnomah County should
immediately begin a process to identify the Primary Provider Organization and
Primary Clinician for all currently enrolled consumers. This will consist of using
historical data in the Verity authorization database to complete a preliminary
identification of Primary Provider Organizations. Providers will then review the
computer reports, make corrections as needed and identify the Primary Clinician
for each consumer. This information will be returned and entered to the County
Information System.

The County should also begin a process to rapidly assign all newly identified
mental health consumers to a Primary Provider Organization and Primary
Clinician. This will include the development of policies and procedures for all
providers in the system. Crisis and Acute Care staff will be responsible for
helping “hook” new consumers up with Outpatient Organizations. Outpatient
Organizations will have clear guidelines for how and when to assign consumers
who are new to their organizations. Annual Cost: Part of the Existing DCFS IS
Budget and Provider Outpatient Contraclts.

C. Infrastructure Changes to Support the Action Plan

There are a handful of “mission-critical” infrastructure changes that are required to support the
reconfigured crisis and acute care alternatives and single point of accountability structure. The
most important are listed below.

10. Design and Implement the Business Rules and Contracts for the
Accountability/Incentive Pool: The funding design for the Accountability/
Incentive Funding Pool combines the OHP Outpatient Premium and CAAPCare+
Pools to create a funding stream to be used for OHP and indigent consumers in
Multnomah County. Funds will be allocated based on the number of consumers
for whom each provider organization becomes the Single Point of Responsibility.
If Agency X has taken responsibility for 10% of the consumers they will receive
10% of the pool each month. In return for payment, organizations will be
expected to provide all medically necessary outpatient services to their clients. In
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11.

addition, use of crisis and acute care services will be carefully tracked and
provider organizations will be responsible for covering a portion of those
expenses, up to a limit that will be defined by a financial risk corridor. If
providers are able to properly manage their caseloads and lower the utilization of
crisis and acute care services, incentive payments will be made to the
organizations in the form of a rebate on under-spent Crisis and Acute Care
System funds. The risk corridor will be designed so that no provider
organizations will be threatened with catastrophic losses.

For the first year, smaller providers, who believe that they may not be able to
manage under the new funding model, can select a Hold Harmless alternative
where their crisis and acute care utilization will be monitored but funding
accountability and incentives will not apply.

Multnomah County Board of Commissioners are requested to immediately
approve the Outpatient Accountability/Incentive Funding Model and direct staff
to develop the Policies and Procedures Manual that includes the detailed business
rules for this model. Provider contracts must be revised so that the system can be
phased in between July and September 2001, with full implementation beginning
October 1,2001. Later approval will delay these dates with substantial financial
and system problems accruing. Annual Costs per Action Step 8 above: Phase 1
$23,782,833; should increase to a minimum of $32,000,000 during Phase II with
the roll-in of Specialized Arrangement Contracts.

Rapid Implementation of Raintree Systems Computer Software: There are
nine categories of County and Provider Organization staff that are necessary to
support the reconfigured crisis and acute care alternatives. These include staff
working with the 1) Call Center, 2) Mobile Crisis Teams, 3) Acute Care
Coordination, 4) Urgent Walk-In Clinics, 5) Primary Provider Organizations, 6)
Care Coordination, 7) Member Services, 8) Claims Processing, and 9) Quality
Assurance. Together these groups require 34 different pieces of computer
functionality to support their work. The functionality ranges from Client Lookup
to Authorization Entry to Crisis Episode Tracking to Claims Processing.

A rapid but thorough evaluation was made of existing County computer systems
and “off the shelf” packages, covering the areas of Functionality, Architecture,
Ease of Implementation, Flexibility, Performance, Security, Reporting, Cost and
Vendor Reliability. After determining that existing County systems could not
adequately support the 34 functions the Joint County-Contractor IT Workgroup
narrowed the field down to two finalists, PH Tech, from Salem Oregon, and
Raintree Systems from San Diego California. A final vendor scoring resulted in
the recommendation to purchase and implement Raintree Systems. '

Because of the emergent need to implement a new solution within 90 days,
Multnomah County should suspend normal contracting requirements and
immediately contract with Raintree Systems and begin implementation of the new
system within 14 days. The functionality of the system should be rolled out in
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three phases, October 1, November 1, and December 1, 2001. Five
Implementation Teams should be immediately assembled that will be made up of
County and Provider Organization staff — Application Develop, Data Conversion,
Infrastructure, Deployment, and Reporting. The rapid implementation project
should be co-lead by a County and a Provider Organization staff person. One
Time Costs: §175,000.

12. System-Wide Performance Reporting System: A great deal of effort went into
gathering utilization and financial data from a variety of sources to support the
development of the Action Plan. Unfortunately, there was a scarcity of standard
reports that could be “pulled off the shelf” to support these efforts. Most
available reports were ad hoc in nature, so that the system was operating in a
relatively “data-free environment”. As stakeholders of the mental health system
already know, the Multnomah County mental health system can no longer operate
under these conditions.

Multnomah County should immediately begin the development of a System-Wide
Performance Reporting System. The design of this system should be informed by
key documents including the Utilization and Financial Modeling Tools that were
used to support the Action Plan; Oregon Health Plan Mental Health Organization
Agreement requirements; existing ad hoc and standard reports; the March 2001
Recommended Mental Health System Performance Measures authored by Jim
Carlson, Seth Lyon and Theresa Posner; the 2001 American College of Mental
Health Administrators’ Proposed Consensus Set of Indicators for Behavioral
Health; and the January 2001 State of Oregon Report to the Governor from the
Mental Health Alignment Workgroup.

These efforts should result in a set of regularly produced reports for key managers
and stakeholders from the Multnomah Board of County Commissioners to Acute
Care Coordinators to Primary Clinicians and their Supervisors that are produced
daily, weekly, monthly and quarterly, based on need. The data in these reports
should be used to build a “culture of measurement” within the Multnomah County
Mental Health System, where meetings regularly include the analysis of data and
all-important decisions are informed by this analysis. One-Time Costs: §50,000.

13. Redeployment of Key DCFS Staff: There are a number of activities that require
the involvement of several DSFS staff members. This includes Acute Care
Coordination, Accountability/Incentive System Policies and Procedures
Development, Provider Contracting, assistance with bringing up the new Crisis
and Acute Care Alternatives, Raintree Implementation, Performance Reporting
System Development, further Financial and Budget Analysis, Stakeholder
Communications, and more. Many DCFS staff have already been intensively
involved in the planning activities that have resulted in this report. These efforts
must now be followed by the development of a detailed Implementation
Workplan and redeployment of DCFS staff to assist in these implementation
activities. Multnomah County leadership should direct all DCFS management
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and staff to actively participate in the implementation efforts, as needed. Annual
Cost: Part of the existing Verity Budget.

D. Funding the Action Plan
The fiscal year 2002 DCFS Mental Health Budget is $68,769,348. These funds are allocated to
several areas, as illustrated in the chart below.

Mental Health Services and Support

Support & Inpatient
Admin 15%

12%

Qutpatient
29%

Specialized
24%
Crisis
Residential 5%

3%

The costs for the Crisis and Acute Care System for the fiscal year are currently projected at
$21,582,230. This includes $14,051,935 for Acute Inpatient and Acute Inpatient Alternative
Service, which cost approximately $9.9 million in fiscal year 2001. As funds are currently
allocated, the Crisis and Acute Care System is currently underfunded by $6,730,044. The
following action steps must be taken to resolve this crisis.

14. Reallocation of New OHP System-Wide Funds: Currently 16.7% of the OHP
Premiums are allocated to a System-Wide Funds Pool. These monies are used to
support the Crisis Triage Center and a number of Specialized Services such as
Day Treatment, Dual Diagnosis Residential Support, Supported Classrooms and
Fee-For-Service outpatient providers. In fiscal year 2001 just over $4.4 million
was allocated to this pool, with $1.3 million spent on Crisis and Acute Care
Alternatives and $3.1 million spent on Specialized Services. With the addition of
a full year of Regence enrolled lives this $4.4 million has grown to $5.5 million.

Multnomah County should use the Specialized Services funding levels as of the

June 2001 as the basis for fiscal year 2002 funding and redirect the difference,
$2.4 million, to fund the Crisis and Acute Care System. As the system stabilizes
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and inpatient costs come down, additional funds should be redirected to the
Outpatient Accountability/Incentive Pool. Annual Amount: $2,386,980.

15. Transfer of the 3% OHP Incentive Pool: Currently $998,980, which represents
3% of the OHP revenue, is allocated to a provider incentive pool. These funds
should be earmarked for covering the costs of the crisis and acute care system.
These monies would then, automatically become part of the Single Point of
Accountability, accountability/incentive pool. Annual Amount: 3998, 980.

16. Inpatient Contract Negotiation: In fiscal year 2001 Multnomah County was
paying an average of $864 per day for emergency-hold inpatient beds, including
professional fees. This is significantly higher than rates paid for other Multnomah |
County inpatient bed days or the rates paid at other Oregon MHOs. These |
contracts should be renegotiated immediately, combining them with the inpatient |
contracts for OHP covered clients, to bring the average rate down to $700 per day.
Annual Savings: 3365,757.

17. BHD/Verity Reorganization and Budget Adjustments: Currently 11.52% of
mental health dollars are spent on administration, or just under $8 million. At the
same time the administrative functions are spread out over three reporting areas:
Verity, the Behavioral Health Division, and the Department of Community and
Family Services. This structure significantly impacts the ability of the 75+ full
time equivalent administrative employees to effectively accomplish their work.

It is possible to reorganize these administrative functions, consolidate duplicate
activities, reduce costs and better support the management and operation of the
Multnomah County mental health system through the implementation of the
following changes. :

Admin Consolidation: Pull the system management activities including Care
Coordination, Involuntary Commitment, Adult and Child Contract Management,
and DCFS fiscal services out of their respective areas and into Verity. This would
allow for the development of a fully functional, self-contained business enterprise
with its own fiscal, contract and management capacities, all under “one roof”.

8% MHO Administrative Cap: If the costs of the consolidated system
management activities are measured against the total revised budget for this area,
including provider contracts, the administrative percentage is 9.4%. This
compares with the following:

OMAP provides 8% to fully capitated health plans.

CareOregon is managed within their 8% rate.

The State MHDDSD Department provides 8% to MHOs for administration.
Clackamas MHO administration for FFY99/00 was 6.54%.

Mid-Valley Behavioral Care Network MHO administration for FFY99/00 was
7%.
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e Accountable Behavioral Health Alliance MHO administration for FFY99/00 was
8%.

As part of this administrative consolidation, Verity should bring its administrative costs
down to 8% of total contract and service expenditures. It is anticipated that this will
require a reduction of approximately twelve FTEs. Annual Savings: §988,902.

12% Behavioral Health Administrative Cap: With the transfer of Care Coordination,
Involuntary Commitment, Adult and Child Contract Management to Verity, the existing
administrative costs for the Behavioral Health Division would total 16.5%. This budget
should be reduced to 12%, which “better-sizes” the administrative staffing in relation to
the new duties. It is anticipated that this will require a reduction of approximately four
FTEs. Annual Savings: $333,880.

Local Administrative Dollars: Currently $2.1 million is received from the State to
administer Mental Health, Alcohol & Drug and Developmental Disabilities. $805,640 is
allocated directly to programs, of which only $111,054 is allocated to Mental Health. At
the same time $1,310,870 is allocated to DCFS overhead departments. To support the
administrative consolidation 30% of the $1.3 million of the Local Administration should
be transferred to Mental Health to free up additional OHP and State General Funds to
support the Crisis/Acute Care System costs. Total Amount: $393,261.

The four parts of this recommendation are interdependent in that shifting or
responsibilities must be accompanied by shifting of funds and vise-a-versa. Total
Amount: $1,716,043.

The four strategies identified in action-steps 14 — 17 represent a $5.47 million shift of funds to
the Crisis and Acute Care System. This leaves a remaining shortfall of $1.26 million. After an
exhaustive evaluation of all funding sources and programs it is readily apparent that additional
cut or funding shifis could severely threaten the already fragile mental health system.

18. One-Time User of Mental Health Reserves: The main purpose of Mental
Health Reserves is to cover emergencies that threaten the viability of the MHO.
The current Acute Care Crisis constitutes such an emergency. Multnomah
County should allocate $1.26 million of existing reserves to fund excess inpatient
costs that are projected for fiscal year 2002.

To prevent a similar shortfall in fiscal year 2003, inpatient expenditures must be
reduced 21%. The funding model that was used to develop these
recommendations assumes that these reductions will begin in September 2001,
with the rollout of the Crisis and Acute Care Alternatives and Single Point of
Accountability Structure and grow to a 21% savings by June 2002. The graph on
the following page illustrates the required change in inpatient expenditures. One-
Time Costs: $1,262,284.
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Note: It is important to underscore that the consequences of not funding the crisis and acute care
services listed in this report creates significant risks for the Multnomah County mental health
consumers, the County and provider organizations. If one or more financial recommendations
are considered unfeasible and not implemented, the difference should be appropriated from the

Projected Inpatient Costs
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County General Fund Contingency Pool.

What is not included in the Action Plan — Phase I

While stabilizing the crisis and acute care system is the immediate, mission-critical intervention
to keep the mental health system solvent, there are a number of equally important parts of the

system that need to be protected during the process. These includes:

Child and Family Service Funding: Public mental health began as a system for
adults with severe and persistent mental illness. Funding for children came later
and in smaller quantities. Multnomah County has made substantial effort to
address shortfalls in this area and design service delivery strategies that are
relevant and successful for this population. It is important during an acute care
crisis, which is substantially related to the adult population, that funding for child
and family mental health services are protected and, to the degree possible,
strengthened. This Action Plan has been specifically drafted to prevent reduction
of service dollars for child and family services during Fiscal-Year 2002.
Multi-Cultural and Underserved Populations Funding: Preliminary analysis
of mental health utilization data, by ethnicity, illustrates that non-majority ethnic
groups are significantly underserved in Multnomah County. Substantial efforts
are underway to develop and strengthen cultural competency in Multnomah
County and address under-service to non-majority ethic groups. This Action Plan
has been designed to protect existing funding to organizations that specialize in
serving multi-cultural and other underserved populations. The Single Point of
Accountability structure is being proposed for these organizations on a *“hold-
harmless” basis, where multi-cultural providers will be identified as Primary
Clinicians and receive continuing payments for their clients without the downside
financial risk that will be embedded in the accountability/incentive structure.
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e County Mental Health Service Delivery: Multnomah County staff in the
Behavioral Health Division provide mental health services through their Child
and Adolescent Treatment unit and School-Based programs. As the outpatient
system begins to prepare for additional funding that will be freed up froma
successful resolution to the acute crisis, these services need to be included in the
analysis of what’s available, what gaps exist, what changes in priorities are
necessary to best meet the needs of consumers and family members. These
efforts are not part of the Action Plan — Phase I.

e Alcohol and Drug Services and Funding: Services and funding for the county-
supported alcohol and drug system are outside the scope of this Action Plan.

Important Notes about Cultural Competency and Consumer Involvement

The reader will note that there are no specific Acute Care Crisis action-steps addressing cultural
competency and consumer involvement. Nonetheless, there are many implicit actions within the
eighteen steps that relate to both.

It is imperative for Multnomah County to ensure that all services are designed with sensitivity
and specialization for specific sub-populations including adults, children, older adults and ethnic
and cultural communities. Staffing must consistently attend to cultural and special population
considerations incorporating bicultural members, bilingual staff and sub-populations specialists
into all staff teams. This is relevant for services that are developed during times of relative calm
as well as times of crisis.

Design work has already begun towards producing data that will demonstrate how new services
as well as existing ones address the needs of different populations; this is an important element
of Action-Step 12, System-Wide Performance Reporting System. In addition, Appendix 3 -
Detailed Acute Care Design, describes in greater detail how new services will be deployed in
culturally appropriate ways.

Consumer Involvement must also be a characteristic that winds its way through all new and
existing planning and service delivery activities. Development of the Single Point of
Accountability Structure and Philosophy is a critical foundation step towards building a system
of care that is based on placing the consumer at the center of the service delivery process.

The Clinical Design Workgroup was well represented with consumers, including a Consumer
Involvement Subcommittee. This group has highlighted the need for a consumer-operated Warm
Line, which is an important component of the new Access/Crisis Phone Service. Development
of an Ombudsperson will occur within the existing Verity budget.

Work in moving these components of a well-functioning system forward will continue.
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Implications for Phase Il

When all of the eighteen Action-Steps in Phase I are implemented by September 30, 2001, the
acute care crisis will have only begun to be resolved. There are numerous additional Action-
Steps that should have been implemented as part of a Phase 1. Because of the two-year delay in
beginning detailed implementation work, this was not possible.

The 90-day Phase I must be followed immediately by Phase II that should begin at day 91.
During this second phase the following major activities must occur.

Completion of the implementation of Crisis and Acute Care Alternatives
Significant expansion of the Single Point of Accountability Pool

Completion of the critical Infrastructure Changes

Continued reorganization of the Behavioral Health Division and Verity to come
into alignment with the Action Plan

e Careful Monitoring and Adjustment, as needed of Utilization, Revenue and
Expense

It is only after this Phase II work is completed that the mental health system will be able to
regain stability and begin to move away from financial insolvency.
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Multnomah County Mental Health FY2002 Utilization/Financial Model
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Multnomah County Behavioral Health -- FY2002 Adopted Budget Analysis

Program Area

Indigent Inpatient Contracts
Subacute Inpatient Contracts
OHP Acute/Subacute Contracts
inpatient Contracts Subtotal

Cutpatient Premium Pool
CAAPCare+, Indigent Medications
Qutpatient Contracts

Crisis System

Residential Contracts
Specialized Services

Other Contracted Services

County Treatment Services
Involuntary Committment
County Services Subtotal

Behavioral Health Administration
Care Coordination

Managed Care Administration
Support Services Subtotal

Total Mental Health

County A&D Services
A&D Contracts

Total A&D

Total Behavioral Health

8/7/2001

Total Budget

$2,358,798
$1,129,249
$6,519,466

Ratio

3%
2%
9%

$10,007,513

$18,120,680
$2,378,560

15%

26%
3%

$20,499,240

$3,456,768
$1,781,494
$17,035,958

30%

5%
3%
25%

$22,274,221

$6,763,492
$1,299,459

32%

10%
2%

Mental Health Services and Support
Support & Inpatient
Admin 15%

12% ‘

$8,062,951

$1,453,811
$1,112,372
$5,350,240

12%

2%
2%
8%

$7,925,423

12%

__968.760,348

$3,680,825
$14,762,926

$18,443,751

$87,213,009

100%

Qutpatient
29%
Specialized
24%

0\ Crisis

Residential ~ go
3%

Direct Services - Non Inpatient
County Outpatient

Premium
Pool
368%

"Special "Soocial A - -
Arrangement" pecial Arrangement” Contracts include
CAAPCare+ and Other Contracted
Contracts Services.
48%
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Multnomah County Mental Health Crisis and Acute Care Shortfall Analysis

FY2001 FY2001 FY2002 FY2002
Costs Utilization Costs Utilization FTEs/Units of Service/Comments

Section 1: Summary of Costs and Utilization

Crisis System

A. Access/Crisis Line $1,578,110 122,585 Incoming Calls

C. Secure Evaluation Facility $2,388,949 2,450 Days

D. Mobile Crisis Services $1,096,305 14,449 Service Hours

F. Urgent Walk-In Clinics $1,084,821 10,800 Service Hours

K. Homebased Stabilization Days $533,250 3,333  Verity Days

0. Warm Line $225,108 6.00 FTEs

R. Flex Fund $300,000 Dollars
Total Crisis System $7,206,543
Inpatient/inpatient Alternative Services

G. Sub-Acute Services $1,461,600 4,176 $1,694,523 5,000 Verity Bed Days

H. Respite Services $320,913 3,074 $609,696 4,357 Verity Bed Days

I. Voluntary Inpatient Services $4,110,955 9,135 $6,915,834 9,880 Verity Bed Days

J. Involuntary Inpatient Services $2,117,765 4,706 $2,819,809 4,028 Verity Bed Days

K. Indigent Inpatient Services $1,925,338 1,562 $2,154,845 1,562 Mult. Co.-Responsible Bed Days
Total 24-Hour Services $9,936,572 22,653  $14,194,707 24,827 Totals assume same number of total bed days for FY2002 with a

' shift from acute to sub-acute and respite :

Acute Care Administration $156,750 2.00 FTEs
New IT System Purchase, Customization, implement $175,000 Estimate of new Raintree Software and Implementation Costs
Additional Consultation $100,000 Assume additional support will be required during fiscal year
Totals $21,833,000 It is assumed that this leve! of expenditure will be needed to ramp

up the new services, cover FY2002 costs, and pay for short-term
alternatives, such as 1 month of CTC operations.

Section 2: Currently Available Funds

Indigent Inpatient Contracts $2,700,000
OHP Inpatient Contracts $7,448,000
Total Inpatient ‘ $10,148,000
CTC Funds $3,456,768
Sub-Acute Funding 3 $1,129,249
Total Crisis & Inpatient Alternative Funding $4,586,017
Total Inpatient & Crisis Available Revenue $14,734,017
Projected Excess(Shortfall) -$7,098,983

8/7/2001 Page$ of 1S



Muitnomah County Mental Health
Summary of Recommended Changes to Fund the Crisis/Acute Care System

# Gain(Loss) Change Impact Description of Change Category
Changes to the Adopted Budget

0 ($7,098,983) $0 Starting Point: Projected Crisis/Acute Care Shortfall

1 ($8,020,314) ($921,331) Reduction in OHP Inpatient Premiums based on $4.7M overall reduction Adjust shortfall

2 ($8,856,488) ($836,174) Decrease in available indigent Inpatient Revenue Adjust shortfall

3 ($9,150,488) ($294,000) Emergency Room recoveries during phase in period Adjust shortfall

4 ($9,372,773) ($222,285) Correction of Sub-Acute Rates Adjust shortfall

5 ($8,660,172) $712,601 Net Savings from Call Center Ramp Up Adjust shortfall

6 ($8,503,256) $156,916 Net Savings from Mobile Crisis Ramp Up Adjust shortfall

7 ($8,536,869) ($33,613) Net Savings from Urgent Walk-In Ramp Up Adjust shortfall

8 ($8,365,632) $171,237 Net Savings from Secure Evaluation Facility Ramp Up Adjust shortfall

9 ($6,730,044) $1,635,588 Reduction in Inpatient rates due to Medicare payments Adjust shortfall
10 ($4,343,063) $2,386,980 Allocate Larger Portion of OHP System-Wide Funds Recommendation
11 ($3,344,083) $998,980 Shifting of 3% Incentive Pool Recommendation
12 ($2,978,326) $365,757 Revisions to Emergency Hold Days and Rates Recommendation .
13 ($1,989,425) $988,902 Reduction of Verity Administrative Costs Recommendation
14 ($1,655,545) $333,880 Reduction of BHD Administrative Costs Recommendation
15 ($1,262,284) $393,261 Transfer of State Local Mental Health Authority Funds Recommendation
16 ($1,262,284) $0 Estimate of Reduction in Acute Inpatient Rates Recommendation
17 $0 $1,262,284 One-Time Use of Reserves Recommendation
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Multnomah County Mental Health

Audit Trail of Recommended Changes to Fund the Crisis/Acute Care System

(based on evaluation by DCFS/Verity Staff, County Budget Office, Consultants, and Community Members)

0 Starting Point: Crisis/Acute Care Shortfall

1 Change in OHP PMPM Revenue

Cumulative
-$7,098,983

-$8,020,314

-$8,856,488

Notes

- New information has clarified that 85,000 enrollees per month
were used to project OHP revenue. These figures are not
correct. Current information shows that fewer enrollees have
signed up with Verity.

- Of the $4.7 million shortfall $921K has to be deducted
directly from the $7.4 million OHP Inpatient Revenue.

- During the final budget revision the County General Fund
Subsidy for Inpatient hospitalizations was decreased by
$341,202.

- It has been determined that $494,972 of State Pass through
funds cannot be used to subsidize the crisis and acute care
system.

...............................................................................................................................................................................................

Enrollees % Change Revenue
Jul-01 68,556 0.00% $ 39.738  $2,724,272
Aug-01 69,418 0.00% $ 39.738  $2,758,526
Sep-01 70,000 0.00% $ 39.738  $2,781,653
Oct-01 70,000 0.00% $ 39.738  $2,781,653
Nov-01 70,000 0.00% $ 39.738 $2,781,653
Dec-01 70,000 0.00% $ 39.738  $2,781,653
Jan-02 70,000 0.00% $ 39.738  $2,781,653
Feb-02 70,000 0.00% $ 39.738  $2,781,6563
Mar-02 70,000 0.00% $ 39.738  $2,781,653
Apr-02 70,000 0.00% $ 39.738  $2,781,653
May-02 70,000 0.00% $ 39.738  $2,781,653
Jun-02 70,000 0.00% $ 39.738  $2,781,653
- Total $33,299,333
Original Estimate $38,000,000
Gain(Loss) -$4,700,667
Outpatient 48.7% -$2,289,225
System-wide 16.7% -$785,011
Incentive 3.0% -$141,020
Admin 12.0% -$564,080
Decrease in Inpatient 19.6% -$921,331
2 Corrections to Available Indigent Inpatient Revenue
Original Indigent Inpatient Revenue
Fund Source 24150 Passthrough $500,000
Fund Source MHS37 Passthrough $800,000
County General Fund Subsidy $681,346
Fund Source MHS24 $718,654
Total $2,700,000
Changes to Available Revenue
Gen. Fund Subsidy Decrease: Approved to Adopted -$341,202
Decrease based on projected unused Passthrough -$494,972
Gain(Loss) -$836,174
8/7/2001
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Multnomah County Mental Health
Audit Trail of Recommended Changes to Fund the Crisis/Acute Care System
(based on evaluation by DCFS/Verity Staff, County Budget Office, Consuitants, and Community Members)

Cumulative Notes
3 Emergency Room Reimbursement
Estimated monthly days 105 - Assume 3.5 extra bed days per day for four months.
Average Cost per Day $700
Cost per month $73,500
# months 4
Gain(Loss) -$294,000 -$9,150,488
4 Correction of Sub-Acute Rates
Costs based on $350 per day for Subacute Services $1,694,523 - Change of assumption of $350 per day to $400 per day
Costs based on $400 per day for Subacute Services $1,916,808
Gain(Loss) -$222,285 -$9,372,773
5 Net Savings from Call Center Ramp Up
Original budget $1,678,110 .
Added Providence Phase-in Costs $195,000 - $65,000/month for 3 months
New Contractor Ramp-up Cost Savings -$487,601 - Per attached schedule
Savings from Consolidating Existing Phone Services -$420,000 - Per attached schedule
Revised First Year Budget $865,509
Gain(Loss) $712,601 -$6,273,192
6 Net Savings from Mobile Crisis Ramp Up
Original budget $1,096,305
New Contractor Ramp-up Cost Savings -$156,916 - Per attached schedule
Revised First Year Budget $939,389
Gain(Loss) $156,916 -$6,116,275
7 Net Savings from Urgent Walk-In Ramp Up
Original budget $1,084,821
New Contractor Ramp-up Cost Savings -$166,932 - Per attached schedule
Additional Medical Professional Costs $190,546 - Per attached schedule
Revised First Year Budget $1,118,434
Gain(Loss) -$33,613  -$6,149,889
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Multnomah County Mental Health
Audit Trail of Recommended Changes to Fund the Crisis/Acute Care System
(based on evaluation by DCFS/Verity Staff, County Budget Office, Consultants, and Community Members)

8/7/2001

Cumulative Notes
8 Net Savings from Secure Evaluation Facility Ramp Up
Original budget - Net Cost to Verity $2,388,949
Savings from 3 month delay in opening -$597,237
Payment of Remodel Costs $330,000
Payment of Startup Costs $96,000
Revised First Year Budget $2,217,712
Gain(Loss) $171,237 -$5,978,652
9 Medicare/Medicaid Copays
Total # of Acute Care Days 13,908 - Preliminary assessment of how many inpatient days are for
% of Medicare Days 21.00% clients who have Medicare and Medicaid, where Medicare is
# of Medicare Days 2,921 the primary payor and Verity will only have to pay the copay.
Original Cost Projection $700 - Approximately 28% of OHP Inpatient days were for clients
Average Copay for Medicare Days (20%) $140 with Medicare and Medicaid coverage.
Per Day Savings $560 - 21% was selected as a conservative estimate of the
Gain(Loss) $1,635,588  -$4,343,063 number of days (75% of 28%).
10 Allocate Larger Portion of OHP System-Wide Funds
OPH System-wide 16.7% Revenue $5,560,989 - This is a $785,011 reduction from original budget.
Projected Funding for FY2002 -$4,461,811 - Assumes no change over 4th Qtr 2001 costs.
Add-Back of Sub-Acute Portion of FY2002 Costs $1,287,803 - Back out funds to transfer to Crisis/Acute Care Pool.
Gain(Loss) to Transfer to Crisis/Acute Care $2,386,980 -$6,985,793
11 Shifting of 3% Incentive Pool
Projected OHP PMPM Revenue $33,299,333
3% Incentive used to cover Acute Care reserve $998,980
Gain(Loss) $998,980 -$3,344,083
12 Revisions to Emergency Hold Days and Rates
Original E-Hold Costs $1,349,817
Reduction in E-Hoid Days -$134,982 - Assume a 10% reduction from 1,562 to 1,406.
Reduction in E-Hold Rates -$230,775 - Negotiate rates to $700/day including professional fees.
Revised E-Hold Budget $984,060 This requires a renegotiation of existing contracts.
Gain(Loss) $365,757 -$2,978,326
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Multnomah County Mental Health

Audit Trail of Recommended Changes to Fund the Crisis/Acute Care System

(based on evaluation by DCFS/Verity Staff, County Budget Office, Consultants, and Community Members)

13 Reduction of Verity Administrative Costs

Current Admin Expense as a % of Total Exp

14 Reduction of BHD Administrative Costs

Current Admin Expense as a % of Total Exp

15 Transfer of State Local Mental Health Authority Funds

Total LMHA Revenue
30% Transfer to Cover
Direct LMHA Duties

Gain(Loss)

16 Estimate of Reduction in Acute Inpatient Rates
Costs based on $700 per day for Acute Services
Costs based on $650 per day for Acute Services

Potential Savings
Gain(Loss)

17 One-Time Use of Reserves

Current Admin Expense $6,471,612
9.4%

Admin Expense at 8% $5,482,711
Admin. Reduction $988,902
Gain(Loss) $988,902
Current Admin Expense $1,218,349
16.5%
Admin Expense at 12% $884,469
Admin. Reduction $333,880
Gain(Loss) $333,880

Director's Info Operations

Office Services Resources & Support
$356,083 $333,605 $121,353 $499,829
$106,825 $100,082 $149,949
$393,261

$11,525,431
$10,759,688
__$765,743
$0
Estimated Current Reserves $2,491,771
One-Time use of Reserves -$1,262,284
Remaining Reserves $1,229,487
Gain(Loss) $1,262,284

8/7/2001

Cumulative

-$1,989,425

-$1,655,545

-$1,262,284

Notes

- Based on budget analysis of Verity budget with addition of
QA/UR, Care Coordination, AMH/CMH Contracts, and
Involuntary Commitment

- Savings based on reduction of admin to 8%

- Based on budget analysis of BHD budget with transfer of
QA/UR, Care Coordination, AMH/CMH Contracts, and
Involuntary Commitment to Verity

- Savings based on reduction of admin to 12%

- Currently $2.1 million is received from the State to administer
Mental Health, Alcohol & Drug and Developmental Disabilities

- $805,640 is allocated directly to programs and only $111,054
is allocated to Mental Health programs.

- $1,310,870 is allocated to DCFS overhead departments.

- The recommendation transfers 30% of the $1.3 million to
Mental Health to free up additional OHP and State General
Funds to support the Crisis/Acute Care System costs.

- What-if scenario analysis if better rates were negotiated
for voluntary OHP, involuntary OHP and emergency hold
days. This would bring the deficit closer to zero.

- As of 7/1/2001; includes repayment of redesign costs and
system-wide OHP pool.
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Multhomah Co. Behavioral Health
Administrative Restructuring and Reductions Analysis

Section 1: Reorganization of Activities along Functional Lines

Reorganization Proposal

Existing FY2002 FY2002 New Services - BHD Sys. Mgmt. - Verity
Area Type of Service Division FTEs Budget Category FTEs Budget FTEs Budget
Div Admin Admin of BHD Svcs and Contracts BHD 10.30 $1,125,439 Services 10.30 $1,125,439
Div Admin Contracts Primarily Consulting Contracts BHD - $431,478 Services - $431,478
Children's Treatment Services  Mental Health Direct Service BHD 66.72 $5,720,748 Services 66.72  $5,720,748
Addiction Services Admin A&D Admin & Direct Services BHD 6.70 $559,433 Services 6.70 $559,433
A&D A&R AS&D Services BHD 35.96 $2,662,621 Services 3596 $2,662,621
A&D Contracts A&D Direct Service Contracts BHD - $14,866,237 Services - $14,866,237
RDI A&D Services BHD 4.00 $355,460 Services 4.00 $355,460
Managed Care System Oversight Verity 34.75 $44,660,346 Sys. Mgmt. 34.75 $44,660,346
QA/UR System Oversight Verity 5.10 $439,143 Sys. Mgmt. 5.10 $439,143
CRC Special Services Contracts BHD - $2,296,698 Sys. Mgmt. - $2,296,698
Involuntary Commit Program Statutory Services BHD 15.00 $1,299,459 Sys. Mgmt. 15.00 $1,299,459
Care Coord Services System Oversight BHD 13.50 $1,112,372 Sys. Mgmt. 13.50 $1,112,372
AMH Contracts Mental Health Direct Service Contracts BHD - $9,310,272 Sys. Mgmt. - $9,310,272
CMH Contracts Mental Health Direct Service Contracts BHD - $1,274,024 Sys. Mgmt. - $1,274,024
Operations & Support Services DCFS Support Services DCFS 7.50 $579,220 Allocated 2.24 $173,008 5.26 $406,212
information Systems DCFS Support Services DCFS 425 $520,148 Allocated 1.27 $155,364 2.98 $364,785
Totals 203.78 $87,213,099 127.19 $26,049,788 76.59 $61,163,311

Note: This section describes a restructuring model that allows for the reduction of Administrative Overhead to 8% and supports a fully functional,

self-contained business enterprise with its own fiscal, contract and IS capacity.

8/7/2001
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Multnomah Co. Behavioral Health
Administrative Restructuring and Reductions Analysis

A&D Mental Hith Mental Hith Total

Services Services Sys. Mgmt. Mental Hith

Admin $ Admin $ Admin $ Admin $
Section 2: Cost Reduction Data
Total Expenses $18,679,213} $7,370,576 $61,163,311 $68,533,886
Administrative Expenses
Div Admin $1,139,807 $1,139,807
Div Admin Contracts $5,508 $5,508
Children's Treatment Services $73,034 $73,034
Addiction Services Admin $566,575 $0
A&D A&R $33,992 $0
A&D Contracts $189,789 $0
RDI $4,538 $0
Managed Care $4,719,255 $4,719,255
QA/UR $444,750 $444,750
CRC $29,321 $29,321
involuntary Commit Program $16,589 $16,589
Care Coord Services $1,126,573 $1,126,573
AMH Contracts $118,859 $118,859
CMH Contracts $16,265 $16,265
Totals $794,894| $1,218,349 $6,471,612 $7,689,962
Percent of Total Expense 4.3% 16.5% 9.4% 11.2%
Administrative Reductions
Goal Admin Percentage N/A 12.0% 8.0% N/A
Goal Admin Calculation $884,469 $5,482,711 $6,367,180
Goal Admin. Reduction -$333,880 -$988,902 -$1,322,782

8/7/2001

Note: - This section lists the administrative expenses
that directly reside in each service area or

have been allocated to those areas.

Notes: - OMAP provides 8% to fully capitated health

plans for administration.

- CareOregon is managed within their 8% rate.
- The State MHDDSD Department provides 8%

to MHOs for administration.

- CAAPCare/Verity MHO administrative costs
for Federal Fiscal Year 1999/2000 was 12%
- Clackamas MHO administration for FFY99/00

was 6.54%.

- Mid-Valley Behavioral Care Network MHO

administration for FFY99/00 was 7%.

- Accountable Behavioral Health Alliance MHO

administration for FFY29/00 was 8%.
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Multnomah Co. Behavioral Health
Administrative Restructuring and Reductions Analysis

Mental Hith Mental Hith
Services Sys. Mgmt. Total
Admin $ Admin § Admin $

Section 3: Cost Reduction Recommendation
Impact Estimates

% Reduction Achievable in FY2002 100.0% 100.0% N/A
Scenario A - Admin Reduction -$333,880 -$988,902 -$1,322,782
Materials & Supplies % of Comp + M&S 37% 54%
"Reducibility” Ratio of Materials & Supplies 50% 50%

Materials & Supplies Reduction -$61,993 -$266,143 -$328,136

Balance (Reductions from Staffing) -$271,887 -$722,759 -$994,645

Average Compensation per FTE $68,690 $61,899

Estimated FTE Reduction (3.96) (11.68) (15.63)

Existing FTEs 78.77 76.59 155.37

FTE Reduction % 5.0% 15.2% 10.1%
8/7/2001

Note: - Assume that only a partial reduction in
Materials and Supplies will be able to be made.
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Multnomah County Mental Health
Acute Care Scenario Viewer

Scenario: Version 8/5/01
Fiscal Year: FY2002

Section 4A: Access/Crisis Phone Center

Jan-June 1st Yr Ongoing

Cost Analysis Jul-01 Aug-01 Sep-01 Oct-01 Nov-01  Dec-01 FTEs Rate Amount Amount Savings
Clinician FTEs 0.00 0.00 0.00 5.82 23.28 23.28 23.28 $35,000
Manager FTEs 0.00 0.00 1.00 1.00 1.00 1.00 1.00 $45,000
Support Staff FTEs 0.00 0.00 0.00 0.50 1.00 1.00 1.50 $28,000
Subtotal FTEs 0.00 0.00 1.00 7.32 25.28 25.28 25.78
Clinician Salaries $0 $0 $0 $16,975 $67,900 $67,900 $407,442 $2,917  $560,217 $814,885 $254,667
Manager Salaries $0 $0 $3,750 $3,750 $3,750 $3,750 $22,500 $3,750 $37,500 $45,000 $7.500
Support Staff Salaries $0 $0 $0 $1,167 $2,333 $2,333 $21,000 $2,333 $26,833 $42,000 $15,167
Subtotal Salaries $0 $0 $3750  $21,892 $73983  §$73,983 $450,942 $624,551  $901,885 $277,334
Protocol 10 PM - 8 AM Costs $0 $0 $0 $0 $7.500 $7,500 $45,000 $60,000 $90,000 $30,000
Benefits/Payroll Taxes 25%  $156,138 $225,471 $69,334
Other Exp. as % of Comp. 40% _ $249,820 $360,754 $110,934
Total Cost $1,090,509 $1,578,110 $487,601
Providence Call Center Costs $65,000 $65,000 $65,000 $0 $0 $0 $0 $195,000 $0 -$195,000
Total First Year Costs $1,285,509
Cost Offset of Existing Phone Staffing FTEs Rate *
Mt. Hood 4.00 $55,000 -$146,667 -$220,000
Unity 5.00 $53,000 -$176,667 -$265,000
Network Behavioral Health 2.50 $58,000 -$96,667  -$145,000
Total Offset 11.50 -$420,000 -$630,000
Rate * Note: This is a fully loaded rate: salary, benefits, payroll taxes, other expenses.
Net Additional Cost for Crisis/Acute Care System $865,509 $948,110
Cost per Month $79,009
Current Cost per Month $65,000
Difference $14,009

8/7/2001
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Multnomah County Mental Health Scenario: Version 8/5/01
Acute Care Scenario Viewer Fiscal Year: FY2002

Section 4D: Mobile Crisis Services

Jan-June 1st Yr Ongoing
Cost Analysis Jul-01 Aug-01 Sep-01 Oct-01 Nov-01 Dec-01 FTEs Rate Amount Amount Savings
Clinician FTEs 0.00 . 5.67 17.22 17.22 17.22 17.22 17.22  $35,000 $602,622
Manager FTEs 0.00 1.00 1.00 1.00 1.00 1.00 1.00 $45,000 $45,000
Support Staff FTEs 0.00 0.25 1.00 1.00 1.00 1.00 1.50  $28,000 $42,000
Subtotal Staff 0.00 6.92 19.22 19.22 19.22 19.22 19.72 $689,622 $34,975
Clinician Salaries $0 $16,538 $50,225 $50,225  $50,225 $50,225 $301,311 $2,917  $518,749 $602,622 $83,874
Manager Salaries $0 $3,750 $3,750 $3,750 $3,750 $3,750 $22,500 $3,750 $41,250 $45,000 $3,750
Support Staff Salaries $0 $583 $2,333 $2,333 _ $2,333 $2,333 $21,000 $2,333 $30.917 $42,000 $11,083
Subtotal Salaries $0 $20,871 $56,308 $56,308  $56,308 $56,308 $344,811 $590,915 $689,622 $98,707
Benefits/Payroll Taxes 25%  $147,729 $172,406 $24,677
Other Exp. as % of Comp. 40% __ $236,366 $275,849 $39,483
Total Cost $975,010 $1,137,877 $162,866

Services % Insured Pmt Rate

Revenue Projections 2,598 20% $80 $35,621 $41,571 -$5,950
Other Revenue as a % of Total Expense 3.7%
Net Cost to Verity $939,389  $1,096,305 $156,916

8/7/2001 Pageryof\§




Multnomah County Mental Health

Scenario: Version 8/5/01

Acute Care Scenario Viewer Fiscal Year: FY2002
Section F: Urgent Walk-In Clinics
Jan-June 1st Yr Ongoing

Jul-01 Aug-01 Sep-01 Oct-01 Nov-01  Dec-01 FTEs Rate Amount Amount Savings
Scheduled QMHPs 0.00 5.00 7.74 7.74 7.74 7.74 7.74 $35,000
QMHP Float 0.00 0.00 1.00 1.00 1.00 1.00 1.00 $35,000
LMP - MD Contracted 0.00 1.23 1.95 1.95 1.95 1.95 1.95 $208,000
LMP - ARNP Contracted 0.00 0.35 0.65 0.65 0.65 0.65 0.65 $72,800
Manager 1.00 0.50 1.00 1.00 1.00 1.00 1.00 $45,000
Support Staff 0.00 2.00 2.00 2.00 2.00 2.00 2.00 $28,000
Subtotal FTEs 1.00 9.08 14.34 14.34 14.34 14.34 14.34
Scheduled QMHPs $0 $14,583 $22,575 $22,575 $22,575 $22,575 $135,489 $2,917  $240,372 $270,978 $30,606
QMHP Float $0 $0 $2,917 $2,917 $2,917 $2,917 $17,500 $2,917 $29,167 $35,000 $5,833
LMP - MD Contracted $0 $21,233 $33,800 $33,800 $33,800 $33,800 $202,800 $17,333  $359,233 $405,600 $46,367
LMP - ARNP Contracted $0 $2,123 $3,043 $3,943 $3,943 $3,943 $23,660 $6,067 $41,557 $47,320 $5,763
Manager $3,750 $1,875 $3,750 $3,750 $3,750 $3,750 $22,500 $3,750 $43,125 $45,000 $1,875
Support Staff $0 $4,667 $4,667 $4,667 $4,667 $4,667 $28,000 $2,333 $51,333 $56,000 $4,667
Subtotal Salaries $3,750 $44,482 $71,652 $71,652 $71,652 $71,652 $429,949 $35,317  $764,787 $859,898 $95,111
Child Psychiatrist Consultation $25,000 $25,000 $0
Benefits/Payroll Taxes 25%  $191,197 $214,974 $23,778
Other Exp. as % of Comp. 40%  $305,915 $343,959 $38,044
Total Cost $1,286,899 $1,443,831 $156,932

Sve Hrs % Insured Pmt Rate

Revenue Projections 10,800 35% $50  $168,465 $189,008
Other Revenue as a % of Total Expense 13.1%
Net Cost to Verity $1,118,434  $1,254,823
Original Net Cost to Verity $1,084,821  $1,084,821
Net Increase in Medical Costs due to shift from Nurse Practitioner to MD $165,546 $145,002
Addition of Child Psychiatrist Consultation $25,000 $25,000
Net Additional Costs $180,546 = $170,002

8/7/2001
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Multnomah County
Department of Community and Family Services
FY2002 Local Mental Health Authority Budget Analysis

Director's Information Human Operations Develop. Behavioral Community
Office Services Resources & Support Disabilities Health Verity Programs Total
Expenses - Approved Budget ’
Personal Services $1,661,849 $0 $427,237 $2,498,767 $5,346,972 $9,917,830 $2,150,998 $3,675,607 $25,679,260
Contractual Services $1,826,412 $0 $25,087 $257,572 $69,313,702 $27,384,351 $45,509,528 $24,468,765 $168,785,417
Materials and Supplies $709,614 $2,228,849 $170,570 $743,150 $2,107,227 $3,195,693  $968,262 $1,449,648 $11,573,013
Capital Outlay $0 $0 $0 $0 $0 $0 $0 $0 $0
Total $4,197,875 $2,228,849 $622,894 $3,499,489 $76,767,901 $40,497,874 $48,628,788 $29,594,020 $206,037,690
Excess(Deficit) -$280,764  -$318,946 -$1  -$459,225 -$93,841 -$6,471,596 -$1,229,686 -$9,680,931 -$18,534,990
Local Admin Analysis
Director's Office $237,924 $237,924
Planning & Development $118,159 $118,159
Business Services Management $37,833 $37,833
Information Services $333,605 $333,605
Human Resources $121,353 $121,353
0SS Division Management $48,999 $48,999
0SS Administrative Services $64,624 $64,624
0SS Financial Services $164,112 $164,112
OSS Contracts $116,416 $116,416
0SS Data Management $67,845 $67,845
DD Division Management $397,718 $397,718
Office of Addiction Services $93,694 $93,694
A&D A&R $203,174 $203,174
Care Coordination Services $86,706 $86,706
Verity Managed Care Administration $24,348 $24,348
Totals $356,083 $333605 $121,353 $499,829  $397,718  $296,868  $111,054 $0 $2,116,510
Percent of Total Budget 8.48% 14.97% 19.48% 14.28% 0.52% 0.73% 0.23% 1.03%
Transfer of Local Admin to MHO/LMHA
30% Transfer of DCFS Funds -$106,825  -$100,082  -$36,406 -$149,949 $393,261 $0
Balance of Local Admin $249,258 $233,524 $84,947 $349,880 $397,718  $296,868 $504,315 $0 $2,116,510
Revised Percent of Total Budget 5.94% 10.48% 13.64% 10.00% 0.52% 0.73% 1.04% 1.03%

8/7/2001
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Multnomah County Mental Health OHP System-wide Pool
.Oct 99 & Forward Model

Note: Figures in italics are projected

Dual Theraputic &
Month of CcTC Diag/Res Day 'High End Sub Acute Total (with Supported Stabilization 10P CARECO SOAP/ CRISIS HOT Total
Service CTC RESPITE _ Support Treatment Chlidren’ Residential Subtotal | Lag Lag) Classrooms Classrooms ORDINATION RAPP LINE Expenses
BA Codes  EEC10/PROVX  PROJNET Auth Mc2* ECC10
Oct-99  $10,280 $20,149 $2,042 $15518  $53,391  $103,725 $205,105 100.0% $205,105 $14,777 $89,926 $0 $14,425 $0  $324,233
Nov-99  $12,649 $29,030 $4,416  $18,640 $43,057 $122,776 $230,567 100.0% $230,567 $15,564 $85,104 $0 $13,577 $0 $344.812
Dec-99 $10,669 $19,691 $3,339  $17,156 $45,463 $129,909 $226,226 100.0% $226,226 $15,151 $88,469 $0 $14,541 $0  $344,387
Jan-00  $12,296 $21,229 $1,230 $17,393  $48,395 $132,275 $232,819 100.0% $232,819 $16,490 $96,100 $0 $19,388 $0 $364,797
Feb-00 $14,013 $29,235 $1,769  $18,323  $53,271 $135,127 $251,738 100.0% $251,738 $24,624 $93,768 $0 $24,055 $0 $394,185
Mar-00 $12,552 $20,026 $2,040 $20,950 $51,502 $128,316 $235,386 100.0% $235,386 $27,102 $92,506 $0 $19,285 $0 $374,279
Apr-00  $11,660 $18,477 $2,791 $15303 $56,425  $160,327 $264,983 100.0% $264,983 $28,728 $94,067 $0 $19,065 $0  $406,843
May-00 $15,764 $8,254 $4,256 $15,784 $65479 $136,489 $246,026 100.0% $246,026 $30,149 $90,713 $0 $20,410 $0 $387,298
Jun-00  $13,657 $4,572 $3,360  $21,068  $62,947 $80,095 $185,699 99.9% $185,885 $28,497 $82,450 $0 $19,208 $0  $316,040
Jul-00  $13,568 $0 $1,848 $18,5635  $53,070 $71,105 $158,127 99.8% $158,444 $24,367 $73,914 $0 $16,980 $0  $273,705
Aug-00 $16,732 $0 $4,382 $13,968  $57,489 $86,906 $179,477 99.5%  $180,379 $24,780 $43,669 $0 $17,900 $0 $266,728
Sep-00 $14,099 $0 $2,127 $11,403  $46,766 $83,419 $157,813 98.7%  $159,892 $26,019 $108,259 $0 $18,360 $1,936 $314,466
Oct-00 $13,666 $0 $4,825 $16,520  $46,697 $81,629 $163,337 976% $167,354 $27,774 $110,013 $18,755 $21,968 $2,255 $348,119
Nov-00  $13,046 $0 $4,991 $17,774  $42,990 $119,915 $198,7156 96.7%  $205,496 $30,149 $101,560 $20,770 $22,040 $0 $380,015
Dec-00 $9,841 $0 $4,500 $10,544  $38,056 $98,914 $161,854 96.5% $167,724 $30,252 $103,150 $19,220 $22,004 $0  $342,350
Jan-01  $14,210 $0 $6,867 $4,450  $40,808 $99,958 $166,293 93.5% $177,853 $41,507 $136,148 $18,290 $17,940 $1,650 $393,388
Feb-01  $14,483 $0 $6,082 $11,762  $33,898 $103664 $169,889 88.9% $191,101 $35,000 $134,177 $16,895 $19,351 $2,079  $398,603
Mar-01  $15,214 $0 $8,909 $11,601 $34,910 $110,041 $180,674 75.8% $238,357 $35,000 $131,571 $16,898 $22,540 $1,661  $446,027
Apr-01  $12,426 $0 $6,550 $6,959 $23400 $119,117 $168,452 pmpm  $196,106 $35,000 $136,917 $20,000 $20,000 $4,191  $412,214
May-01 $105 $0 $0 $276 $1,091 $33,509 $34,981 pmpm  $194,228 $35,000 $130,000 $20,000 $20,000 $11,000  $410,228
$250,931 $170,663 $76,323 $283,926 $899,106 $2,137,214 $3,818,162] $4,115670  $545,930 $2,022,481 $150,828 $383,037 $24,772 $7.242,718
7/00-5/01 Total $137,390 $0 $51,080 $123,791 $419,176 $1,008,176 $1,739,613 $2,036,935  $344,848 $1,209,378 $150,828 $219,083 $24,772 $3,985,844
Annual Lag Ratio $160,872 $0 $59,810 $144,949 $490,818 $1,180,486 $2,036,935 117.09%  $344,848 $1,209,378 $150,828 $219,083 $24,772 $3,985,844
Monthly Average  $14,625 $0 $5437  $13,177  $44,620 $107,317 $185,176 $31,350 $109,943 $13,712 $19.917 $2,252  $362,349
FY2002 Ratio 0.00% 0.00% 100.00% 100.00% 100.00% 100.00% 100.00% 118.24% 145.86% 100.00% 0.00%
Projected Mo. $ $0 $0 $5437  $13,177  $44,620  $107,317__ $170,551 $31,350 $130,000 $20,000 $19,917 $0 $371,818
FY2002 Total $0 $0 $65,247 $158,126 $535438 $1,287,803 $2,046,614 $376,198 $1,560,000 $240,000 $239,000 $0 $4,461,811
Crisis Exp to Tx -$1,287,803 -$1,287,803 -$1,287,803
FY2002 Net $0 $0 $65,247 $158,126 $535,438 $0 $758,811 $376,198 $1,560,000 $240,000 $239,000 $0 $3,174,008
OHP Revenue _$5,560,989
Savings 92,386,980
Green shading  [= Provided by Keith Mitchell in DCFS
Yellow shading |= Developed by Dale Jarvis
8/7/2001 -
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BOGSTAD Deborah L

From: JARVIS Dale
Sent: Tuesday, August 07, 2001 2:32 PM
To: BALL John: CARROLL Mary P; CRUZ Serena M; DAVIDSON Peter J; GAYNOR Jim G;

TINKLE Kathy M; LINN Diane M; NAITO Lisa H; RAKOWITZ John A; ROBERTS Lonnie J;
ROJO DE STEFFEY Maria; SPONSLER Thomas; LEAR Wendy R; BOGSTAD Deborah L
Subject: Additional Financial Information

Attached please find the second set of information that Commissioners Naito and Cruz requested from our meeting
yesterday. This spreadsheet contains two reports:

1) A summary of Crisis and Acute Care Revenue and Expense

2) A draft cost comparison of a county versus contracted operated Access/Call Center

The questions raised by Commissioners Naito and Cruz yester regarding what should be on the table for Thursday were
crucial in helping frame the summary of Crisis and Acute Care Revenue and Expense. In short, the report says the
following:

Existing Budgeted Revenue for Crisis and Acute Care Services: $13,464,281

Projected Inpatient Costs: $14.051.935

Shortfall before any funds are allocated for Crisis Services -$587,654
Crisis Services First Year Costs (net of ramp up savings) $6.335,790
Shortfall -$6,923,444

In other words, available revenues are completely absorbed by inpatient costs before we spend a dollar on crisis
services. It is this gap that we are attempting to address.

Short Term
Model.xIs (40 KB)



Multnomah County Mental Health

Summary of Crisis and Acute Care Revenue and Expense

(prior to implementation of recommendations)
SECTION 1: REVENUE

8/7/20

Fund
Program Category Source Fund Source Name Amount
AMH Contracts Indigent Inpatient 76010 County General Fund Subsidy $340,144
Managed Care Indigent Inpatient 24150 Mental Health Hospital Beds $500,000
AMH Contracts Indigent Inpatient MHS 24 Regional Acute Psychiatric Inpatient Facilities $718,654
AMH Contracts indigent Inpatient MHS 37 Regional Acute Psychiatric Inpatient Facilities; non $800,000
Mg Care folks

Subtotal $2,358,798
Managed Care Subacute 82024 MHS24 $684,430
Managed Care Subacute 82024 MHS24 carryover $444,819
Subtotal $1,129,249
Managed Care Inpatient Premium 26030 TXIX Medicaid FQHC $6,519,466
Subtotal $6,519,466
TOTAL INPATIENT CONTRACTS $10,007,513
AMH Contracts Crisis 76010 County General Fund Subsidy $250,385
AMH Contracts Crisis MHS 24 Regional Acute Psychiatric Inpatient Facilities $709,404
AMH Contracts Crisis MHS 25 Community Crisis Svcs for Adults & Children $2,496,979
TOTAL CRISIS TRIAGE FUNDING $3,456,768
TOTAL BUDGETED INPATIENT AND CRISIS FUNDING $13,464,281
SECTION 2: PROJECTED INPATIENT EXPENSE
Service Category Days Description Amount
Sub-Acute Services 5,000 Verity Bed Days $1,916,808
Respite Services 4,357 Verity Bed Days $609,696
Voluntary Inpatient Services 9,880 Verity Bed Days $6,915,834
involuntary Inpatient Services 4,028 Verity Bed Days $2,819,809
Indigent Inpatient Services 1,406 Muit. Co.-Responsible Bed Days $1,789,788
TOTAL INPATIENT SERVICES 24,671 Total Days $14,051,935
GAIN/LOSS PRIOR TO FUNDING CRISIS SERVICES -$587,654
SECTION 3: PROJECTED CRISIS EXPENSES
Service Category Units Description Amount
Access/Crisis Line 122,585 Incoming Calls $1,578,110
Secure Evaluation Facility 2,450 Days $2,388,949
Mobile Crisis Services 14,449 Service Hours $1,096,305
Urgent Walk-In Clinics 10,800 Service Hours $1,254,823
Homebased Stabilization Days 3,333 Verity Days $533,250
Warm Line 6 FTEs $225,108
Flex Fund Dollars . $300,000
TOTAL CRISIS SERVICE COSTS - FULL YEAR $7,376,545
Less Ramp-Up Savings
Net Savings from Call Center Ramp Up -$712,601
Net Savings from Mobile Crisis Ramp Up -$156,916
Net Savings from Secure Evaluation Facility Ramp Up - -$171,237
NET FIRST YEAR SERVICE COSTS $6,335,790

f-lORTFALL -$6,923,444
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Multnomah County Mental Health
Comparison of County versus Contracted
Crisis/Access Phone System

FTEs
Clinicians
Manager
Support Staff
Subtotal

Rate (including benefits and taxes)
Clinicians
Manager
Support Staff

Compensation
Clinicians
Manager
Support Staff
Subtotal

Protocol 10 PM - 8 AM Costs
Other Exp. as % of Comp.

Indirect Rate
Total Other Rate

Total Other Expense

TOTAL COST

County Contracted Difference Difference %
23.28 23.28 - 0%
- 1.00 1.00 - 0%
1.50 1.50 - 0%
25.78 25.78 - 0%
$67,337 $43,750 $23,587 35%
$82,544 $56,250 $26,294 32%
$41,824 $35,000 $6,824 16%
$1,567,767 $1,018,606 $549,160 35%
$82,544 $56,250 $26,294 32%
$62,736 $52,500 $10,236 16%
$1,713,046  $1,127,356 $585,690 34%
$90,000 - $90,000 $0 0%
23.60% 40.00%
15.88% 0.00%
39.48% 40.00%
$676,311 $450,942 $225,368 33%
$2,479,357 $1,668,299 $811,058 33%

NOTE: These figures do not include startup costs. This information is forthcoming.

8/7/2001
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Multnomah County Mental Health
Comparison of County versus Contracted
Crisis/Access Phone System

SECTION 2: BASIS FOR COUNTY COMPENSATION CALCULATIONS

BH - Child & Adolescent Treatment 63,312.34 1.00 6365 MEN HTH CNSL 63,312.34
BH - Child & Adolescent Treatment 65,124.81 1.00 6365 MEN HTH CNSL 65,124.81
BH - Child & Adolescent Treatment 71,123.23 1.00 6365 MEN HTH CNSL 71,123.23
BH - Child & Adolescent Treatment 35,498.85 0.50 6365 MEN HTH CNSL 70,997.70
BH - Child & Adolescent Treatment 14,316.97 0.20 6365 MEN HTH CNSL 71,584.85
BH - Child & Adolescent Treatment 71,218.69 1.00 6365 MEN HTH CNSL 71,218.69
BH - Child & Adolescent Treatment 45,972.14 0.70 6365 MEN HTH CNSL 65,674.49
BH - Child & Adolescent Treatment 70,244 .46 1.00 6365 MEN HTH CNSL 70,244.46
BH - Child & Adolescent Treatment 33,715.15 0.50 6365 MEN HTH CNSL 67,430.30
BH - Child & Adolescent Treatment 51,441.55 0.80 6365 MEN HTH CNSL 64,301.94
BH - Child & Adolescent Treatment 65,706.74 1.00 6365 MEN HTH CNSL 65,706.74
BH - Child & Adolescent Treatment 68,599.37 1.00 6365 MEN HTH CNSL 68,599.37
BH - Child & Adolescent Treatment 70,637.38 1.00 6365 MEN HTH CNSL 70,537.38
BH - Child & Adolescent Treatment 31,148.13 0.50 6365 MEN HTH CNSL 62,296.26
BH - Child & Adolescent Treatment 68,769.37 1.00 6365 MEN HTH CNSL 68,769.37
BH - Child & Adolescent Treatment 61,133.87 1.00 6365 MEN HTH CNSL 61,133.87
BH - Child & Adolescent Treatment 68,400.60 1.00 6365 MEN HTH CNSL 68,400.60
BH - Child & Adolescent Treatment 70,932.31 1.00 6365 MEN HTH CNSL 70,932.31
BH - Child & Adolescent Treatment 65,674.04 1.00 6365 MEN HTH CNSL 65,674.04
BH - Child & Adolescent Treatment 69,878.30 1.00 6365 MEN HTH CNSL 69,878.30
BH - Child & Adolescent Treatment HHHEBHHHE 3.20 6365 MEN HTH CNSL 61,133.87
AVERAGE 67,336.90

BH - Child & Adolescent Treatment 39,921.99 0.50 9008 CFS SUPR 79,843.98
BH - Child & Adolescent Treatment 75,541.95 1.00 9008 CFS SUPR 75,541.95
BH - Child & Adolescent Treatment 80,750.52 1.00 9008 CFS SUPR 80,750.52
BH - Child & Adolescent Treatment 94,040.67 1.00 9745 CFS ADMIN 94,040.67
AVERAGE 82,544.28

BH - Child & Adolescent Treatment 42,289.75 1.00 6001 OA2 42,289.75
BH - Child & Adolescent Treatment 12,576.05 0.35 6001 OA2 35,931.57
BH - Child & Adolescent Treatment 47,249.86 1.00 6002 OA SR 47,249.86
41,823.73
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Executive Summary

In the fiscal year that just ended June 30, 2001 the average cost for an Oregon Health Plan acute
inpatient bed day was $422.50. With the implementation of the new, per diem arrangement that
goes into effect next month, this average rate will increase 66% to approximately $700 per day.
Based on a thorough analysis of projected inpatient use, this represents a $4.2 million (43%)
increase in inpatient costs from $9.9 million to $14.2 million. This increase is based on the
assumption that, as the Crisis Triage Center closes August 1, 2001, new and more
comprehensive inpatient alternatives will start being brought online and hospital admissions will
begin to decline. If better management of inpatient does not occur during the fiscal year,
Multnomah County will spend an additional $1 million or more on inpatient expenses (on top of
the $4.2 million planned increase).

These rate increases mean that one out of every five mental health dollars (20%) will be spent on
inpatient services. These figures do not include state hospital costs, which increase the inpatient
percentage. These are the highest costs in the State of Oregon and the Pacific Northwest. For
example, King County Washington (Seattle) spends 13.2% of their mental health funds on
inpatient services.

Resolution of the accelerating acute care crisis is the most critical system initiative facing the
mental health system in Multnomah County. The effective management of quality, access,
utilization, and cost elements must be brought about swiftly. At the same time, the solution
which is deployed to resolve our acute care crisis must establish long term foundations upon
which recovery and child/family based systems of care will more naturally emerge and flourish.

The Phase I plan that is presented in this report is a 90-day first step towards resolving this crisis.
It includes four areas of intensive activity that must be implemented immediately.

A. New Crisis and
Acute Care
System

C. Infrastructure

Changes

Acute Care Crisis
($14.2 million,
66% rate
increase)

B. Single Point of
Accountability
Structure

D. Funding the

Action Plan
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A. Roll-Out of New and Reconfigured Crisis and Acute Care Alternatives
Currently there are significant gaps in the service delivery system for individuals experiencing a
mental health crisis. With the closing of the Crisis Triage Center these gaps are going from
problematic to critical. Work has already begun on the development and implementation of
crisis and acute care alternative services. Six action-steps must be taken to support the
implementation of these services.

1. Access/Crisis Phone System
Urgent Walk-In Clinics
Mobile Crisis Teams
Secure Evaluation Facility
Acute Hospital Alternatives
Acute Care Coordination

AN N

B. Roll-Out of the Single Point of Accountability Philosophy and Structure
Currently, if an individual who is enrolled with a mental health provider organization has a
mental health-related crisis there is no practical way to identify and contact the clinician who has
the best clinical knowledge of that individual. In addition, there is no standardized process for
identifying individuals who are not currently enrolled and in need of mental health service, and
“hooking them up” with a “primary clinician”. These disconnects surrounding crises are just one
view into a service delivery system that has not embraced a single point of accountability
philosophy and structure, where each consumer of mental health services has a primary partner
to assist them in meeting their service needs and aiding in their rehabilitation and recovery.
Three action-steps must be taken to support the implementation of this philosophy and structure.

7. Single Point of Accountability Structure

8. Convert and Expand the OHP Outpatient Premium Pool to an
Accountability/Incentive Pool

9. Assignment of Existing and New Consumers

C. Infrastructure Changes to Support the Action Plan

There are a handful of “mission-critical” infrastructure changes that are required to support the
reconfigured crisis and acute care alternatives and single point of accountability structure. The
most important four are listed below.

10. Design and Implement the Business Rules and Contracts for the
Accountability/Incentive Pool

11. Rapid Implementation of Raintree Systems Computer Software

12. System- Wide Performance Reporting System

13. Redeployment of Key DCFS Staff

D. Funding the Action Plan

The costs for the Crisis and Acute Care System for the fiscal year are currently projected at
$21,833,000. This includes $14,194,707 for Acute Inpatient and Acute Inpatient Alternative
Service, which cost approximately $9.9 million in fiscal year 2001. As funds are currently
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allocated, the Crisis and Acute Care System is currently underfunded by $7,098,983. The
following five action steps must be taken to resolve this crisis.

14. Allocation of Yet-To-Be Programmed Redesign Funds

15. Reallocation of New OHP System-Wide Funds

16. Recovery of FY2001 Carryover Remitted to the County General Fund

17. Staffing Position Freeze/Recovery

18. BHD/Verity Budget Reduction

19. One-Time Use of Mental Health Reserves

Implications for Phase 11
The 90-day Phase I must be followed immediately by Phase II that should run from days 91 -
365. During this second phase the following major activities must occur.

Completion of the implementation of Crisis and Acute Care Alternatives
Significant expansion of the Single Point of Accountability Pool
Completion of the critical Infrastructure Changes

Reorganization of the Behavioral Health Division and Verity to come into
alignment with the Action Plan

e Careful Monitoring and Adjustment, as needed of Utilization, Revenue and
Expense
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Ihtroduction

Resolution of the accelerating acute care crisis is the most critical system initiative facing the
mental health system in Multnomah County. The effective management of quality, access,
utilization, and cost elements must be brought about swiftly. At the same time, the solution
which is deployed to resolve our acute care crisis must establish long term foundations upon
which recovery and child/family based systems of care will more naturally emerge and flourish.

The current system is fragmented, has the wrong incentives built-in, and perpetuates costly
redundancies. This is neither cost effective nor clinically efficient. It also provides unnecessary
impediments for consumers attempting to access the right care at the right time. Accordingly,
system accountability suffers.

The solutions outlined in this plan:

o Lay the groundwork for the integrated consolidation of system providers,
infrastructure, and the blending of funding streams wherever possible.

e Make strategic interventions in the crisis, and acute care, and outpatient systems
in Phase 1.

o Begin a process that will allow dollars to be freed up for reinvestment in service
expansions and capacities that will result in easy access to the right care, delivered
at the right time, for the right price.

o Allow us to move to Phase II where further system development will occur and
unnecessary administrative overhead is identified and eliminated.

As old silos are replaced with a new seamless array of easily accessible services, true public-
private partnerships based on risk as well as gain sharing will emerge. A new era of system
accountability will be born that is much more self-regulating, consumer centered, and
responsive.

Consumer choice will be enhanced by providing expanded service options that produce good
consumer outcomes. Synergies will be achieved through ongoing horizontal and vertical
integration initiatives resulting in systems of activities that are complementary, consistent,
interdependent, and mutually reinforcing. The finite pool of system dollars will be managed for
maximum effectiveness for the maximum amount of consumer gain. This will be achieved by
blending funding streams into a single risk pool managed by the MHO. Performance based
contracts will be executed and actively managed by continuous quality improvement specialists
serving in responsive outcomes management roles. Likewise, County employed Acute Care
Coordinators will serve in the capacity of “innovation stimulators™ as well.

Providers will be increasingly self-regulated through performance based accountability
contracting models that reward the generation of good consumer outcomes while also assuming
the risk and responsibility associated with negative outcomes. Any remaining fee-for-service
provider contracting will be aggressively managed. Consumers will no longer be “exiled” from
treatment options for any reason. The MHO will be a proactive partner in the development and
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deployment of productive and innovative systems of care that minimize risk and promote
success. Reinvestment plans will be negotiated that result in increased risk reserves, employee
compensation, and capacity building.
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Background and Problem Statement

The problems in the mental health system are well known and have been well documented over
the course of the past 2 years of redesign initiatives. These problems are interconnected and
require an integrated approach to solutions. This section will identify the prioritized target issues
most in need of immediate turnaround solutions.

ACUTE CARE CRISIS

Escalating Utilization

Multnomah County has an inpatient utilization rate that is more than twice that of the
statewide average when adjusted per capita (bed days/month/1000 members). When
Multnomah County’s utilization data is removed from the statewide aggregate data, we
exceed inpatient rates by a factor of almost four (19/1,000 vs. 5/1000). The major reason for
this predicament is the lack of less costly and more clinically appropriate sub-acute and crisis
response alternatives. It should be noted that risk often motivates the deployment of these
types of service alternatives, yet this idea was never pursued by the partner hospitals under
the risk partnership contractual arrangements over the past 2 years. Inpatient care should be
targeted to stabilize individuals so that they can be more actively engaged in community
based recovery oriented treatment. Instead, it is capable of consuming over a third of the total
available system treatment resources if left uncontrolled.

Movement to Per Diem Inpatient Vendors

The inpatient providers in the process of severing their current risk contract with the County
and return to individually negotiated per diem bed rates. This return to a fee-for-service
relationship will result in a significant net increase in the cost of a bed day of an average of
66% over current rates. When factored in to present utilization rates, this could result in an
annual inpatient cost of over $15,000,000. Suffice it to say that this development mandates a
rapid utilization management solution to reverse this scenario.

Absence of Vital Crisis Response Service Continuums

The Crisis Triage Center (CTC) performed a vital system function but was nonetheless
providing significantly fewer crisis response services than it agreed to perform in its proposal
to the original RFP. Because of this, the CTC was a very expensive system component. The
CTC’s efficacy was severely compromised due to the lack of a strongly coordinated system
of adjunct crisis services geared toward mitigating the inpatient risk with more appropriate
and less costly alternatives. This most critical service element is the most glaring service gap
in the current system.
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OUTPATIENT DELIVERY SYSTEM

Fragmentation and Market Rivalry

Multiple providers delivering basically the same types of services while looking to
protect and expand their historical market share does not drive good collaboration or true
partnership. It does drive a lot of expensive window dressing and meeting time, which
only resembles true collaborative partnership. Competition for scarce clinical resources
across professional disciplines results in added ongoing recruitment costs that could be
better spent by providing a more stable integrated workforce at higher wages. The
providers could look to create seamlessly integrated niche specialties and clinical centers
of excellence that would better benefit consumers and the system as a whole.
Historically, there was little financial incentive to explore consolidated service delivery
models in an environment of “co-opetition” (cooperation + competition).

Fee-for-Service Program Structure

The current outpatient reimbursement formula pays for services based 50% on encounter
and 50% on case rates. This encourages the outpatient system to perform in much the
same way as under fee-for-service models. However, under managed care, the case rate
portion results in a net loss from those historical Medicaid fee-for-service revenues.
Therefore, the outpatient system is experiencing much downside associated with risk
while still operating the same way as before. This dual mismanagement rewards the
system for focusing on those who are easiest to care for while neglecting the difficult
client most likely to need more costly and intensive services. Currently, the outpatient
system is financially encouraged to shift the care for difficult clients to hospitals rather
then expend the overburdened clinical resources to provide alternatives to hospitalization.

Administrative Redundancy

The current multiple providers separately fund multiple administrative structures that are
mirror operational components of one another. These redundancies come at a high cost
to the system, whereas, if providers were consolidated, the savings would be reinvested in
vital service and capacity expansion. The two major contracting networks (ABH and
HSA) show some economies of scale, but they provide yet another layer of administrative
overhead. Member organizations must reduce their individual administrative structures
to offset the costs the networks charge back to the members.

Low Productivity

Despite feeling genuinely overburdened with huge caseloads and dramatically reduced
fiscal reserves, the average time clinical staff spend in direct clinical encounters with
consumers averages less than 50% across the system. Paperwork, meetings, lack of
automated processes, and antiquated infrastructures are reasons given as to why more
direct service time isn’t being spent with consumers. Productivity should and can be
increased significantly. Nationwide, successful provider organizations have found ways
to work smarter, resulting in more effective and efficient clinical service models.
Providers must also find ways to reduce their overhead costs. These changes will result
in more time for clients and the ability to better meet the needs of the community. It is
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also important to note that the MHO must be part of this solution by working to reduce
unnecessary paperwork and non-value-added procedures to a minimum.

Access

Waiting times to access outpatient services are too long. Approximately twenty-five
percent of all consumers accessing the inpatient system are not assigned to any outpatient
provider. This results in a very expensive access system whose doorbell is, by proxy, a
bad outcome (i.e. deterioration to the point of requiring an inpatient stay).

The providers, with a combination of poor productivity, greatly increased caseloads, and
little incentive to successfully move clients from out the back door (i.e. successful
recovery oriented treatment utilizing natural community systems of support), are in fact
unwittingly contributing to their own burnout and failure. The bottleneck at the front door
is experienced by the providers as being a direct result of a real lack of service capacity to
meet the demand needs of clients wishing to access outpatient services. The reality is that
as access to less expensive and most appropriate care is impeded at the outpatient level,
more and more consumers are deteriorating to the point of having to access the inpatient
system. This in turn bleeds more money out of the outpatient pools, which then results in
more diminished outpatient capacity. This downward spiral must be reversed. The best
way to achieve this is to provide adequate incentives to provide access on demand and to
lower hospitalization

BUSINESS MODEL AND ORGANIZATIONAL STRUCTURE

Accountability Alignment

The single variable most responsible for the deterioration of the mental health system
with the advent of capitated Medicaid funding is the adverse alignment of risk and reward
across the system. Shared risk contracting, when properly aligned and aggressively
managed, generates true partnerships and, most importantly, effective, expanded, and
seamless clinical care continuums. This is the difference between managed care
nightmares and good managed care being synonymous with good and timely clinical
intervention. Good accountability-based contracting will result in the right care being
delivered at the right time and for the right price. When done effectively, the consumer
benefits enormously. Secondarily, so does everyone else.

Contract Compliance Management .

The County’s contracting and contract management processes are in need of major
change. Multiple contracts with multiple terms and expiration dates that get changed,
sometimes only verbally, are often signed several months after the services are being
delivered. The ongoing management of performance metrics and other contract terms are
frequently renegotiated in the direction of less value than the original terms. MHO staff
will be focused on performance that generates good consumer outcomes. Contingencies
must be considered and acted upon when, despite all efforts otherwise, contract agencies
fail to meet necessary conditions specified in the contract.
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Role Diffusion

The relationship between the MHO and the Behavioral Health Division (BHD) has been
unclear in the past. Clear boundaries and relationships must be defined and
operationalized to maximize accountability while maintaining the flexibility to
continuously improve in mutually effective ways. As always, assuring that the right care
is taking place at the right time and for the right price will be the ultimate yardstick
against which any change is made and measured. Fiscal accountability between the two
divisions must be reconciled accordingly.

Data Analysis and Infrastructure

Standardized reporting across specified outcomes management targets must be made
available through sound database/data warehouse development and ongoing analytical
processes that can optimize continuous quality improvement activities.

CONSUMER INVOLVEMENT

Advocacy versus Empowered Ownership

The consumer advocacy landscape in Multnomah County is very impressive. This is due
to the inclusive process involvement by consumers throughout the redesign process. This
is also due to the level of talent and commitment embodied in the advocacy community.
It is time to take advantage of this underutilized resource. We need to provide a
conducive platform that shifts the advocacy community away from a reactive mode
towards more proactive involvement and ownership in making new solutions work. In
this regard, consumers are most likely to become the true partners in crafting the
solutions they so desperately deserve. Development of Ombudsman functions, expansion
of the office for consumer affairs, and deployment of expanded peer support services will
serve to enhance the continued proactive involvement in existing stakeholder forums.
Additionally, inclusion as valued contributing members on contract provider Boards of
Directors will serve to secure necessary governance representation as well.
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Proposed Action Plan: Phase |

The Phase I plan presented below is a 90-day first step towards resolving the acute care crisis in
Multnomah County. It includes four areas of intensive activity that must be implemented
immediately, including:

A. Roll-Out of New and Reconfigured Crisis and Acute Care Alternatives

B. Roll-Out of the Single Point of Accountability Philosophy and Structure

C. Infrastructure Changes to Support the Action Plan

D. Funding the Reconfigured System

These recommendations are based on a detailed financial and utilization analysis that examined
all aspects of the Multnomah County Mental Health System including:

e Detailed review of outpatient client and service delivery history for Oregon
Health Plan enrollees and indigent consumers;

e Comparisons of how much service was provided, in total, and per client at each
outpatient provider organization

e Analysis of all Behavioral Health Division and Verity provider contracts;

e Examination of all federal, state and local revenue sources and funding
restrictions;

e Inpatient projections based on several years of admissions, days and average
length of stay data for all health plans operating in Multnomah County;

e Sophisticated demand projections for mobile crisis, urgent walk-in, secure
evaluation facility and acute impatient alternative services;

Because of the severity of the financial and client safety crisis facing Multnomah County and the
carefully built-in interdependencies of the nineteen strategies, all must be implemented within
the next 90 days if the County hopes to prevent insolvency of the mental health system.

A. Roll-Out of New and Reconfigured Crisis and Acute Care Alternatives
Currently there are significant gaps in the service delivery system for individuals experiencing a
mental health crisis. With the closing of the Crisis Triage Center these gaps are going from
problematic to critical. Work has already begun on the development and implementation of
crisis and acute care alternative services. The following action-steps must be taken to support
the implementation of these services.

1. Access/Crisis Phone Service: Multnomah County should immediately contract
with the identified provider organization to implement a new Access/Crisis Phone
Service, with the contract retroactive to July 1, 2001 to support startup. This
service will consolidate similar services at Providence, Advanced Behavioral
Health, Human Services Alliance, and some portion of Verity’s Access Line into
a single service. It will also add a Warm Line that is staffed by mental health
consumers. This consolidation will allow for improved response time, better
connection between phone workers and the outpatient system and reduction of
duplication. Providence will continue to provide phone service between July 1
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Annual Cost: $1,803,218.

. Urgent Walk-In Clinics: Multnomah County should immediately contract with
the identified provider organizations to operate four, regional Urgent Walk-In
Clinics. The contracts should be made retroactive to July 1, 2001. These Clinics
will use a “no appointment necessary” approach and operate during the highest
demand periods from 9:00 am to 5:00 pm Monday through Friday. Additionally,
a centrally located walk in clinic will operate from 5:00 pm to 9:00 pm Monday
through Friday and 1 to 4 pm on Saturday. This design will dramatically increase
access to consumers and provide a more appropriate service delivery environment
to individuals who have urgent, but not emergency needs. Annual Cost:

and September 30, 2001 as the new capacity is developed and brought online.
2
|
} $1,084,821.

3. Mobile Crisis Outreach Teams: Multnomah County should immediately
contract with the identified provider organization to operate Mobile Crisis
Outreach Teams 24-hours per day, seven days per week. The contract should be
made retroactive to July 1, 2001. During hours of operation Mobile Outreach
staff will be co-located at the four Urgent Walk-in clinical sites. During evenings
and on Saturday, the Mobile Outreach Team will be co-located with the centrally
located Urgent Walk-in clinic. Annual Cost: $1,096,305.

4. Secure Evaluation Facility: Multnomah County should immediately contract
with the designated provider organizations to provide 23-Hour observation
capacity for a period of assessment for those patients deemed to have the potential
to rapidly regain functioning, and to facilitate their smooth reintegration into the
community through optimal discharge planning. Annual Cost: $2,388,949.

5. Acute Hospital Alternatives: Multnomah County should immediately contract
with designated provider organizations to provide alternatives to hospitalization
including Intensive Home-Based Stabilization services, Respite Beds, Sub-Acute
Inpatient services, and “Flex Funds” to support other creative alternatives.
Annual Cost: $3,137,468.

6. Acute Care Coordination: Multnomah County should immediately complete
the development of the Acute Care Coordination Team. Members of this team
will work with referring clinicians, discussing treatment options for clients in
crisis in the context of the criteria for "medical appropriateness”, assisting with
referral to the least restrictive and most clinically appropriate care setting. Annual
Cost: Part of Verity’s Budget.

These six changes will result in a system that has many “right doors” and capacity that has been
carefully designed to meet the needs of consumers in crisis. The chart on the following page
illustrates how financial resources will be allocated to the newly designed crisis system. As the
system stabilizes we expect that costs for the secure evaluation facility will decrease and those
savings will be redirected towards non-urgent/emergent services.

- (4
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B. Roll-Out of the Single Point of Accountability Philosophy and Structure
Currently, if an individual who is enrolled with a mental health provider organization has a
mental health-related crisis there is no practical way to identify and contact the clinician who has
the best clinical knowledge of that individual. In addition, there is no standardized process for
identifying individuals who are not currently enrolled and in need of mental health service, and
“hooking them up” with a “primary clinician”. These circumstances result in the inability of
crisis caregivers, including the police, to determine the most appropriate treatment setting for
clients in crisis and often results in hospitalization that may have been unnecessary.

These disconnects surrounding crises are just one view into a service delivery system that has not
embraced a single point of accountability philosophy and structure, where each consumer of
mental health services has a primary partner to assist them in meeting their service needs and
aiding in their rehabilitation and recovery. This type of structure is critical to helping prevent
crises before they occur. Furthermore, this model is an essential building block for
implementing a recovery-oriented care delivery model.

The following action-steps must be taken to support the implementation of this philosophy and
structure.

7. Single Point of Accountability Structure: Multnomah County should revise all
existing outpatient contracts to establish a Single Point of Accountability
structure. Under this structure all mental health consumers whose care is
financially supported by Multnomah County would be assigned to a Primary
Provider Organization and a Primary Clinician through the issuance of an open-
ended Primary Authorization. The Primary Clinician will be part of a Care Team
(consisting of at least two individuals — the consumer and the Primary Clinician)
whose jobs include treatment planning, service coordination, service delivery, and
crisis planning and management. The Primary Authorization will “stay open” for
as long as the client resides in Multnomah County or until/unless the consumer
transfers to a different Primary Provider Organization, regardless of whether their
case file is open or closed. Part of this system will include Secondary
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Authorizations that support the purchase of evidence-based services or supports
for special services not otherwise available from Care Team members who do not
work at the Primary Provider Organization. Annual Cost: Part of the Outpatient
Contracts.

’ Primary Provider | Other Provider Organization
i Organization { I
| Primary Clinician | secondary
| Authorization
=

Primary
Authorization

Convert and Expand the OHP Outpatient Premium Pool to an
Accountability/Incentive Pool: The Single Point of Accountability Structure
should be supported by a new payment mechanism that increases the flexibility of
how monies can be used, provides financial incentives for proper management of
the crisis and acute care system and holds providers accountable for poor
outcomes. The mechanics of this model are described in Section C. below.

Direct Services - Non Inpatient

County
Services .
1% \ Outpapent
v Premium
Pool
41%

"Special
/'1" angement "Special Arrangement’ Contracts include
Contracts CAAPCare+ and Other Confracted
48% Seniices.

A financial model that supports the Action Plan is critical to successfully
changing the behavior of the provider community. Currently only 41% of the
existing funding for the Multnomah County Outpatient System is available for the
Single Point of Accountability System — the funds that are in the OHP Outpatient
Premium Pool. The other 59% is embedded in “Special Arrangement” Outpatient
Provider Contracts (48%) and budgets for County-Staffed Services (11%). The
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Special Arrangement Contracts are funded through a myriad of case rates and fee
for service arrangements that use “old-style”, commercial managed care
arrangements that prevent more flexible and creative use of funds and are
necessarily outside the Accountability and Incentive Structure. It addition, these
contracts require over 20 full time equivalents of County Care Coordinators,
whose salary costs alone are over $1.3 million per year.

Multnomah County should immediately convert the OHP Outpatient Premium
and CAAPCare+ Outpatient Pools to the new Accountability/Incentive Pool.
County staff should also immediately begin an Internal Audit and Performance
Analysis of the Special Arrangement Outpatient Provider Contracts and County-
Staffed Services to determine which services can be moved into the
Accountability/Incentive Pool in Phase II. This analysis should be completed by
10/1/2001. Annual Costs: Phase I $23,782,833; should increase to a minimum of
832,000,000 during Phase II with the roll-in of Specialized Arrangement
Contracts.

9. Assignment of Existing and New Consumers: Multnomah County should
immediately begin a process to identify the Primary Provider Organization and
Primary Clinician for all currently enrolled consumers. This will consist of using
historical data in the Verity authorization database to complete a preliminary
identification of Primary Provider Organizations. Providers will then review the
computer reports, make corrections as needed and identify the Primary Clinician
for each consumer. This information will be returned and entered to the County
Information System.

The County should also begin a process to rapidly assign all newly identified
mental health consumers to a Primary Provider Organization and Primary
Clinician. This will include the development of policies and procedures for all
providers in the system. Crisis and Acute Care staff will be responsible for
helping “hook™ new consumers up with Outpatient Organizations. Outpatient
Organizations will have clear guidelines for how and when to assign consumers
who are new to their organizations. Annual Cost: Part of the Existing DCFS IS
Budget and Provider Outpatient Contracts.

C. Infrastructure Changes to Support the Action Plan

There are a handful of “mission-critical” infrastructure changes that are required to support the
reconfigured crisis and acute care alternatives and single point of accountability structure. The
most important are listed below.

10. Design and Implement the Business Rules and Contracts for the
Accountability/Incentive Pool: The funding design for the Accountability/
Incentive Funding Pool combines the OHP Outpatient Premium and CAAPCare+
Pools to create a funding stream to be used for OHP and indigent consumers in
Multnomah County. Funds will be allocated based on the number of consumers
for whom each provider organization becomes the Single Point of Responsibility.
If Agency X has taken responsibility for 10% of the consumers they will receive
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10% of the pool each month. In return for payment, organizations will be
expected to provide all medically necessary outpatient services to their clients. In
addition, use of crisis and acute care services will be carefully tracked and
provider organizations will be responsible for covering a portion of those
expenses, up to a limit that will be defined by a financial risk corridor. If
prov1ders are able to properly manage their caseloads and lower the utilization of
crisis and acute care services, incentive payments will be made to the
organizations in the form of a rebate on under-spent Crisis and Acute Care
System funds. The risk corridor will be designed so that no provider
organizations will be threatened with catastrophic losses.

For the first year, smaller providers, who believe that they may not be able to
manage under the new funding model, can select a Hold Harmless alternative
where their crisis and acute care utilization will be monitored but funding
accountability and incentives will not apply.

Multnomah County Board of Commissioners are requested to immediately
approve the Outpatient Accountability/Incentive Funding Model and direct staff
to develop the Policies and Procedures Manual that includes the detailed business
rules for this model. Provider contracts must be revised so that the system can be
phased in between July and September 2001, with full implementation beginning
October 1,2001. Later approval will delay these dates with substantial financial
and system problems accruing. Annual Costs per Action Step 8 above: Phase 1
823,782,833, should increase to a minimum of $32,000,000 during Phase II with
the roll-in of Specialized Arrangement Contracts.

11. Rapid Implementation of Raintree Systems Computer Software: There are
nine categories of County and Provider Organization staff that are necessary to
support the reconfigured crisis and acute care alternatives. These include staff
working with the 1) Call Center, 2) Mobile Crisis Teams, 3) Acute Care
Coordination, 4) Urgent Walk-In Clinics, 5) Primary Provider Organizations, 6)
Care Coordination, 7) Member Services, 8) Claims Processing, and 9) Quality
Assurance. Together these groups require 34 different pieces of computer
functionality to support their work. The functionality ranges from Client Lookup
to Authorization Entry to Crisis Episode Tracking to Claims Processing.

A rapid but thorough evaluation was made of existing County computer systems
and “off the shelf” packages, covering the areas of Functionality, Architecture,
Ease of Implementation, Flexibility, Performance, Security, Reporting, Cost and
Vendor Reliability. After determining that existing County systems could not
adequately support the 34 functions the Joint County-Contractor IT Workgroup
narrowed the field down to two finalists, PH Tech, from Salem Oregon, and
Raintree Systems from San Diego California. A final vendor scoring resulted in
the recommendation to purchase and implement Raintree Systems.

Because of the emergent need to implement a new solution within 90 days,
Multnomah County should suspend normal contracting requirements and
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immediately contract with Raintree Systems and begin implementation of the new
system within 14 days. The functionality of the system should be rolled out in
three phases, October 1, November 1, and December 1, 2001. Five
Implementation Teams should be immediately assembled that will be made up of
County and Provider Organization staff — Application Develop, Data Conversion,
Infrastructure, Deployment, and Reporting. The rapid implementation project
should be co-lead by a County and a Provider Organization staff person. One
Time Costs: $175,000.

12. System-Wide Performance Reporting System: A great deal of effort went into
gathering utilization and financial data from a variety of sources to support the
development of the Action Plan. Unfortunately, there was a scarcity of standard
reports that could be “pulled off the shelf” to support these efforts. Most
available reports were ad hoc in nature, so that the system was operating in a
relatively “data-free environment”. As stakeholders of the mental health system
already know, the Multnomah County mental health system can no longer operate
under these conditions.

Multnomah County should immediately begin the development of a System-Wide
Performance Reporting System. The design of this system should be informed by
key documents including the Utilization and Financial Modeling Tools that were
used to support the Action Plan; Oregon Health Plan Mental Health Organization
Agreement requirements; existing ad hoc and standard reports; the March 2001
Recommended Mental Health System Performance Measures authored by Jim
Carlson, Seth Lyon and Theresa Posner; the 2001 American College of Mental
Health Administrators’ Proposed Consensus Set of Indicators for Behavioral
Health; and the January 2001 State of Oregon Report to the Governor from the
Mental Health Alignment Workgroup.

These efforts should result in a set of regularly produced reports for key managers
and stakeholders from the Multnomah Board of County Commissioners to Acute
Care Coordinators to Primary Clinicians and their Supervisors that are produced
daily, weekly, monthly and quarterly, based on need. The data in these reports
should be used to build a “culture of measurement” within the Multnomah County
Mental Health System, where meetings regularly include the analysis of data and
all-important decisions are informed by this analysis. One-Time Costs: 350,000.

13. Redeployment of Key DCFS Staff: There are a number of activities that require
the involvement of several DSFS staff members. This includes Acute Care
Coordination, Accountability/Incentive System Policies and Procedures
Development, Provider Contracting, assistance with bringing up the new Crisis
and Acute Care Alternatives, Raintree Implementation, Performance Reporting
System Development, further Financial and Budget Analysis, Stakeholder
Communications, and more. Many DCFS staff have already been intensively
involved in the planning activities that have resulted in this report. These efforts
must now be followed by the development of a detailed Implementation
Workplan and redeployment of DCFS staff to assist in these implementation
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activities. Multnomah County leadership should direct all DCFS management
and staff to actively participate in the implementation efforts, as needed. Annual
Cost: Part of the existing Verity Budget.

D. Funding the Action Plan
The fiscal year 2002 DCFS Mental Health Budget is $71,379,128. These funds are allocated to
several areas, as illustrated in the chart below.

Mental Health Services and Support

S“"’""F‘ & Inpatient
Admin 16%
10% °
County ‘
Services
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Specialized
24% Qutpatient

35%

Residential o
o0,  Crisis
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The costs for the Crisis and Acute Care System for the fiscal year are currently projected at
$21,833,000. This includes $14,194,707 for Acute Inpatient and Acute Inpatient Alternative
Service, which cost approximately $9.9 million in fiscal year 2001. As funds are currently
allocated, the Crisis and Acute Care System is currently underfunded by $7,098,983. The
following action steps must be taken to resolve this crisis.

14. Allocation of Yet-To-Be Programmed Redesign Funds: The current FY2001
Budget includes $1,482,572 of revenues that were set aside to be used to support
the redesign. Multnomah County should reprogram this entire amount to fund the
Crisis and Acute Care System. Annual Costs: $1,482,572.

15. Reallocation of New OHP System-Wide Funds: Currently 16.7% of the OHP
Premiums are allocated to a System-Wide Funds Pool. These monies are used to
support the Crisis Triage Center and a number of Specialized Services such as
Day Treatment, Dual Diagnosis Residential Support, Supported Classrooms and
Fee-For-Service outpatient providers. In fiscal year 2001 just over $4 million was
allocated to this pool, with $1.4 million spent on Crisis and Acute Care
Alternatives and $2.6 million spent on Specialized Services. With the addition of
a full year of Regence enrolled lives this $4 million has grown to $6.3 million.
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Multnomah County should freeze the Specialized Services funding at the $2.6
million level for fiscal year 2002, redirect $2.7 million of the difference (75%) to
fund the Crisis and Acute Care System, and add the remaining 25% ($1 million)
to the Outpatient Accountability/Incentive Pool. As the system stabilizes and
inpatient costs come down, additional funds should be redirected to the Outpatient
Accountability/Incentive Pool. Annual Costs: $3,708,072.

16. Recovery of FY2001 Carryover Remitted to the County General Fund:
Currently it appears that there may be between $200,000 and $500,000 of fiscal
year 2001 Behavioral Health funds that were not spent, not reserved as Carryover
Funding for fiscal year 2002, but instead earmarked for return to the County
General Fund. Multnomah Board of County Commissioners should direct County
Fiscal Staff to determine the actual, final amount of these funds and reprogram
them as one-time Carryover Funds to support the Crisis and Acute Care System
for fiscal year 2002. Annual Costs: 3200,000.

17. Staffing Position Freeze/Recovery: Currently Verity has 5 open positions out of
a total 34.75 budgeted FTEs. Not filling these positions and reprogramming these
funds to the Crisis and Acute Care System would total approximately $325,000.

It is anticipated that the redesigned Verity organizational structure that will be
created in Phase II will be able to adequately fulfill its MHO functions with 29.75
FTEs. Multnomah County should immediately implement this strategy. Annual
Costs: $325,000.

18. BHD/Verity Budget Reduction: The fiscal year 2002 mental health direct
services and support budgets for the Behavioral Health Division and Verity totals
$13,167,839. Of'this figure $7,300,410 is earmarked for Division Administration,
Care Coordination, Managed Care Administration and County Overhead. These
administrative and support costs represent 10% of the total mental health budget.
In other communities these costs range between 4% and 6%. Multnomah Board
of County Commissioners should direct DCFS management to immediately
reduce expenses for the current fiscal year by 5%. Additional analysis of these
costs should occur during Phase II. Annual Costs: $658,392.

The five strategies identified in action-steps 14 — 18 represent a $5.44 million shift of funds to
the Crisis and Acute Care System. This leaves a remaining shortfall of $1.65 million. These
figures are shown in greater detail in the table on the following page.
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Proposed Strategies for Covering Shortfall

A.Net Shortfall -$7,098,983

B.Funding Strategies
1Allocate Unbudgeted Redesign Funds

Unbudgeted Amount $1,482,572
2Allocate a Larger Portion of MHO System-Wide Funds
MHO System-wide Funds $6,346,000
less Specialized portion of system-wide -$2,637,928
Net MHO System-wide Funds $3,708,072
Additional to allocate to Shortfall ‘ 75%
Additional to allocate to Shortfall $2,781,054
3Recover FY2001Carryover, not yet budgeted
.Estimate of unrecovered Carryover $200,000
4Staffing Position Freeze/Recovery
Freeze of Verity Open Positions $325,000
5BHD/Verity Mental Health Budget Reductions
5% Budget Reduction of BHD and Verity Budgets $658,392
Subtotal Savings $5,447,018
Shortfall Balance -$1,651,966

C.Use of Reserves
6Use of Mental Health Reserves

Total Reserves $2,491,771
One-time use of Reserves $1,651,966
Remaining Reserves $839,805
Shortfall Balance $0

19. One-Time User of Mental Health Reserves: The main purpose of Mental
Health Reserves is to cover emergencies that threaten the viability of the MHO.
The current Acute Care Crisis constitutes such an emergency. Multnomah
County should allocate $1.6 million of existing reserves to fund excess inpatient
costs that are projected for fiscal year 2002. When added to the $200,000
carryover from action-step 16, this represents $1.8 million of one-time spending.

To prevent a similar shortfall in fiscal year 2003, inpatient expenditures must be
reduced 21%. The funding model that was used to develop these
recommendations assumes that these reductions will begin in September 2001,
with the rollout of the Crisis and Acute Care Alternatives and Single Point of
Accountability Structure and grow to a 21% savings by June 2002. The graph on
the following page illustrates the required change in inpatient expenditures. One-
Time Costs: $1,851,966. |
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Projected Inpatient Costs
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Important Notes about Cultural Competency and Consumer Involvement

The reader will note that there are no specific Acute Care Crisis action-steps addressing cultural
competency and consumer involvement. Nonetheless, there are many implicit actions within the
nineteen steps that relate to both.

It is imperative for Multnomah County to ensure that all services are designed with sensitivity
and specialization for specific sub-populations including adults, children, older adults and ethnic
and cultural communities. Staffing must consistently attend to cultural and special population
considerations incorporating bicultural members, bilingual staff and sub-populations specialists
into all staff teams. This is relevant for services that are developed during times of relative calm
as well as times of crisis. |

Design work has already begun towards producing data that will demonstrate how new services
as well as existing ones address the needs of different populations; this is an important element
of Action-Step 12, System-Wide Performance Reporting System. In addition, Appendix 3 —
Detailed Acute Care Design, describes in greater detail how new services will be deployed in
culturally appropriate ways.

Consumer Involvement must also be a characteristic that winds its way through all new and
existing planning and service delivery activities. Development of the Single Point of
Accountability Structure and Philosophy is a critical foundation step towards building a system
of care that is based on placing the consumer at the center of the service delivery process.

The Clinical Design Workgroup was well represented with consumers, including a Consumer
Involvement Subcommittee. This group has highlighted the need for a consumer-operated Warm
Line, which is an important component of the new Access/Crisis Phone Service. Development
of an Ombudsperson will occur within the existing Verity budget.

Work in moving these components of a well-functioning system forward will continue.
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Implications for Phase |l

When all of the nineteen Action-Steps in Phase I are implemented by September 30, 2001, the
acute care crisis will have only begun to be resolved. There are numerous additional Action-
Steps that should have been implemented as part of a Phase I. Because of the two-year delay in
beginning detailed implementation work, this was not possible.

The 90-day Phase I must be followed immediately by Phase II that should run from days 91 -
365 (October 1, 2001 — June 30, 2002). During this second phase the following major activities
must occur.

Completion of the implementation of Crisis and Acute Care Alternatives
Significant expansion of the Single Point of Accountability Pool
Completion of the critical Infrastructure Changes

Reorganization of the Behavioral Health Division and Verity to come into
alignment with the Action Plan

e Careful Monitoring and Adjustment, as needed of Utilization, Revenue and
Expense '

It is only after this Phase II work is completed that the mental health system will be able to
regain stability and begin to move away from financial insolvency.
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Appendix 1 - VERITY
Integrated Behavioral Healthcare Systems
Core Values

1. Customer Service

Consumers are always the primary (i.e. most important) customers.

We exist solely to serve consumers with the right care, delivered at the right time, for
the right cost.

The most important employees in the system are those providing direct services that
result in good client outcomes; everything else is overhead.

Necessary overhead is defined as those activities that add value to the delivery of
effective direct services to the consumer.

We recognize that there exist multiple internal and external customers involved in
constant service transactions geared to best serve consumers.

A customer is anybody receiving goods or services in exchange for reward.
Anybody who can better serve our customers deserves the business of doing so. The
converse is also true.

2. Accountablllty

We employ fact-based decision making utilizing evidence based standards of care to
ensure best practices.

Outcome/results driven measurement systems and methods will be adopted to
generate publicly posted status reports along with performance profiling.
Performance based contracting will be actively managed.

Sharing risk will increase the likelihood of mutually beneficial partnerships.

Robust information technology infrastructure will be employed in recognition of the
degree to which: “Excellent care management is dependent upon excellent
information management”

We seek to increase leadership and decrease micro-management processes.

3. Quallty

Quality is that which meets or exceeds the customer’s needs and reasonable
expectations at a cost that represents value to them.

“Good enough”....isn’t. Excellence is the enemy of the mediocre and vice versa.
Quality service is not an average service. Who would prefer to be operated on by an
average surgeon?

The customer defines quality.

Quality is not an abstraction; it is a measurable and manageable business practice.
Continuous quality improvement is our core management philosophy and business
strategy. .

Quality is about passion and pride. Scarcity of resources demand innovation.
Higher quality costs less, not more.
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1. Integrlty
We will recognize and embrace the moral high ground.

- Say what we mean and mean what we say, then do what we say we are going to do.
We must “walk the talk.”

- Utilizing dignity and respect, conflicts will be resolved in a collegial and professional
manner.

- Acknowledge honest mistakes and recognize problems as opportunities for
improvement. A problem is the gap between the existing situation and a better
situation.

- Honest straightforwardness is recognized as a key element of any successful
transaction.

- Accepting respon51b111ty while bulldmg our response-ability is the desired way to
replacing blame, cynicism, and excuses with results that work. Find remedy, not fault.

- We will foster productive labor-management partnerships that are consumer focused.

- Trust is built through proactive versus reactive activity.

- To not see a problem is in itself a problem. However, the worst thing a person can do
is to ignore or cover up a problem.
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Appendix 2 — Resolution 00-161

Resolution 00-161

Type: || Resolution, Order or Proclamation
Date: [|09/28/2000
Number: |00-161
Title: | ADOPTING A VISION STATEMENT FOR A CONSUMER AND FAMILY
CENTERED MENTAL HEALTH SYSTEM
Text: | BEFORE THE BOARD OF COUNTY COMMISSIONERS FOR MULTNOMAH

COUNTY, OREGON
RESOLUTION NO. 00-161

Adopting a Vision Statement for a Consumer and Family Centered Mental Health

System
The Multnomah County Board of Commissioners Finds:

A. On May 4, 2000 the Board of County Commissioners adopted Resolution No.
00-063 creating a Mental Health Design Team “ to work with county, state, and
community personnel to develop short and long term action plans to improve
County mental health services.”

B. The Design Team has determined that an underlying vision and a unifying
philosophy is needed to guide system design efforts. This vision and philosophy
should apply to services for adults, children and adolescents at all levels of care.

C. The Design Team has recommended that the Board of County
Commissioners adopt the vision statement expressed in a “ Consumer and

Family Centered Mental Health System” .
The Multnomah County Board of Commissioners Resolves:

1. The values and principles described in the attached document * Consumer
and Family Centered Mental Health System” will provide the underlying vision

and unifying philosophy for the mental health system in Multhomah County.
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2. County Departments that provide mental health services will distribute this
document to all employees and to appropriate contractors, advisory board

members and other partners.

3. County Departments that directly provide mental health services will
incorporate these values and principles into those services to the fullest extent

possible.

4. County Departments that contract for mental health services will include these
values and principles in all relevant contracts and will insure that these values
and principles are incorporated into the services delivered through those

contracts.

5. The Department of Community and Family services will provide leadership in
the collaborative development of a training program to increase system-wide
understanding of these values and principles. Planning and implementation of
this training program will include consumers, members of their support teams,
families and providers.

6. The County will work with community advocates and organizations to
encourage State and Federal policy makers to develop and fund programs which
are consistent with this vision statement.

ADOPTED this 28th day of September 2000.

BOARD OF COUNTY COMMISSIONERS FOR MULTNOMAH COUNTY,
OREGON

Beverly Stein, Chair
REVIEWED:

THOMAS SPONSLER, COUNTY ATTORNEY FOR MULTNOMAH COUNTY,
OREGON
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By Thomas Sponsler, County Attorney
A Consumer and Family Centered Mental Health System For Multnomah County

This document expresses the underlying vision and unifying philosophy that will
guide the design and operation of public mental health services in Multnomah
County. Consumers receiving mental health services (including adults,
adolescents, children and families as appropriate) are at the center of the mental
health system. The system is organized and operated to meet their needs. While
there may be resource constraints the ultimate goal of the system is to improve

the lives of those receiving mental health services.

The services for children, adolescents and their families will focus on a
developmental model of intervention and on age and developmentally
appropriate outcomes for children within the contexts of their individual family
situations. The services for adults will be recovery-oriented with a focus on
developing natural systems of support and self-determination. Within the adult
and children service systems there may be different providers, programs and
types of services but common values and principles will anchor and unify all

mental health services.

Our vision for mental health services has three sections: attitudes and values; the

service system; and accountability and management.

A. The attitudes and values of the mental health system support and encourage
consumers to achieve their full potential.

1. Everyone receiving services in the Multnomah County Mental Health System is
supported and encouraged to reach his or her full potential. Consumers are
supported by attitudes and services that communicate hope, focus on strengths,
nurture recovery, promote optimal development and support achievement of
goals. Respect and dignity will be embraced throughout the County’ s caring
and flexible system.
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2. The services provided by the mental health system in Multhomah County are
individualized, and in the case of children, child-centered and family-focused. The
needs, goals and preferences of consumers dictate the types and mix of services

provided.

3. The mental health system is community based, with the location of services

and decision-making resting at the community (i.e. local) level.

4. Agencies, programs, services and staff are culturally competent; that is,
sensitive and responsive to all the elements of consumers’ identities, including
but not limited to age, ethnicity, race, religion, gender, sexual orientation,

disability and culture.

5. Adult consumers may choose to identify friends, family members or others to
participate in planning for their care and service delivery. The families and/or
surrogate families of children receiving mental health services are full participants
in all aspects of the planning and delivery of services.

6. Mental health services for children and adolescents will be guided by the best
interests of the child or adolescent. Services will support, assist and strengthen
the family system. This may include identifying and addressing changes needed
to better support the child’ s optimal development.

B. It is the goal of the mental health system to work toward the provision of a

wide range of services that support recovery and optimal human development.

1. Services for adults maximize the opportunity for self-sufficiency, autonomy and
a self-directed practice of recovery. Services for children reflect the “ System of
Care “ principles. Services and models for adults and children will evolve in

response to consumer needs and evidence-based changes in best practices.

2. Services are provided in the least restrictive setting that is clinically appropriate
and meets consumers’ needs. Services to achieve stabilization and recovery at

lower levels of care are prioritized so that they are available when needed,
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thereby reducing utilization of higher levels of care such as crisis services and
hospitalization. Services are organized to avoid inappropriate use of the criminal

and juvenile justice systems as a substitute for mental health care.

3. Every person receiving mental health services has access to competent
diagnosis and an appropriate and affordable menu of treatment. Access to and
coordination with competent, comprehensive physical health care is arranged.

4. Every consumer is assured of having a prompt and clinically appropriate

response to his or her crisis and acute care needs.

5. Adult consumers have access to a range of safe, affordable housing options

and the support services needed to successfully retain their housing over time.

6. Every person receiving mental health services has access to suitable
employment, training and/or education services in order to reach his or her full

potential for independence and contribution to society.

7. Every person receiving mental health services has access to a network of
natural supports including transportation and affordable social, cultural, physical
and recreational and/or faith-based activities that promote integration into the

community, optimal development and recovery.

8. Competent care management services are provided based on need. Case
managers insure that multiple services are delivered in a coordinated and
therapeutic manner and that consumers can navigate smoothly through the

system.

9. Services from multiple agencies including the education, criminal justice,
juvenile justice, child-welfare, health and chemical dependency systems are
coordinated and/or integrated to better serve consumers.

10. In order to support prevention and effective treatment, the mental health

system provides consultation to other health and social service providers.
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11. Mental health services include outreach and education in order to increase
early identification and intervention and to increase appropriate continuation in

care, leading to earlier recovery.

12. Consumers and families are able to access services easily. They are offered

at convenient and accessible locations and times.

13. Services include consumers as providers and include opportunities for peer
support and self-help. Services for children include opportunities for family peer

support.
C. The mental health system is publicly accountable and well managed.

1. In order to be truly accountable the mental health system is organized with
clear lines of responsibility and authority. The policy, planning, resource
allocation and evaluation functions are centralized and consolidated and/or

coordinated.

2. Consumers, providers, families and a wide range of stakeholders are involved
in policy development, program planning, service delivery and evaluation for the

mental heaith system.

3. The mental health system is publicly accountable for the resources that have
been entrusted to it. Service delivery systems are integrated administratively to
eliminate expensive fragmentation and duplication. Financial risk and incentives

are utilized as tools to achieve system goals.

4. At all levels, the system is accountable for service delivery and outcomes.
Clear, quantifiable measures are established to show efficiency and
effectiveness. These measures include consumer satisfaction and improving the
quality of life for people receiving services. The system uses data to monitor

costs and outcomes and to improve quality and access.

5. A centralized data system is structured to increase coordination across service
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systems and provide the demographic, financial, service and outcome data

necessary for system reporting, management and accountability.

6. The mental health system supports a positive working environment for its
providers and staff. Competitive salaries and benefits, training and education and
reasonable workloads reduce turnover and support the provision of high quality

services and positive interactions with consumers

7. The system vigorously pursues new resources and partnerships that will help
to meet the mental health needs of County residents. The system is expert at

blending funds from a variety of sources to meet consumer needs.

8. Advocacy for the needs and rights of those with mental health disabilities is an
important component of system management. Stigma and discrimination make
recovery more difficult. Education and advocacy is carried out in order to

increase understanding and support for consumers and families and their needs.

9. Critical incidents are investigated and, where appropriate, result in corrective
action. A fair and consistent process exists to respond to grievances and

complaints.
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Appendix 3 — Detailed Acute Care Design

Policy Issues

The following plan for addressing the service needs of the acute care system is a specific
response to the mandates of Multnomah County Board of County Commissioners Resolution,
“Providing Policy Direction for a Restructured Mental Health System”, adopted by the Board of
County Commissioners on September 28, 2000. The following specific portions of the mandate -
are clearly addressed in this proposal:

e “manage risk in such a way as to provide incentives that reward the attainment of
positive outcomes, including reduced hospital stays, coordinated care, and other goals
consistent with the vision adopted by the County”

e “work with provider organizations to reduce hospitalizations, develop an integrated
provider network that will improve coordination of care, reduce administrative
expenses, increase access to care, promote sharing of information technology and
increase capacity for risk bearing or risk sharing” '

e “reduce hospital utilization by implementing a range of mid-level services including
housing, intensive case management and respite beds”

e “Agencies, programs, services and staff are culturally competent; that is, sensitive and
responsive to all the elements of consumer’s identities, including but not limited to
age, ethnicity, race, religion, gender, sexual orientation, disability and culture.”

Additionally, this proposal effectively implements the values of a Consumer and Family
Centered, Recovery-Oriented Mental Health System of Care by increasing emphasis in service
delivery to naturally-occurring, community based support systems, engaging consumers as
service providers and incorporating peer support and self-help, working with consumer’s
strengths in the least restrictive and most normal environments appropriate, providing a broader
array of service options to achieve stabilization and recovery at lower levels of care, improving
access and outreach, particularly to traditionally underserved populations and coordinating and
integrating services to facilitate smooth transitions among different systems of care.

Creating an Accountable System

This proposal assumes a business plan that maps a transition to accountability-based contracts
with the provider system. This will insure a system where providers are responsible for the
outcomes produced over the full “life” of the consumer’s involvement anywhere in the system.
This requires continually providing proactive access to effective treatment. Positive clinical
outcomes are incentivized and financial accountability clearly lies with providers as the
consequence of inadequate or ineffective services. Ultimately, funds now spent on crisis and
hospital services will become available for reinvestment in community based clinical care
delivery. Most importantly, this business model provides incentives to work with people who
can or will not avail themselves of necessary treatment and who are at the greatest risk.
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This business model also creates strong incentives to integrate care with allied agencies
including primary care, community justice, public health, aging, alcohol and drug, the various
services for children and families and many others given that the risk lies with the entity
regardless of where the service is last delivered. This model begins to drive together disparate
sections of the service system for joint planning and integration. These incentives do not exist
under either the current or a traditional fee for service models.

Performance Measurement

An effective acute care system is driven by accountability to positive outcomes that can be
measured. A comprehensive Quality Improvement plan will be developed to support this design.
This Quality Improvement plan will ensure there is a direct relationship between: 1.) The
therapeutic goals described in the consumer’s treatment plan, 2.) The standards and goals
established in the Quality Improvement Plan, and 3.) Contractual performance requirements and
incentives established with the County and State. Important quality indicators under
consideration include admissions and bed days per 1000 members, stakeholder, family and
consumer satisfaction data, access data, adverse incident rates, complaint rates, standardized
clinical outcome measurement tools, provider financial health, and proportion of dollars spent on
administrative costs vs. direct-care costs. A single quality process for the entire system will
reduce multiple and redundant layers of data collection and analysis and the associated expense.

Crisis Services Overview

The service components of this proposal are consistent with the recommendations to the
Multnomah County Design Team by the Crisis System and Community-Based Intervention work
groups. These groups’ recommendations include 24 hour crisis services that are integrated into
the CMHC service delivery system, a crisis treatment center physically located in or next to an
ER, a centralized access/crisis phone line; consumer warm line availability; use of trained
consumer peer counselors as natural supports, community-based, decentralized urgent care
services; an increase in mobile response; a strengthening of the bridge between mental health
crisis services and outpatient services that supports continuity of care and discourages
fragmentation; and the development of enhanced resources for alternatives to hospitalization
including respite and sub-acute care. In their final report, the Work Group states, “The
difficulties the CTC has encountered relate directly to significant gaps in service along the entire
continuum of mental health care. We have created a system where the only place a consumer
can seek immediate therapeutic services is the CTC or emergency room” and “...an effective
crisis system must consist of more than simply a good emergent care facility”

The solution to the high utilization of inpatient services involves four critical design principles.
First, the logical strong alignment of a crisis response system within the outpatient provider
system with capacity for proactive and preventative interventions, an enhanced set of alternatives
to hospitalization, and an expanded role for the use of peer supports. Secondly, a system of
Acute Care Coordination, as a crucial component of a crisis response system, which involves the
consistent application of criteria for hospitalization including the exploration of potential
effective alternatives coupled with the means to mobilize those resources. Thirdly, as discussed
earlier, a business plan with aligned incentives for provider accountability. Finally, services
must be designed with sensitivity and specialization for specific sub-populations including
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adults, children, older adults and ethnic and cultural communities. Staffing must consistently
attend to cultural and special population considerations incorporating bicultural members,
bilingual staff and sub-populations specialists into all staff teams.

Service elements included in this proposal are:

Telephone Access, a centralized 24 Hour, 7 days per week telephone access to routine,
urgent and crisis care

Community-Based Urgent Walk-In Clinics, a “no appointment necessary” approach to
care during days, evenings and weekends

Mobile Crisis Outreach Capacity, available 24 hour 7 days-a week

Alternatives to Hospitalization, including sub-acute, temporary/emergency housing,
flexible funding, and respite care

Secure Evaluation Facility, for consumers who present a danger to themselves or others,
who are so gravely disabled as to be incapable of being safely cared for safely in the
community

Care Coordination, ensuring that services are appropriately matched to consumer’s
needs.

Transportation appropriate to the level of acuity of the client

Intensive Community Support services which operate county wide within the
outpatient provider system and include peer run drop-in sites, and expanded supports to
natural systems of care.

Using these methods, most crisis intervention can and should be community-based. Secure,
facility-based assessment capacity is included in the plan as well and will continue to be needed
for some emergent and urgent care as a last resort.

Crisis Service Flow: The service flow design proposed here is consistent with the following
operating principles:

Early Identification and pro-active and preventative care

Community-based versus facility-based interventions

Efficient use of resources and cost-effectiveness

Meeting consumer’s needs with minimum of intrusiveness

No wrong door to accessing service

Maximizing natural, community-based supports

Minimal authorization /utilization management procedures based on shared
accountability/risk

Centralization of services when more effective or cost-efficient with most direct service
delivery decentralized

Services tailored to the specialized needs of consumer sub-populations including children
and families, older adults, and cultural groups.

The attached schematic flow chart describes the proposed system. A well-designed acute care
system recognizes that anyone can make the determination that a mental health crisis may exist
and begins with the first call. Police, family members, emergency departments, or allied agency
personnel identify a perceived urgent or emergent need. These requests are de facto triaged by
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four groups of clinicians: 1.) Out-stationed staff in a face-to face evaluation of the client in jails,
primary care offices, AFS, SCF or other allied agency settings; 2.) Centralized 24 hour, 7 days
per week phone access/crisis staff when a phone request for service occurs; 3.) Urgent Walk-In
clinic staff; and finally, 4.) The active treatment team of a client in service, particularly Intensive
Community Service teams supporting clients identified as in need of intensive services to avoid
hospitalization. All these staff are empowered and trained to determine whether an actual mental
health crisis exists, and authorize services as appropriate, or whether the problem may be
medical, housing, placement, social, or a chemical dependency issue. These non-mental health
dilemmas are triaged to the appropriate agency or community resource with assertive linking to
assure appropriate follow up.

In the case of a mental health crisis requiring active intervention several options are available
including dispatch of a mobile crisis outreach team; assessment in a secure facility; referral to
appropriate alternatives to hospitalization including sub-acute residential or respite care; or
finally, inpatient services. It is expected that all consumers assessed as in crisis will be provided
a face to face evaluation through an existing provider, the mobile crisis team, or within the
secure evaluation facility.

Phone access staff are co-located with care management staff who will provide acute care
coordination functions. This co-location results in efficiencies in communication and staffing
making best use of overlapping roles such as tracking of inpatient, sub-acute, emergency housing
and respite beds; length of stay oversight and tracking; discharge planning follow-up and pre-
authorization of inpatient care.

Critical to the effective functioning of this system is an interagency coordinating team to include
mental health crisis providers, inpatient providers, police, emergency department representation,
sub-acute providers, DCFS staff, and other partner agencies.

Finally, the entire system must be linked together with an information system that will support
providing quality, timely and cost effective services to consumers. We must provide a robust
and reliable common infrastructure capable of supporting a new behavioral health information
system and accessible at multiple sites via web-based technology to include clinical, utilization
and fiscal data. A data warehouse will allow us to create a “Culture of Measurement” where data
is turned into knowledge and used to make all key decisions. Clinical data, accessible to all
components of the acute care system, will inform intervention decisions at all levels.

Cooperation and collaboration with the DCFS will be critical to this data system’s operation.
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Service Description

Centralized 24 Hour, 7 days per Week Telephone Routine, Urgent

and Crisis Phone Access.

Staffed 24 hours a day, seven days a week by Qualified Mental Health Professional staff, a single
800 number phone access line will serve as a primary entry point for routine, urgent and crisis
requests for service. It will be co-located with Care Management staff allowing this centralized
group to be in the unique position of monitoring the pulse of the system at all times, prioritizing
the allocation of intervention resources, and tracking bed availability all from a single location.
All callers will be assessed for acuity and the appropriate level of intervention to achieve a
positive outcome in the least restrictive or intrusive manner. Routine appointment scheduling
capability will also be available.

Child and family and older adult specialists will be integrated into the phone team. Cross
training regarding adult, SPMI, older adult, and child/ family issues will occur on an ongoing
basis. Similarly, training in culturally specific interventions and recruiting of ethnic minority,
bicultural and bilingual staff will occur. Recruitment of staff who speak other languages will be
prioritized. The phone staff will also have access to back-up child/family and older adult
specialist consultation, translator service and cultural group representatives.

Appropriate actions, which may be taken from lowest level response to highest level response,
include:

Providing information and referral to community agencies

Scheduling routine intake within appropriate outpatient program.

Referral to a Consumer Warm Line for lower acuity telephone support needs
Providing Qualified Mental Health Professional phone counseling to stabilize urgent
concerns ;

Referral to Community Urgent Walk-In Clinics

Linking with responsible treatment team or Intensive Community Service Teams for
enrolled clients }

Dispatching transportation options to assist client in reaching a facility for evaluation
Accessing emergency housing

Dispatching Mobile Crisis Team for community-based evaluations

Facilitating sub-acute or respite admission

Arranging for potentially dangerous clients to be seen at the Secure Evaluation Facility
for face-to-face assessments.

Accessing police or medical emergency response

Facilitating hospital admissions if appropriate

The phone staff work with police, emergency departments, providers and partner agencies to
locate the most appropriate resource to respond to the consumer’s need. They will have access
to a database to schedule appointments after hours and on weekends, as well as being able to
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refer consumers to urgent and routine walk-in clinics. In situations where the caller is assessed
to need an alternative to hospitalization, the crisis staff will be able to assist in accessing these
resources. In the routine access role, phone staff will primarily focus on brief assessment, triage
for eligibility and urgency of need, authorize initial assessment, prepare consumer for next steps,
offer choice of providers/sites, enter and track request for service via database, make
appointment for assessment or refer to walk-in clinic. If assessment not required, clinician will
refer to alternative services such as consumer run “sanctuaries”, agency sponsored
support/education groups or community resources.

The Phone Access line is expected to receive in the range of 300 to 350 calls per 24-hour period.
The phones will be staffed at all times with a call management system that will appropriately
flow calls by acuity. Special features of the phone system will include caller identification,
multiple intake lines, call forwarding, direct transfer to outside agencies, power failure back-up
system, and language interpretation.

The Phone Access line is ideally co-located with care coordination services. There will be cross
training of staff to perform multiple functions to maximize responsiveness and flexibility of
staffing patterns. Qualified Mental Health Professional level clinicians will fill all phone triage
and crisis functions with cross training in care management (alternatives to hospitalization,
authorization of services, flexible funding, etc.)

Community-Based Urgent Walk-In Clinics

Re-establishing decentralized community provider-based urgent/crisis capacity was strongly
supported by the Design Team Crisis System and Community-Based Intervention Workgroups in
their final recommendations. Four “no appointment necessary” urgent walk-in clinics located in
North Portland, Downtown, close in Eastside and the Rockwood/Gresham area will be
implemented. These clinics will be staffed by Qualified Mental Health Professionals and will
also have Licensed Medical Professional coverage for urgent medication evaluations. They will
operate during regular business hours Monday through Friday. An evening and Saturday urgent
walk-in clinic will also be established and will operate from 5:00 till 9 PM Monday through
Friday and from 1-4 on Saturday. Staffing for all walk-in clinics will include a Qualified Mental
Health Professional and a Licensed Medical Professional (MD, PMHNP or PA). Sample and
stock medications will be available in addition to prescriber services. Follow-up prescriptions
and referred to a pharmacy will also be provided.

This resource (along with appropriate transportation for clients, as needed) will be offered in all
cases where it is clinically appropriate, and safety issues do not require a police response.
Services provided will include evaluation, supportive counseling, and medication evaluation.
Referrals may come from self-referral (walk-in), the Mobile Outreach Team, Emergency

. Departments, the phone access line, hospitals, police, etc. The urgent care clinic staff may also
refer to the Secure Evaluation Facility.

Child and Family Urgent Care: Utilization of clinic-based urgent service options is not the
preferred option for children and families. Instead, preserving continuity of care by utilizing
existing treatment teams to provide urgent care for active service clients will be a practice
principle for all sub-populations, especially children. Further, Mobile Outreach, provided in the
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natural context and most comfortable setting for the family, is often the preferred option for
intervening with children and families and will be discussed in more detail in the next section.
However, the urgent walk-in clinics described above will be made available to children and
families for urgent service needs when other options are not available, are not appropriate, or
when the family chooses to access them. These clinics will provide a warm and inviting, family-
friendly, atmosphere and will incorporate child and family clinical expertise and child
prescribing capacity.

Older Adult Urgent Care: Urgent care response for older adults requires a highly skilled
assessment component in order to accurately diagnose, consider over-lapping medical issues and
suggest key interventions for older persons and their caregivers. In addition, all interventions
require an age sensitive response designed to build trust and rapport with older persons who are
often hesitant to seek psychiatric help.

Services offered in a crisis situation will be coordinated within available natural and professional
support systems, including key family members, caregivers and involved staff from Aging and
Disabled Services (ADS) (including the ADS 24 hour help-line staff )and Older Adult Services
within the outpatient provider system. The need for tight coordination with current cooperating
providers through the Gatekeeper Program (community based volunteer case identifiers) and the
inter-agency Multi-Disciplinary Team; a well coordinated team of senior service providers:
including health, mental health and social services; will be key to successful intervention with
this population.

Follow-up services provided to the older adult and their support system after an acute episode are
key to continued crisis stabilization, and will likely include follow-up in multiple areas, such as
physical safety and health, social contact, capacity assessment, addiction treatment and
continuing mental health intervention.

Qualified Mental Health Professionals with geriatric expertise will train Urgent Care staff
regarding key assessment, diagnostic and approach techniques key to successful geriatric mental
health treatment, as well as familiarizing crisis staff with the array of Senior services accessible
to older adults through Oregon Project Independence and the Oregon Health Plan. A Geriatric
Psychiatric Mental Health Nurse Practitioner and a Geriatric Psychiatrist will also be available
for consultation on an as-needed basis.

Mobile Crisis Outreach Capacity 24 hour 7 Days-a Week

Rebuilding Mobile Outreach follows the principle that the most effective crisis intervention
service often occurs within the natural system of support of the client. The Team will provide
face-to-face assessment, brief resolution-oriented crisis intervention, environmental/systems
interventions, disposition to appropriate alternatives to hospitalization and linkage to appropriate
community resources for individuals, children and families. Family involvement, consultation
with schools or other involved agencies, or mobilizing potential natural helping supports in the
client’s environment will increase the speed with which a crisis is resolved in a manner which is
the least intrusive and restrictive to the client. Interventions aimed at relieving situational
stressors, for example a housing crisis, can often be the singly most effective intervention in
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resolving a crisis. Mobile outreach staff must be community resource specialists and must
constantly update their knowledge of housing, meal, clothing and social service resources in the

community.

Facilitating access to inpatient care including authorization to perform Director’s Custody holds
will also be the team’s role. Police and Emergency Department requests will be highly
prioritized. The Mobile Outreach Team will operate on a “no-refusal” basis for outreach
requests from Police, Emergency Rooms and Hooper Detox. Finally, linking clients with
ongoing outpatient services is part of any effective outcome in a crisis situation.

The Following assumptions provide a conceptual framework and philosophy for the Mobile
Outreach Team: '

e The least restrictive, most effective clinical intervention will always be used in responding to
requests for urgent or crisis services.

e All services provided will be provided in a culturally competent and sensitive manner,
utilizing community-based services and supports (bicultural and bilingual staff, interpreters,
natural systems of support, etc.) whenever available.

e Mobile Outreach response will be considered as just one potential response to service
requests. :

e It is not practical in designing a crisis response system, to distinguish between enrolled and
non-enrolled clients, nor should the issue of adequate coverage be a factor in providing
urgent and crisis services. Urgent services must be provided to all Multnomah County
residents requesting such services.

¢ Non-Multnomah County residents seeking urgent mental health assistance within Multnomah
County will be assisted in accessing appropriate services within their County. Multnomah
County should take a leadership role in establishing a Regional Operating Agreement with
neighboring County Mental Health Authority entities to establish defined roles and
procedures in relation to acute care.

e All clients who are being involuntarily assessed for dangerousness or grave disability (on a
hold, transported by police) will be taken to the Secure Evaluation Facility, regardless of
residency.

Psychiatric consultation will be available to the Mobile Outreach Team via the on-call |

psychiatrist staffing the Secure Evaluation Facility. The use of Licensed Medical Professional

time as a component of urgent/crisis services has been closely studied with the conclusion that

having a Licensed Medical Professional as one of the mobile crisis responders is not the most

effective use of their time, as prescribing in the field is unlikely. Instead, Licensed Medical

Professional skills would be better spent providing medical consultation to the crisis system |
along with increasing the availability of walk-in prescriber time at the clinics.

\
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All staffing levels will be sensitive to high demand periods. The need for mobile response teams

 during business hours should be significantly decreased with the introduction of the additional

services described above. However, we expect a need for a Mobile Outreach response capacity
during business hours, especially in regard to police and emergency department support.
Additionally, timely response to community requests for urgent services must be available, if we
are to effectively divert clients seeking services at emergency departments to a more appropriate
and less restrictive level of care. The decision as to whether to dispatch one staff or two will be
made by the Phone staff or Acute Care Coordinator and will depend upon the nature of the call
and the need for police back up. In cases where police back up is required, or where the request
has been made by a facility that provides on-site security (i.e., hospital ED), only one staff
person will be dispatched. In cases where police back up is determined to be unnecessary, two
staff will be dispatched.

Mobile Outreach staff will be available for the following responsibilities:

e Availability for outreach response
Phone consultation with emergency departments and police
Outreach to emergency departments and police to consult, assess, and provide alternatives to
hospitalization as appropriate
Back-up for walk-in/crisis clients at the clinics
e Follow-up on crisis calls from prior shifts

During regular business hours Mobile Outreach staff will be co-located at the four Urgent Walk-
in clinical sites. During evenings and on Saturday, the Mobile Outreach Team will be co-located
with the centrally located Urgent Walk-in clinic and, ideally, the Care Management and

- Telephone Access services. Evening Mobile Outreach staff can provide back-up support to the

Care Management and Phone Access teams when they are not needed for crisis calls. During the
lowest demand periods at night and during weekends, Mobile Outreach will be staffed on an on-
call basis. Timely response to after-hours requests for mobile response will be emphasized with
a performance benchmark of 30 minutes from the time the dispatch occurs.

Child and Family Mobile Outreach: A mobile response is optimal when the appropriate goal is
to intervene within the natural context and most comfortable setting for the client. This is
particularly true of families and children whose needs are not well served through facility-based
crisis intervention. Therefore, Mobile Outreach will be the response of choice for children in
crisis. For children and families, stabilization in the home or other natural setting is the most
efficient and effective way of achieving quick stabilization and diverting from more restrictive
forms of care.

It is expensive and unnecessary to operate independent adult and child/ family Mobile Outreach
Teams. Therefore, the mobile outreach team will serve both adults and children/families. Team
makeup will include Child and Family specialists who can take the lead in relevant clinical
situations and training in family systems interventions will occur on an ongoing basis.
Consultation expertise to include child and family specialization will also be available,
coordinated with the consultation resources available to the Phone Access Line and Urgent
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Walk-in clinics. As the system evolves, we may explore establishing child and family-specific
mobile crisis teams for targeted, high use time periods.

It will be crucial to collaborate with Services to Children and Families in resolving many
outreach service requests and coordination with case workers to seck alternatives to
hospitalization and to resolve placement issues will occur whenever indicated. A process will
begin immediately to begin to develop operating agreements which will define policy and
procedures in these areas as well as explore blended funding opportunities.

Older Adult Mobile Outreach: Mobile outreach will be particularly key in serving hard to reach
seniors that are often isolated with an acute mental health crisis. In 1997, Older Adult
Behavioral Crisis Services, a mobile outreach model, was developed at Mt. Hood CMHC to
respond to a high number of psychiatric hospitalizations of older persons. Fueling this
development was interest in early intervention to prevent hospitalization, and acknowledgement
that the trauma of hospitalization of older persons and the high cost of inpatient stays should not
be supported as the most viable option for care in a crisis when help could be provided in the
community. Outcomes showed significant financial savings with community care averaging
$1,620 per crisis episode, versus $3,230 for the average hospital stay per similar crisis. Clinical
outcomes included a substantial reduction in frequency of symptoms, severity of symptoms,
GAF scores and caregiver distress.

This model illustrates the success of a mobile outreach approach, with geriatric specialization,
for older persons. As for urgent walk-in, QMHP staff with geriatric expertise will be available to
provide consultation and training to Mobile Outreach staff regarding assessment activities such
as medical rule-outs, assessment of persons with dementia, the unique suicide profile of older
persons, linkage with the Aging Services system, medication guidelines for prescribers, and
consultation with family and caregivers. A Psychiatric Mental Health Nurse Practitioner and a
Psychiatrist with geriatric expertise will also be available for consultation.

Alternatives to Hospitalization

Many factors besides acute mental illness contribute to the overuse of the acute care system in
Multnomah County. The lack of a suitable and integrated community crisis response contributes
to this and is addressed in previous sections of this proposal. Another major factor in over-
reliance on in-patient care is the lack of access to alternatives to hospitalization in the
community. The following resources are either in place and slated for expansion under this
proposal or are proposed for rapid development to address the acute care crisis safely and
effectively.

Our operating assumption is that naturally occurring supports will be explored and used first or
in conjunction with the alternatives described below after consultation with an acute care
coordinator.

Housing: Approximately 30% of the consumers referred to the Hospital Alternatives Pilot
Project were homeless at the time of referral. Another 9% were being evicted or in unstable or
highly unsuitable housing. Obviously, housing is a serious risk factor affecting the safety and
well-being of consumers with mental illness, as well as a major contributing factor in long
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lengths of stay and repeat hospitalizations. The Housing Outreach Team, composed of QMHP

-and QMHA level staff, will continue as a centralized program to respond quickly to emergency
housing needs of consumers. The program offers outreach to consumers, families, landlords, and
partner agencies such as Aging Services and the Housing Authority. The goals are to prevent
eviction, stabilize housing, provide appropriate emergency housing referrals, and establish
wraparound services aimed toward maintaining housing financed by flexible funding pools.
Short-term case management to engage and link the consumer with other needed services is
another important element of this model. The Housing Outreach Team works with the consumer
and involved parties toward a solution of the immediate housing problem such as referral to
emergency housing, as well as exploring longer term interventions such as offering the consumer
money management services. The team will work closely with the Intensive Community
Services team, the Mobile Outreach Team, and the Acute Care Coordinators. The Housing
Outreach Team will also work with the agency-based housing specialists to develop longer-term
housing goals and specialized knowledge and skill in finding, developing, and locating funding
for permanent housing.

Intensive Home-Based Services: Intensive Home Based Stabilization services are flexible
services tailored to the consumer’s needs with a goal of resolving a crisis within the clients
natural system, home or community. Their purpose is to provide the level of service which will
allow the consumer to remain in a home or community-based setting. This alternative is
generally short-term, but components of the service, provided less frequently and intensively,
could continue for a time after the acute episode if appropriate.

The philosophy of Intensive Home Based service is to temporarily fill gaps in abilities and
functioning in a flexible manner, while building skills and recovery wherever there is potential.
Service is provided for several hours a day up to 24 hours in a crisis situation. The providers of
this service include para-professionals, cultural group representatives and/or consumer peers
with training and supervision by mental health professionals; personal care assistants; and
medical staff such as LPN’s or RN’s. The program will hire and train these consumers,
community members, family members, and paraprofessionals, developing a flexible pool of
primarily part-time staff with a variety of skills, abilities, cultures and languages. These
individuals can assist with providing supervision of activities of daily living, transportation,
monitoring nutrition or medication, providing support, accessing resources, or providing skills
training, all while the consumer remains in the home or community setting.

Additionally, Metropolitan Family Service (MFS), an established local social service agency
which subcontracts with mental health agencies to provide a variety of services, will be available
to provide more complicated levels of need. This agency has two primary programs applicable
to the adult and older adult populations: The Health at Home program provides trained staff for
homemaking, personal care, respite, and skill training for the consumer and family members or
care-givers. Nursing care management, a RN level function, will assess all medications and their
use, and work closely with the physician to set up a program which a CNA can implement to
provide medication management. The Help at Home program is a non-medical community
based service for adults, children, and families. Paraprofessional staff provide a variety of skill
building, respite, mentoring, and other community based services as needed. All MFS staff work
with the philosophy of assisting the consumer in recovery by helping them learn to do the
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activities for themselves. If this is not possible, they attempt to locate a family member, a friend,
a landlord, or someone else they can train for ongoing assistance. There are also times when the
consumer is more chronically unable to function in some areas and the service may be extended
for a longer period of time to allow them to live as independently as possible.

If the consumer is enrolled in Intensive Community Support, it is assumed that the ICS clinician
will provide some of the above services. However, due to the time demands and scheduling
challenges of full-time salaried clinical staff, the flexible pool of part-time “on-demand” services
adds responsiveness and diversity when a crisis occurs and intensive service needs to be
implemented quickly.

Respite: Community based respite is a safe, structured alternative to hospitalization or a step-
down from inpatient or sub-acute care. Respite facilities are staffed 24/7 with mental health
and/or residential service staff. They provide room, board, personal care housekeeping,
medication management, and other services typical of a residential care facility. The mental
health staff provides support, consultation, crisis intervention, and case management. There are
currently 10 community respite beds at 3 locations. We plan to make additional beds available
quickly. These crisis respite beds are currently occupied at a rate of 96%. We plan to extend
hours of admission to respite until 9PM on weekdays and during the day on Saturday and
Sunday.

Respite can also be provided to in-home caregivers who are fatigued and might initiate a
hospitalization or for consumers who. need temporary in-home care to monitor mental status and
self-care. This will be provided by finding and hiring a neighbor or friend of the consumer’s
choice, or hiring an in-home support service with flexible funding. This alternative is a good
choice when the consumer needs more than a few hours a day and less than 24/7 support.

Sub-Acute: Ryles Center is currently the adult sub-acute facility. The MHO will work with
Ryles and the MHO to expand the hours of admission to include evenings and weekends. Ryles
is also potentially able to expand another 10 beds. This represents about a 70% increase in sub-
acute capacity.

Flexible Funding: The Acute Care Coordinators and the Intensive Community Services teams
will have access to flexible funding to pay for alternatives to hospitalization. The funds can be
used for a wide variety of purposes including temporary housing, assisting with basic needs,
transportation, legal fees, incentives, engaging natural support systems such as landlords or
neighbors to assist consumers, etc. The funds will be authorized and managed centrally, but can
be accessed rapidly with minimal bureaucracy.

Child and Family Alternatives to Hospitalization: Community-based services for both known
and unknown families will always be utilized first in assisting children and families.
Maintaining the child within an existing home environment and system of care while providing
the least-intrusive intervention and stabilization is the treatment of choice. Reducing the number
of changes in treatment providers and placements is a guiding principle in designing the child’s
individualized plan of care. Family involvement is paramount and incorporated in every area of
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the system of care. Family input and choice of services are integral parts of the child’s
individualized plan of care.

The services described here offer alternatives to psychiatric hospitalization. Flexible Funding
and Intensive Home-Based Services are generally considered the first line response. Facility-
based services will only be considered after home-based interventions are ruled out. These
services are targeted to avert inpatient psychiatric hospital treatment, not to resolve longer-term
placement difficulties. It is not expected that Oregon Health Plan outpatient funding will be used
to pay the cost of residential services, but rather to resolve a mental health or behavioral crisis
that would otherwise result in an inpatient psychiatric stay. Some of these services already exist
in the community, others are near implementation, and others can be sub-contracted with
community partners.

Existing partnerships, particularly between the Multnomah County child and adolescent mental
health system and SOSCF, provide a foundation for both blended services and blended funding.
Coordination of care and blended funding strategies are critical to support the child and
adolescent acute care system. Without this coordination of services and funding, the
development of the proposed range of crisis respite and sub-acute services specifically tailored to
the developmental and treatment needs of children is not possible. Additionally, the Multnomah
County system has an extensive history of collaborative planning and pooling resources with
SOSCEF, local school districts, and juvenile justice to fund components of our local system of
care for SED children and youth. We plan to put considerable effort to expanding and fortifying
these partnerships.

All of these services will be accessed via the Acute Care Coordination system. Parents,
community partners, and mental health providers access the Acute Care Coordinator via the
centralized phone system staffed by qualified mental health professionals. Once it is determined
that the child cannot be treated safely or effectively in outpatient care, he or she is referred to the
appropriate services. To ensure continuity of care, linking with Intensive Community Support
Services (ICS), described in a later section of this proposal, will insure that children are
followed, during and after their involvement in the acute care system. ICS staff or other
outpatient providers will participate in the facilitation of post-discharge services and continuous
coordination of care.

Flexible Funding: A generous flexible funding pool will be established to support the purchase
of wrap around services, including child care services for parents, in home respite, arranging
access to appropriate medical care for the child, transportation, academic supports, and
involvement in positive youth and family activities. The ability to provide funds to make a motel
room available for a night or provide cab fare can often serve as a powerful tool to resolve a
crisis. Flexible funds will allow Acute Care Managers to provide the necessary flexible funding
to help children and families access the necessary services they need for enhancing their
strengths or empowering them to meet their needs.

Intensive Home-Based Services: Intensive Home-based services are designed as a time limited
effort targeted to stabilize a crisis which offers children, teenagers, and parents support in their
homes from well-trained professional staff. Services can include around-the-clock crisis
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management, problem-solving, consultation, skill building, case management and client support
services. The staff providing the services are on-call 24 hours a day/ 7 days per week to assist in
de-escalating crises for the children and families in the community and to assist in the prevention
of more intensive crisis services. Access to flexible funds and services are also available. These
services are provided until the crisis is stabilized, but are generally not more than 2 weeks in
length. Follow-up outpatient services are begun prior to the termination of Intensive Home-
Based Services.

Intensive skill building is provided by paraprofessional staff. The skill builder can work with the
family on a range of issues, including helping the family find practical solutions to barriers to
accessing services. For example, many families are struggling with basic needs, therefore have
no energy to address mental health issues. Assisting the family with accessing services to
address these needs, such as the food bank, housing agencies, or other resources, can often
resolve the crisis as ell as remove barriers to accessing continuing mental health service. Skills
trainers can walk the family through the process, and accompany them to services at first, if
needed. Paraprofessional sill trainers work as a team with Mental Health Professional staff,
supporting the work of the Mental Health Professional by helping the family practice what was
learned in family therapy. For example skill trainers can assist the family with utilizing behavior
charts, maintaining a safe and clean household, etc.

Intensive Home-Based services differ from Intensive Community Support Services for Children
in that they are expected to be provided as an emergent response to a crisis for families who are
not currently in outpatient treatment or who are not assigned to an intensive level of care within
the outpatient continuum of services. They are generally provided on a more short-term basis
than ICS and should only remain in place until appropriate services within the outpatient
continuum of services have been established.

Children’s Alternative Placements to Hospitalization

1. Crisis Respite

e Out of Home Respite Care for Children: We are exploring a number of options for this
level of care within existing programs that we believe can be developed or expanded quickly.
These resources should serve as a mental health/behavioral intervention to resolve a crisis
rather than as a potential solution to a placement problem. The length of stay is short-term,
often 2 to 3 days, following the principle of return to a home environment as rapidly as
possible:

e Respite provided in Shelter Care settings: Shelter care can provide 24 hour care of
children in crisis by professional staff in home-like environments. Case managers within
shelter care programs will work closely with Intensive Case Managers, outpatient mental
health providers and community partners to insure continuity of care. Estimated cost per bed
day is approximately $180.

¢ Respite provided in Therapeutic Out-of-Home Care Settings: Professionally trained and
fully certified families and individuals provide therapeutically structured and nurturing
setting for children. Outpatient services will be established and may continue during stay.
The available outpatient treatment services can include Intensive Case Management,
individual and family therapy, psychiatric evaluation, and medication management, skill
building, and 24-hour crisis intervention services. Length of stay and package of services are
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determined by client need and community need. The projected cost of this service is $160
per day. This rate includes the cost of the placement only and does not include the additional
costs of mental health services.

2. Intensive Evaluation and Stabilization

e We plan to create options for intensive evaluation and stabilization services to a wide age
range for boys and girls. An intensive evaluation and stabilization option may be appropriate
with a high-acuity mental health/behavioral presentation but without the need for the level of
medical intervention available in a hospital setting. Children placed within this level of care
will require a length of stay to stabilize their psychiatric condition and to establish and
integrate family and community resources.

Intensive Evaluation and Stabilization services are defined as a non-hospital level of
psychiatric assessment, evaluation, and short-term treatment in a staff or facility secure
program. The main emphasis of the services is to provide a safe environment to rapidly
stabilize a child’s behavioral and psychiatric functioning. A comprehensive assessment of
the child’s mental health functioning and recommendations for continued treatment is
provided to assist the family in the next step of treatment and support of the child. The
purpose of the child’s stay is to obtain a complete evaluation of current functioning,
stabilization of the psychiatric crisis, recommendations for ongoing care, and skills for a safe
transition to the next level of care. The average length of stay is 7-14 days.

Available services include psychiatric assessment, psychological evaluation, medical
screening, neurological screening, family assessment, social functioning, assessment, and
educational assessment. The child’s treatment team coordinates services through an
individual plan of care. The service implementation and staffing ratios follow state
regulatory guidelines. The exclusionary criteria for this level of care include children who are
medically unstable or who require the use of mechanical restraints.

The projected cost of this service is $325 a day.

3. Sub-Acute Treatment Option for Children
We plan to expand existing options for Sub-Acute care to a wider population in terms of age
and gender. A Sub-Acute option may be appropriate with a high-acuity mental
health/behavioral presentation but without the need for the level of medical intervention
available in a hospital setting. The Sub-Acute program is an alternative to psychiatric
hospitalization for clients who present an imminent risk to themselves or others. While in
Sub-Acute services, children have access to 24-hour on-site nursing care, consultation with a
physician 24 hours a day, individual, group and family therapy conducted by a Master’s level
therapist. Youth receive assessments consisting of psychiatric, mental health, nursing, and
education. The average length of stay is 24 hours-7 days. Estimated cost per bed day is
approximately $400. To date, the cost of the service has been shared with Services to
Children and Families. The service implementation and staffing ratios follow the state
regulatory guidelines. The exclusionary criteria for this level of care include children who
are medically unstable or who require the use of mechanical restraints.
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Older Adult Alternatives to Hospitalization:

The Acute Care Coordinators will facilitate referrals to existing resources. Older Adults often
have a particularly high need for structured settings to provide safety and health care for co-
existing physical health needs that often precipitate the onset of serious mental health disorders,
particularly dementia and related conditions. The use of Nursing Home beds for clients with
significant functional needs is an option for some older persons following acute episodes,
however, placement is not recommended without adequate assessment and follow-up by the
mental health system. PASRR Level II screenings as well as outreach counseling services can be
employed in order to assure that an older person is not "dumped" into a senior care facility
without adequate assessment and attention for key mental health needs. Similarly, Adult Foster
Homes and Residential Care facilities offer care, and should be complimented by sufﬁc1ent
mental health treatment to assure continued stabilization.

Respite services have been successfully provided to older persons whose placements are at risk.
Services provided by specially trained C.N.A.'s has proven to be effective in reducing distressing
(and often destructive) behavioral episodes, and reducing the stress level of caregivers.

Other services may be provided in any manner that is clinically indicated; from peer counseling
to gero-psychiatric work-ups, according to the level of need required to assure the goal of
stabilization.

Secure Evaluation Facility

This service will be provided through a contract with Woodland Park Hospital. The program
will be sited in a ward adjacent to the Emergency Department thus effecting potential
efficiencies in staffing and cost. In high-demand times, any hospital staff can be called in to
assist. A percentage of staff are already working on the in-patient psychiatric units, so would be
able to fill in when necessary.

This will NOT be an open facility, that is, available for walk- in clients. The rationale for the
closed secure facility is threefold. First, experience with “walk-in” secure facilities has shown
that mixing of all populations and levels of risk/dangerousness is difficult to manage. The lower
risk consumers, young children, and older adults are exposed to potential vicarious trauma and
are often subjected to long wait times due to the need to triage and treat the highest risk
consumers first. Staff must try to serve a wide variety of needs compromising their ability to
attend to some of the more subtle crises. Secondly, staffing and maintaining capacity for urgent
walk-in traffic at the same time as having 24/7 capacity for up to 3 secure police holds is very
expensive. It represents a single model of urgent/emergent care that does not lend itself to a
continuum of community-based, least restrictive alternatives as are outlined in this proposal.

The secure, hospital based facility is a necessary part of this continuum, but its purpose is for use
in cases where a police or crisis triage decision is made after exploring risk and other alternatives
for consumers who cannot be better and more safely served in another community setting.
Thirdly, the current CTC’s experience is that an open, hospital-based facility acts as a magnet for
the provision of convenient routine care, provided at extremely high cost.
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Demand for Secure Evaluation Facility service is therefore expected to be considerably lower
than in the current CTC model. Referrals for secure evaluation and stabilization will come from
police, the mobile outreach team, or from the 24 hour crisis/access line staff who have
determined that the consumer needs this level of care and cannot be better served by the
community-based urgent clinics or mobile outreach.

Initiating this service design successfully will require that the development of other service
element system enhancements, especially the community-based urgent walk in clinics, will need
to occur first and become established prior to implementing the “no open door” secure evaluation
facility.

The purpose of 23-Hour observation capacity is to provide the least restrictive treatment
alternative for clients by providing for a period of assessment for those patients deemed to have
the potential to rapidly regain functioning, and to facilitate their smooth reintegration into the
community by providing optimal discharge planning. Consumers who cannot be safely and
effectively evaluated in a less restrictive setting are referred or brought by police or secure
transport. The facility will be primarily used for adult and older adolescent consumers. Though
never a first choice, the facility should be available to be used by older adults if necessary, and
will utilize specialized approaches and protocols for this sub-population, including phone
consultation with geriatric specialty staff.

The space at Woodland Park Hospital will include secure hold rooms and observation rooms for
extended evaluation and stabilization. The facility will be a pleasant, spacious environment that
is not over-stimulating. Staffing patterns will reflect a multi-disciplinary approach as well as
blending of in-patient staff and staff from the community to better integrate levels of care and to
ensure communication and continuity of care.

Older Adult Secure Evaluation

Older Adults with need for 23 - hour observation would be screened by clinicians in consultation
with on-call geriatric mental health specialists who will determine if there is a need for a geriatric
psychiatric bed in the facility. Provisions for medical rule-outs through use of key lab work will
be completed upon admission to the observation facility.

Care Coordination

Care Coordination will operate collaboratively between Verity and the Provider Organizations.
Two aspects of this collaboration must be coordinated. The first area involves information
management, billing reconciliation, and eligibility determination. Verity’s role should include
the development and operation of an OHP prime number based information system. This care
coordination capacity will tell authorized users about a client’s eligibility status and who is
responsible for their care in addition to the having the demographic and clinical information
associated with the data fields required by OMAP for encounter submission. Ultimately, this
will lead to the development of a web-based care-coordination and clinical record capacity.

The second area is clinical, that of Acute Care Coordination. This material is covered in
Appendix 4: Acute Care coordination Plan.
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Transportation

Mountain Retreat Secured Transport has a history of providing this service in the metropolitan
area for many years. They are quite experienced with transporting adults and children and
adolescents in distress and possess the appropriate liability coverage and consent procedures to
perform this service for individuals on a commitment status. Mountain Retreat can also bill
Medicaid (via a subcontract with Tri-Met) for eligible persons.

Intensive Community Support Services

Intensive Community Support services provide a unique array of outreach services in the
community for people with severe and persistent mental illness. Intensive Community Support
will typically be made up of a multidisciplinary teams of six and ten members, and will include
consumers, as well as members of underserved communities in areas where this is an issue.
Teams will be assigned a consulting Licensed Medical Professional and may contain specialists
in child/family work, addiction treatment, housing, or other specific competencies. These teams
will be developed within the provider agencies through the re-allocation of existing outpatient
resources to the development of these teams.

All services by ICS teams are provided in the community — at home, in shelters, in public places
~ on the street if necessary. Services are intensive, but short in duration — the goal is stabilization
and not continuous care. Once an ICS client is stabilized and able to make use of conventional
office-based services and other peer and naturally occurring community supports, ICS services
can be withdrawn. :

These community-based services are critical elements to achieving recovery goals such as
establishing and maintaining housing, employment, or improving social and familial
circumstances. Services are oriented toward clients who may have histories of high service
utilization or treatment failure. The approach to care taken by Intensive Community Support
staff must be to make themselves helpful and useful from the consumer’s perspective so that they
are attracted to use the services of staff. This is in contrast to more historically traditional
approaches of the treatment plan being developed by staff and imposed on the consumer.

This proposal has addressed the importance of access to services and the coordination and
integration of care as a part of the solution to the acute care crisis. However outpatient services
themselves must also be more effective, and Intensive Community Services are a crucial part of
working for the recovery of those who are unable to access the services supplied in clinics.

This model has similarities to the techniques associated with assertive community treatment,
wraparound, system of care and even community policing models. A proactive and preventative
approach is taken versus a reactive, problem-solving approach. The idea is rather than waiting
for something bad to happen and rushing to fix it, Intensive Community Support staff are chosen
by consumers and families for the services they recognize as necessary. Contact may be
occasional or frequent according to functional capacity.

These services are made available primarily during the day but can be accessed after hours for
crisis situations, preserving continuity of care. Typically, team members rotate on-call after
hours.
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Intensive Community Support Services for Children and Families:

Intensive Community Support teams for children and families consist of clinicians who are
Qualified Mental Health Professionals with training and experience in child and family mental
health. Qualified Mental Health Associates, skills trainers and mentors also function as a part of
the ICS teams. The ICS team works primarily with children and families who have intensive
mental health needs, have difficulty participating in traditional office-based services, and have
involvement with multiple systems which need integration and coordination.

Initially, the ICS clinician does a thorough needs assessment, which involves consulting with the
family and all providers involved. This is usually accomplished through a variety of modalities,
including initial assessment with the family, phone consults, review of records and synthesizing
of this information. An initial Plan of Care meeting is held to identify strengths of the child and
family as well as treatment goals and objectives. These goals are monitored and adjusted as
needed.

ICS clinicians take the lead in forming multi-disciplinary treatment teams, which include the
child’s family, mental health providers, schools, SOSCF, Juvenile Justice, DD, providers of
specialty and flexible services, and other and community and natural support systems. The ICS
clinician initiates and facilitates planning meetings with all parties, cooperatively develops and
implements the services outlined in the plan of care, and connects children and families to
appropriate services. ICS clinicians also participate in the transition of clients from higher levels
to lower levels of care, and facilitate admission to higher levels of care when appropriate.

The ICS clinician serves as the central point of information regarding a child’s services and
progress. He or she provides clinical leadership for the team, always looking at the entire system
of care for the child and family. He or she is responsible for facilitating communication among
the team members, and arranges team meetings as needed to assist with this process. In addition,
the ICS clinician assists the team with defining roles and responsibilities and setting timelines for
tasks to be accomplished. The ICS clinician is also the clinical liaison with the multiple
children’s funding sources and partners with them for the best use of resources.

ICS clinicians typically provide adjunctive services to traditional out patient services and wrap
around services. However, they do provide direct service, including assessment, crisis
management and stabilization, out reach and community based interventions (i.e. at the child’s
home or school). They can be the primary mental health provider if the child is primarily
receiving community based, wrap around services as opposed to more traditional services. ICS
clinicians also provide advocacy for the child and family with other systems that are involved
with the family (e.g. school, AFS, SOSCF). They also have the flexibility to “do whatever it
takes™ to assist the family with overcoming barriers to utilizing treatment. For example, the ICS
clinician can attend social service appointments with the family and assist with referrals and
services related to basic needs. The ICS team and providers follow the child, to provide
continuity of care for the child as much as possible.

Lengths of stay will vary considerably as this is a highly individualized service. However, the
ultimate goal of ICS is to build competencies within the child, the family, and the surrounding
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support system to allow for a step-down from ICS into the strengthened natural support system
as soon as appropriate. A family strengths focus, rather than a focus on the child’s problems in
isolation, guides all interventions. Toward this end, ICS clinicians locate and develop community
resources. They can access flex funds for a variety of purposes, such as respite or community
based activities. They also screen, hire and supervise community based therapeutic mentors and
skill builders. When this service is contracted through another agency or a specialty provider in
the community, the ICS clinician provides clinical oversight. Finally, ICS clinicians are available
after hours to intervene in crises that arise with their clients. All carry pagers and rotate after-
hours on-call.
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Appendix 4:-Acute Care Coordination Plan

Care Coordination

Verity will operate a 24/7 'Acute Care Coordinator' (ACC) capability. Upon contact from any
referral source considering acute care or a length of stay extension, the ACC together with the
referring clinician(s), will discuss treatment options in the context of the criteria for "medical
appropriateness”, listed below. Hospitalization of OHP and general fund eligibles (members)
may occur without consulting the ACC. But only a pre-authorization by the ACC can guarantee
Verity’s payment for these services.

Clinical Philosophy of Acute Care: The core of all discussion concerning treatment options,
including hospitalization, should be the best clinical outcome, not cost. The best clinical
intervention is the one most likely to promote healthy functioning within a client's natural system
of support. In general, hospital resources should be used only for those who can not be treated as
safely or effectively as outpatients.

The Acute Care Coordinator will review the individual clinical circumstances of each case with
referring sources. The emphasis of these discussions will always have to do with what is best for
the consumer, not simply whether all possible outpatient possibilities have been tried and
exhausted. The issue of safety is well articulated in the minds of most clinicians. There are laws
and regulations pertaining to the involuntary detention of persons who are a danger to themselves
or others or who are gravely disabled due to a mental disorder. When involuntary treatment
criteria are met, a mentally ill person will usually be hospitalized and the “resource
management” issue will be moot.

There are, however, times when safe alternatives to hospitalization do exist. The issue of the
relative effectiveness of inpatient versus outpatient treatment is where potential problems arise.
These problems have many variables and require a simultaneous consideration of many
priorities. Cost should only be a consideration when equally safe and effective outpatient
treatment is available. There are times, however when treatment is as likely to be as effective (or
ineffective) in the hospital as in an outpatient setting.

Another issue is the relative intrusiveness and the restrictive nature of a given treatment plan.
The disruption of a person’s natural support system, the damage to their self-esteem, their
relationships and so on must all be balanced in the decision whether to hospitalize. If people can
be safely treated in their natural surroundings, in their homes and communities, then this is the
preferred option.

Psychiatric admission is not ususally appropriate for a medically fragile patient or as an initial
intervention for an elderly person with a sudden change in behavior or mental status. Medical
work-up and stabilization must always come first in these clinical situations. This is because an
acute change in mental status in this population very often is a result of a medical problem.

There are other clinical circumstances when the rapidity of effective treatment in an inpatient
setting will far outweigh considerations of cost and intrusiveness. It does not make sense to keep
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someone in the community when, due to their illness, they are destroying or burning-out their
natural system of supports, when it is an option to rapidly stabilize and discharge them from a
more restrictive (acute care) setting. These natural support systems are priceless resources that
need to be cared for and nurtured. They will make the difference between lifelong mental health
center dependency and successful individual functioning in the community.

The Role of the Acute Care Coordinator: The referring source or clinician will need to:

e Ensure that clinical criteria (below) for psychiatric hospitalization are met.

e Explore alternatives to hospitalization and be prepared to discuss why hospitalization is the
only alternative, or is the best alternative given clinical circumstances.

e Obtain enough clinical knowledge of the case to be able to present the case to the Acute Care
Coordinator.

e Call and present the case to the ACC. Using a standard format for these presentations greatly
facilitates communication.

e The ACC will go over the case with the referring source. Alternatives to hospitalization will
be explored and may be ruled in or out. Further information may be requested prior to any
decision.

e A guarantee of payment (called "pre-authorization") for a specific number of acute care days
may or may not be agreed upon. If the client is assigned to a “risk” bearing provider agency,
the final decision with regard to acute care authorization will remain with the clinician(s) of
the provider agency and not the ACC.

e If funding is pre-authorized for inpatient treatment, the referring worker should notify
hospital admissions personnel for further arrangements.

e Ifthe case is not pre-authorized, the ACC will be available, upon request, to aid in alternate
treatment plans and arrangements, in collaboration with referring clinician or agency.

e Any hospital may refuse to admit a pre-authorized case. If this occurs, the ACC will be
responsible for working with the referral source until an adequate placement is obtained.

It is always the clinician who has actual contact with the case that must make the final
determination with regard to hospitalization. If the referral source continues to believe that
hospitalization is necessary, they may pre-authorize payment from their own budgets to the
hospital. If this decision is made, then the ACC will continue to help to arrange hospitalization
in the usual manner. In this case, where there is disagreement between the ACC and the referral
source as to the medical necessity of the admission, the cost of the hospitalization is borne by the
referring agency, including the hospital itself if the hospital is the referring agency.

Acute Care costs accrued under these circumstances will be paid if an appeal process’ is
undertaken according to OHP rules and there is a determination that the acute care delivered did
meet emergency definitions and/or clinical criteria for medical appropriateness.

Clinical Criteria for Hospitalization: In order for an inpatient treatment course to be funded,
the admission must be “medically appropriate”. The definitions/criteria for psychiatric inpatient
medical appropriateness are as follows:

1. A mental disorder must be the primary cause of the signs and symptoms that make inpatient

treatment necessary.
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2. Medical cause(s) of mental or behavioral symptoms must be ruled out or be very unlikely
given the clinical circumstances. The following special populations must have a medical
clearance performed by a licensed medical practitioner prior to any consideration of inpatient
psychiatric care:

e People over age 65 with the recent onset of behavioral symptoms or an acute change in
mental status.
Medically fragile/complex persons of any age.
People who are residents of nursing homes or congregate care facilities.
People being referred from emergency rooms or hospitals.

3. Intoxication must be ruled out as the primary cause of the signs and symptoms that make
hospitalization necessary.

4. Acute inpatient treatment must be likely to be effective for stabilization and/or improvement
of the signs and symptoms produced by the mental disorder.

5. Outpatient alternatives must be demonstrated to be less likely to be effective, more likely to
be intrusive, unavailable or too dangerous.

In the case of a request for the extension of an inpatient stay, the treatment must be active,
defined by HCFA as: aggressive, consistent implementation of a program of individualized
treatment services which has been specifically designed to facilitate discharge to a less restrictive
setting as rapidly as possible.
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Multnomah County Mental Health Crisis and Acute Care Financing Plan

FY2001 FY2001 FY2002 FY2002
Costs Utilization Costs Utili;ation FTEsIUnits of Service/Comments

Section 1: Summary of Costs and Utilization
Crisis System

A. Access/Crisis Line $1,578,110 122,585 Incoming Calls

C. Secure Evaluation Facility $2,388,949 2,450 Days

D. Mobile Crisis Services $1,096,305 14,449 Service Hours

F. Urgent Walk-In Clinics $1,084,821 10,800 Service Hours

K. Homebased Stabilization Days $533,250 3,333 Verity Days

O. Warm Line $225,108 6.00 FTEs

R. Flex Fund $300,000 Dollars
Total Crisis System $7,206,543
Inpatient/Inpatient Alternative Services

G_. Sub-Acute Services $1,461,600 4176 $1,694,523 5,000 Verity Bed Days

H. Respite Services $320,913 3,074 $609,696 4,357 Verity Bed Days

I. Voluntary Inpatient Services $4,110,955 9,135 $6,915,834 9,880 Verity Bed Days

J. Involuntary inpatient Services $2,117,765 4,706 $2,819,809 4,028 Verity Bed Days

K. Indigent Inpatient Services $1,925,338 1,562 $2,154,845 1,562 Mult. Co.-Responsible Bed Days
Total 24-Hour Services $9,936,572 22,653  $14,194,707 24,827 Totals assume same number of total bed days for FY2002 with a

shift from acute to sub-acute and respite

Acute Care Administration $156,750 2.00 FTEs
New IT System Purchase, Customization, Implement $175,000 Estimate of new Raintree Software and Implementation Costs
Additional Consultation $100,000 Assume additional support will be required during fiscal year
Totals ' $21,833,000 It is assumed that this level of expenditure will be needed to ramp

up the new services, cover FY2002 costs, and pay for short-term
alternatives, such as 1 month of CTC operations.

Section 2: Currently Available Funds

indigent Inpatient Contracts $2,700,000
OHP Inpatient Contracts $7,448,000
Total Inpatient $10,148,000
CTC Funds $3,456,768
Sub-Acute Funding $1,129,249
Total Crisis & Inpatient Alternative Funding $4,586,017
Total inpatient & Crisis Available Revenue $14,734,017
Projected Excess(Shortfall) -$7,098,983
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Multnomah County Mental Health Crisis and Acute Care Financing Plan
Strategies . FY2002 : Comments
Proposed Strategies for Covering Shortfall -

A. Net Shortfall -$7,098,983

B. Funding Strategies
1 Allocate Unbudgeted Redesign Funds

Unbudgeted Amount $1,482,572 Funds were designated for use during redesign
2 Allocate a Larger Portion of MHO System-Wide Funds
MHO System-wide Funds $6,346,000 Per FY2002 Budget
less Specialized portion of system-wide -$2,637,928 Includes:Day Treatment, High End Children, Supported Classrooms,
, Therapeutic & Stabilization Classrooms, IOP Care Coordination, SOAP/RAPP
Net MHO System-wide Funds $3,708,072
Additional to allocate to Shortfall 75% Remaining additional funds should be transferred to Outpatient Pool
Additional to allocate to Shortfall $2,781,054
3 Recover FY2001Carryover, not yet budgeted
Estimate of unrecovered Carryover $200,000 Unknown; Board has currently designated that these funds should be

shifted back into county general fund; (one-time expenditure)
4 Staffing Position Freeze/Recovery

Freeze of Verity Open Positions $325,000 Preliminary Estimate of 5 positions
5 BHD/Verity Mental Health Budget Reductions
5% Budget Reduction of BHD and Verity Budgets $658,392 Includes County-Provided Mental Health Services and Admin/Support Costs
Subtotal Savings $5,447,018
Shortfall Balance -$1,651,966

C. Use of Reserves
6 Use of Mental Health Reserves

Total Reserves $2,491,771  As of 7/1/2001; includes repayment of redesign costs and System-wide Pool
One-time use of Reserves $1,651,966 (one-time expenditure)
Remaining Reserves $839,805
Shortfall Balance $0
Total One-Tlme Expenditures $1,851,966  These funds are not available in future years; Crisis and Acute Care costs

must be reduced by this amount prior to the end of Fiscal Year 2002. This
amounts to a 21% reduction in acute care bed day utilization. This model
assumes that these reductions will occur between September 2001 and
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Multnomah County Mental Health Crisis and Acute Care Financing Plan

June 2002. This also yields a savings of $1,081,856 in FY2002.
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Multnomah County Mental Health
Acute Care Utilization/Financial Model

Scenario: Version 7/14/01

Fiscal Year: i‘FY2002 l

[

|

Section 1: Population Statistics

Muitnomah County Population
Verity OHP Members
Other Residents

Total Population (per 2000 US Census)

OHP Members
Children
Adults
Older Adults
Total

FY2000 FY2002

Comments

;"”""553’13] " 88,705
| 607,373 593,781i
660,486 660,486

2452317 30,799
23,122!'  29,038i

L 5,4691 6,868
53,113 66,705

FY2000 monthly average and April 2001 for FY2002
Difference between OHP and Total Population
per the 2000 US Census

FY2000 monthly average; FY2002 based on FY2000 ratios

Section 2: Summary of Costs and Utilization

Crisis System

. Access/Crisis Line

. Secure Evaluation Facility

. Mobile Crisis Services

. Urgent Walk-in Clinics

. Homebased Stabilization Days
. Warm Line

. Flex Fund

. Transportation

Total Crisis System

400 rrmooO>»

Inpatient/Inpatient Alternative Services
G. Sub-Acute Services
H. Respite Services
I. Voluntary Inpatient Services
J. Involuntary Inpatient Services
K. Indigent Inpatient Services
Total 24-Hour Services

Acute Care Administration
Totals

FY2000 FY2000 FY2002 FY2002
Costs Utilization Costs Utilization Units of Service
$1,578,110 122,585 Incoming Calls
$2,388,949 2,450 Days
$1,096,305 14,449 Service Hours
$1,084,821 10,800 Service Hours
$533,250 3,333 Verity Days
$225,108 6.00 FTEs
$300,000 Dollars
$0
$7,206,543
$1,461,600 4,176  $1,694,523 5,000 Verity Bed Days
$320,913 3,074 $609,696 4,357 Verity Bed Days
$4,110,955 9,135 $6,915,834 9,880 Verity Bed Days
$2,117,765 4,706 $2,819,809 4,028 Verity Bed Days
$1,925,338 1,562  $2,154,845 1,562 Mult. Co.-Responsible Bed Days
$9,936,572 22,653 $14,194,707 24,827
$156,750 2.00 FTEs
$21,558,000

Resolving the Multnomah County Acute Care Crisis: Proposed Action Plan - Phase I, Draft 7/18/01, Page A6-1



Scenario: Version 7/14/01
Acute Care Utilization/Financial Model Fiscal Year: Fy2002 |

Multnomah County Mental Health

Section 3: Acute Care Flowthrough Design

Initial contact: | Initial contact:
Commumty, Initial contact: | Initial contact; | Urgent Walk-In
Police, etc. Emergency Room|  Initial contact: |Outpatient Servic Clinic
(E) 800 Access Phon |
|
Served by Mobile Served at Served at
Crisis Team Urgent Walk-In Outpatient/ i
(D) Clinic Intensive Case Triaged to Detox
(F) Mgmt
Served at Secure
Evaluation Facility
(€
Served at Served at Respite Served at inpatient Served with Served at
Sub-Acute Facility Facility Unit (Voluntary |, Homebased Outpatient/
(G) (H) Involuntary J) Stabilization Intensive Case
Services (K) Mgmt Served by
Housing
Outreach Team
; ! v L
Step Up/ Step Up/Down to Step-up to Inpatient Step-down to Step-down to
Down to Respite ,J) Homebased Outpatient/
Sub-Acute Facility Facility Stabilization Intensive Case
(G) (H) Services (K) Mgmt
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Scenario: Version 7/14/01
Fiscal Year: FY2002

Multnomah County Mental Health
Acute Care Utilization/Financial Model

Section 4A: Access/Crisis Phone Center

- '

FY2000 FY2002 FY2002 FY2002 FY2002
Total Child Adult Older Ad Total Benchmark Comments
1 Incoming Calls
Info/Referral/Access Center Calls o 95,2%1 - T B 53,210 Incoming I&R/Access calls based on 150/day Al
Crisis Calls 27’375E L 27,375 25/day Network, 50/day Mt Hood, 55/day Verity,
Total Incoming Calls 122,585 0 0 0 122,585 |!6/day after hours calls to NIMHIU, 50 {of 125/c
total) Crisis Line calls x 5 days/week, 52 wks/yr
I&R/Access Calls/Day 366 0 0 0 366 |incoming Crisis calls based on 75 (of 125/day tc
Crisis Calls/Day 75 0 0 0 75 |Crisis Line call x 7 days/wk, 52 wks/yr.
Total Calls/Day 441 0 0 0 441
2 Ratio of Incoming to Outgoing Calls e o S
Info/Referral/Access Center Calls 0.00'/ 075 075 075 075 ] Assume 1/2rate of Crisis
Crisis Calls . 0.00; . 2.00 200 200  200i 1 Based on Elinor Hall repo
3 Number of Outgoing Calls/Year
I&R/Access Calls/Day 0 0 0 0 71,408
Crisis Calls/Day 0 0 0 0 54,750
Total Calls/Day 0 0 0 0 126,158
4 Length of Incoming Calls (minutes) o o o
Info/Referral/Access Center Calls [ o 5 5 511 g " Assume 1/2 rate of Crisis
Crisis Calls ' 0: | 10 10 10 10 _ 10! Based on Elinor Hall repo
5 Length of Outgoing Calls (minutes) o ~ o ) o
Info/Referral/Access Center Calls r 00" 35 35 X 35| T | Assume 1/2 rate of Crisis
Crisis Calls me . 7.0 7.0 7.0 __7.0]| . _ _ 7.0/ Based on NSRSN analysi
6 Total Call Hours per Year (Incoming and Outgoing)
Info/Referral/Access Center Calls 0 0 0 0 12,100
Crisis Calls 0 0 0 0 10,950
Total Hours 0 0 0 0 23,050
7 FTE Demand Analysis e
Hours per FTE per Year C 990 990 990 990] [ 990] 40 hrs/wk x 45 wks/yr x 5.
FTE Requirements 0.00 0.00 0.00 23.28 productivity
8 Cost Analysis FTEs Rate Amount
'Clinicians T ~ 2328° $35,000] 814,885
IManager 1 { 1.00  $45,000 $45,000
|Support Staff _ L 1.50 $28,000 $42,000
Subtotal __$901,885
Protocol 10 PM - 8 AM Costs ) . $90,000]
Benefits/Payroll Taxes P 25%;  $225471
Other Exp. as % of Comp. i 40% $360,754
Total Cost to Verity $1,578,110
$131,509

Cost per Month
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Multnomah County Mental Health

Acute Care Utilization/Financial Model

Scenario: Version 7/1 Aiﬁﬂ
Fiscal Year: FY2002 |

Section 4B: Individuals in Crisis Analysis

FY2000 FY2000 FY2000 FY2000 FY2002 FY2002 FY2002 FY2002
Child Aduit Older Ad Total Child Adult Older Ad Total Benchmark Comments
# Becelvmg Crisis Services [ 1,492 8,107 182} 9,781 ] 1,716 10,323 209, 12,248 CTC. included only Multnomah Clients; In 1999
Adjustments 5 : 0! : 0 |2.5% of svcs were to Older Aduits; in 2000 179
Total Receiving Cr|S|S Services 1,492 8,107 182 9,781 1,716 10,323 209 12,248 sves were to youth under 18. These percents
applied to 9,781 episodes in 2000. Added 100(
o T - Y vy Tt | o s — g additional from N/MH/U walk ins, all to adult. A
% Trlaged to SeCl..ll'e Eval Facmty \ 100% 100% 100%. : 20% 20% 20 /m' assume that volume will go up 15% with increa
% Triaged to Mobile Crisis Team : 2% 2% 2% ’ 25% 20% 50%, access options.
% Triaged to Urgent Walk-In Clinics i 0% 0% 0%i i 55% 60% 30%;
! : ; !
! K ! 1
Total % 102% 102% 102% 100% 100% 100%
# Triaged to Secure Eval Facility 1,492 8,107 182 9,781 343 2,065 42 2,450 |Note that SEF is a level of care, children will be
# Triaged to Mobile Crisis Team 30 162 4 196 429 2,065 105 2,598 |served in setting separate from adults. Assume
# Triaged to Urgent Walk-In Clinics ’ 0 0 0 0 944 6,194 63 7,200 (remaining crisis services will be split between
0 0 0 0 0 0 0 0 {Mobile Crisis and Urgent Walk-In Clinics.
0 0 0 0 0 0 0 0
Total 1,522 8,269 186 9,977 1,716 10,323 209 12,248
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Multnomah County Mental Health Scenario: Version 7/14/01
Acute Care Utilization/Financial Model Fiscal Year: FY2002

Section 4C: Secure Evaluation Facility Services/Dispositions

FY2000 FY2002 FY2002 FY2002 FY2002

Total Child Aduit  Older Ad Total Benchmark Comments
1 Services
Number Served - 9,781 343 2085 = 42 2,450 L FY2000 = Util at CTC
Average Length of Stay (ALOS) T 100 " 1.00 "~ 1.00] L ! This is a 23 hour facility
Days of Service 343 2,065 42 2,450
2 Dispositions L ]
# discharged to Sub-Acute Beds 17 206 4 228 T 7T
# discharged to Respite Beds 14 83 2 98
# transferred to V-tary Inpatient 55 330 7 392 .
# trans. to Involuntary Inpatient 26 310 6 342 :
# discharged to Homebased Stab. 17 103 6 127 :
# discharged to OP Svcs/Community 214 1,032 17 1,264 .
Total - 343 2,065 42 2,450
% discharged to Sub-Acute Beds L % 10% 10%l [ 28%, [Benchmark dispositions from
% discharged to Respite Beds : 4% 4% 4% 2% |Maricopa County Urgent
% transferred to V-tary Inpatient - 16% 16% 16% 2%! [Care Center during CY2000.
% trans. to Involuntary Inpatient : 7.5% 15% 15%; 12%: |The UCCs there include a
% discharged to Homebased Stab. _ 5% 5% 15%, ! 1%, [walk in clinic function, which
% discharged to Non-Acute Svcs array 63% 50% 40% 559~ |iS Separate in this proposed
Total (must equal 100%) 100% - 100% 100% approach.
3Capacity Analysis ~~~~ ~ Beds Bed Days
'Secure Hold Room 4 1,460
'23 Hour Observation 8! 2,190
Total Capacity 10 3,650
Demand - Bed Days - Adults 2,106 Total SEF, less child bed
% Utilization 58%
Demand - Bed Days - Child 343 Assume purchased elsew
4 Cost Analysis . Method
Adult Bed Capacity Purchase [ Yes 3,650 Per Capacity Analysis
Adult Utilization-Based Purchase L _No | 2,106 Per Demand Analysis
Cost per Bed Day r $785] 300} Per Maricopa County
Total Adult Cost $2,866,080
Child Bed Days 343
Cost per Bed Day [~ 77$350][ ~  $300] Per Maricopa County
Total Child Cost $120,106
Total Cost o $2,986,186
Multnomah OHP Patients % 60% $1,791,712 Hall: CTC - 38.3% Medic:
Multnomah County Responsible Self Pay Patients % 20% $597,237 Hall: CTC - 15.8% self-pa
Patients with Other Payors % 20% $597,237 Hall: Projected 61% for Sl
Net Cost to Verity 100% '$2,388,949
Cost per Month $199,079
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Multnomah County Mental Health

‘Scenario: Version 7/1 4/01’@

U ——

Acute Care Utilization/Financial Model Fiscal Year: Fy2002 .
Section 4D: Mobile Crisis Services
FY2000 FY2002 FY2002 FY2002 FY2002
Total Child Adult Older Ad Total Benchmark Comments
1 Services
Number Field Encounters 196 429 2,065 105 2,598
% Svcs = hr. length: T T 2,000 . 85% 65%  65% " 7 '65%, Based on NSRSN analysi
% Svcs = hr, length: l 3.00{ : 25% 25% 25% ; 25%| Based on NSRSN analysi
% Svcs = hr. length: L 400 : 10% 10% 10% l 10%; Based on NSRSN analysi
100% 100% 100%
Hrs of Svcs - hr. fength: 2.00 558 2,684 136 3,378 Transportation of consum
Hrs of Svcs - hr. length: 3.00 322 1,548 78 1,949 to be arranged, not by tea
Hrs of Svcs - hr. length: 4.00 172 826 42 1,039
Total Hours of Client Service 1,051 5,058 256 6,366
Trave! Time/Encounter L322 1,548 “‘Afj] 1,949 .75/hr. travel time per enc
Outreach:; # Staff r_ff R | 0% 25% 50% Plus commitment staff &
Outreach: # Staff L 2' ] 100% 75% 50% "
__ _100% __ 100% _ 100% ED visits, 1 person, 1.75 |
ED/Detox Encounters r ] 2,789 including travel time
Total Staff Hours 2,424 8,852 385 14,449
2 Dispositions

# triaged to Sub-Acute Beds 17 83 4 104
# triaged to Respite Beds 17 83 4 104
# triaged to V-tary Inpatient 21 103 5 130
# triaged to Involuntary Inpatient 34 165 8 208
# triaged to Homebased Stab. 21 103 5 130
# triaged to OP Svecs/Community 317 1,528 77 1,923
Total 429 2,065 105 2,598
% triaged to Sub-Acute Beds " 4% 4% 4% % Benchmark adult
% triaged to Respite Beds i 4% 4% 4% | 3% dispositions from
% triaged to V-tary Inpatient ] 5% 5% 5%I| ! 3% Maricopa County Mobile
% triaged to Involuntary Inpatient . 8% 8% 8%I g 3% Crisis during CY2000.
% triaged to Homebased Stab. o 5% 5% 5°/9J ! 1%
% triaged to OP Svcs/Community 74% 74% 74% 4483‘_'/31
Total (must equal 100%) 100% 100% 100% (Some % of IP admits will flow through the SEF)
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Multnomah County Mental Health

S

Scenario: Version 7/1 4/6311

Acute Care Utilization/Financial Model Fiscal Year: Fy2002
Section 4D: Mobile Crisis Services (continued)
FY2002 FY2002 FY2002 FY2002 FY2002  FY2002  FY2002 FY2002 Benchmark Comments
3 Staffing/Capacity Teams  StaffTeam  Hrs/Wk Yr. Hrs # On-Call  Days/wk  Days/yr ]
M-F 8am-2pm ! 5 11 200 10,400 . 0 oi 0 |Teams work 8 hour shifts; 4 teams work out of the Urgent
M-F 2pm-10pm ! 5 1 200 10,400 ! 0 0 0 |Walk-In Clinics M-F 8-4; 2 teams work M-F 1-10; 2 teams w:
M-Th 10pm-8am ; 1 2| 80 4,160 ! 0 0 |a4hr shift on Saturday, rest of service is provided by on-call
Sa-Su 8am-10pm ' 1 2| 56 2912 0 0 o |coverage.
Sa-Su 10pm-8am L 1 2| 60 3,120 . 0 0 0
Total Capacity 596 30,992 0 0 ] e
Capacity-Based FTEs 17.22 l 1,800] 40 hrs/wk x 45 wks/yr
Demand - hours 14,449
% Utilization 47%
4 Cost Analysis FTEs Rate Amount
[Clinicians 1722, $35,000f  $602,622
Manager i ! 1.00 $45,000 $45,000
{Support Staff | 150 $28,000 $42,000
Subtotal Staff __ se89p22
Benefits/Payroll Taxes Ir 25%]  $172.406
Other Exp. as % of Comp. L 40% $275,849
On Call Costs Hrs/Shift  Shifts Rate
Weeknight shift costs 0, $75.00 $0
Weekend shift costs o 0' $125.00 $0
Service Costs ~_4.00 0. _ $15.00| $0
$0
Total Cost $1,137,877
Services % Insured Pmt Rate Hall: assumed 50% insur
Revenue Projections 2,508 20% $80! $41,571 rate; Jarvis: assume or
Net Cost to Verity $1,096,305 bill open card clients
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Milltnomah County Mental Health Scenario: 'Version 7/14/01
Acute Care Utilization/Financial Model Fiscal Year: FY2002

i

Section 4E: Emergency Department Services

FY2000 FY2000 FY2000 FY2000 FY2002 FY2002 FY2002 FY2002
Child Adult Older Ad Total Child. Adult Older Ad Total Benchmark Commgnts

1 Services e e e~ e FY 2000 based on 2,500 PPMC ED Psych Visit

Number Served L 723 3,421 106 4,250} ; 542 2,568 80 3,188 |1999 and 1,750 Adventist Medical Center ED P:
2 Dispositions Visits in 2000. Assume 25% reduction in FY20(

# triaged to Sub-Acute Beds 11 51 2 64

# triaged to Respite Beds 11 51 2 64

# triaged to V-tary Inpatient 163 770 24 956

# triaged to Involuntary Inpatient ’ 0 0 0 0

# triaged to Homebased Stab. 27 128 4 159

# triaged to OP Sves/Community 331 1,565 48 1,944

Total 542 2,566 80 3,188 half of these will have mobile team on site

% triaged to Sub-Acute Beds a 2% 2% 2% '

% triaged to Respite Beds ' . 2% 2% 2% o

% triaged to V-tary Inpatient : 30.0% 30.0% 30.0%: 36%) based on CTC data analy:

% triaged to Involuntary Inpatient ' 0% 0% 0%:

% triaged to Homebased Stab. . 5% 5% 5%;

% triaged to OP Svcs/Community 61% 61% 61%

Total (must equal 100%) 100% 100% 100%
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Multnomah County Mental Health Scenario: 'Version 7/14/01
Acute Care Utilization/Financial Model Fiscal Year: FY2002

Section F: Urgent Walk-In Clinics

FY2000 FY2002 FY2002 FY2002 FY2002

Total Child Adult Older Ad Total Benchmark Comments

1 Services )

Number Served 0 944 6,194 63 7,200

Avg Service Hours i 1.50 1.50 1.50 T T n
Avg # of Visits | 1.00 1.00 1.00 L
Total Service Hours 1,416 9,291 94 10,800 '

2 Dispositions
# triaged to Sub-Acute Beds 19 124 1 144
# triaged to Respite Beds 19 124 1 144
# triaged to V-tary Inpatient 85 867 6 648
# triaged to Involuntary Inpatient 0 0 0 0
# triaged to Homebased Stab. 47 310 3 360
# triaged to OP Svcs/Community 774 5,079 51 5,904
Total 944 6,194 63 7,200
% triaged to Sub-Acute Beds T T2% T T 2% T 2%

% triaged to Respite Beds : 2% 2% 2%.
% triaged to V-tary Inpatient ' 9% 9% 9%
% triaged to Involuntary Inpatient ) 0% 0% 0%
% triaged to Homebased Stab. ! _ 5% 5% 5%
% triaged to OP Svcs/Community 82% 82% 82%
Total (must equal 100%) 100% 100% 100%

3 Staffing/Capacity 12 day Clinics_ StaffiClinic__ Hrs/Wk Yr. Hrs FTEs Based on 4 regional Walk-In Clinics providing 2 - 1/2 day clinic sessions per day, 5 ¢
M-F 8am-5pm 40 H 160 8,320 per week M-F (4 x 2 x 5 = 40 clinic sessions/wk), plus 1 evening clinic per week M-F
M-F 1-5pm 15 1 60 3,120 plus 1 Saturday clinic (1-4pm).

M-F 5pm-Spm : : 10 11 40 2,080

Weekend ! 1 2! 8 416 __

Total Capacity 268 13,936 7.74 T 11,8001 40 hrs/wk x 45 wks/yr
Demand - hours 10,800 6.00 | 1,800" 40 hrsiwk x 45 wks/yr
% Utilization 78% S
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Multnomah County Mental Health Scenario: 'V;f;iaﬁ;/14io-1"j

Acute Care Utilization/Financial Model Fiscal Year: FY2002 ;
Section F: Urgent Walk-In Clinics (continued)
4 Cost Analysis Method
Capacity FTE Purchase ; Yes 7.74 Per #3 above
Utilization-Based FTE Purchase 1 No | ‘ 6.00 "
) . FTEs Rate Amount
Scheduled QMHPs j ~ 774 $35,000] $270,978
QMHP Float ! 1.00 $35,000 $35,000
LMP - MD Contracted : 1.30 $208,000 $270,400
LMP - ARNP Contracted , ! 1.30 $72,800 $94,640
Manager i . 1.00 $45,000 $45,000 Supervises all sites
Support Staff ) 2,00 _ $28,000 $56,000 - . Portions of FTES at 4 clin
Subtotal B $772,018
Benefits/Payroll Taxes [ 25%]  $193,004
Other Exp. as % of Comp. | 40%!  $308,807
Total Cost T $1,273,829
Svc Hrs % Insured Pmt Rate Insured = open card, Med
Revenue Projections 10,800 - 35% $501  $189,008 self-pay and private insuri
Net Cost to Verity $1,084,821
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Multnomah County Mental Health

JU—

Scenario: 'Version 7/14/01

1
Acute Care Utilization/Financial Model Fiscal Year: FY2002 |
Section 4G: Sub-Acute Beds
FY2000 FY2002 FY2002 FY2002 FY2002
Total Child Adult Older Ad Total Benchmark Comments
1 Services )
Admits from Secure Eval Facil 17 206 4 228
Admits from Mobile Crisis 17 83 4 104
Admits from Emergency Depts 11 51 2 64
Admits from Urgent Walk-In Clin 19 124 1 144
Admits from Respite Beds 1 6 0 7
Admits from Voluntary Inpatient 3 18 0 22
Admits from Involuntary Inpatient 1 5 0 6
Total Admissions 0 69 494 12 575
Verity OHP Admissions 0 60 430 10 500
Average Length of Stay (ALOS) f 1400 10.00 _ 10.00 _ 10.00;
Days of Service | 4,800 691 4937 120 5,747
Verity OHP Days 4,176 601 4,295 104 5,000
2 Dispositions
# discharged to Respite Beds 0 25 1 25
# discharged to V-tary Inpatient 3 25 1 29
# discharged to Involuntary Inpatient 3 25 1 29
# discharged to Homebased Stab. 3 25 1 29
# discharged to OP Sves/Community 59 395 10 463
Total 69 494 12 575
% discharged to Respite Beds 0% 5% 5%
% discharged to V-tary Inpatient 5% 5% 5%
% discharged to Involuntary Inpatient 5% 5% 5%
% discharged to Homebased Stab. 5% 5% 5%
% discharged to Non-Acute Svcs array 85% 80% 80%
Total (must equal 100%) 100% 100% 100%
3 Capa