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Behavioral Health Organization (BHO) to
BH-Administrative Service Organization (BH-ASO) 2020


Thurston and Mason County Commissioners informed the Washington State Healthcare Authority that both counties would exercise their
‘first right of refusal’ and select TMBHO as the Behavioral Health-Administrative Service Organization (BH-ASO) for the Thurston-Mason
region, beginning January 1, 2020.



Payment for Medicaid ($60 million per year) services in Thurston-Mason Region will transfer to 4 Managed Care Organizations:




Molina Healthcare, United Healthcare, Amerigroup, Coordinated Care (Foster Care only)

BH-ASO Retains: Non-Medicaid funding (reduced by 30%) = ($10 million per year)


Crisis Service System (Medicaid/Non-Medicaid)


24/7 Crisis Hotline



Mobile Crisis Teams



Designated Crisis Responders (DCRs)- involuntary treatment



Ombuds system, Western State Hospital Liaison, Peer Bridgers, Housing and Recovery through Peer Services (HARPS)



Regional Involuntary treatment courts (4-6), Jail Diversion Program (Trueblood)



Involuntary-hospitalization for non-Medicaid individuals (350-400 per year)



Priority Populations (Pregnant & Parenting Women, injecting drug users, clients discharged from institutions)



Other treatment services/supports- voluntary inpatient & outpatient, detox, education & outreach, etc. (as funding allows)
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Integrated Managed Care (IMC) Update


HCA Announced Request for Proposal will be released July 2020 to allow for additional Managed Care Organizations
(MCO) to enter the Thurston-Mason region by January 1, 2021. The justification for this RFP as reported by HCA staff
is as follows:


Agency payments by MCOs have been delayed; HCA believes more competition will encourage better relationships between MCOs and
agencies



HCA is concerned that (currently) one MCO will has too large of a market share statewide



Crisis System Workgroup (local hospitals, crisis providers, E&T, law enforcement) has grown in Thurston. Looking to
implement similar workgroup by June 2020 in Mason



Crisis Services have remained relatively consistent over the first 1/3 of 2020 when compared to 2019
Thurston Mason ASO
1. Crisis Hotline Calls

a. # of Hotline Calls
b. # of calls answered
c. # of calls answered within 30 Seconds
d. # Average Speed of Answer in Seconds
e. # Abandonment Rate %
a. # of MH ITA Investigations
2. # ITA Investigations and outcome b. # of SUD ITA Investigations
c. # Detained

Jan-20
1490
1430
1430
9
4.10
187
4
64

Feb-20
1483
1417
1417
7
4.50
212
1
74

Mar-20
1658
1615
1615
8
2.6
210
2
88

Apr-20
1588
1524
1524
8
4.03
183
3
67
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2020 Mental Health Legislation


HB 2099 -Effective June 11, 2020, Designated Crisis Responders (DCRs) are authorized to use video to conduct
Involuntary Treatment Act (ITA) evaluations by video, provided that a licensed health care professional or
“professional person” is present with the person subject to the evaluation at the time of the interview.


Olympic Health & Recovery Services (OHRS) was the first agency in the state to begin implementing this
practice, allowed by HCA prior to June 11 due to COVID-19. Thus far, the designated crisis responders have
completed over 80 video ITA evaluations in Thurston County and are partnering with the University of
Washington to develop a statewide training for other agencies and hospitals who plan to implement this
practice.



SB 5720- Effective January 1, 2021, the period for initial detention under the Involuntary Treatment Act (ITA) is
increased from 72 hours to 120 hours, excluding weekends and holidays.



$8 million was appropriated for grants that would be awarded to community hospitals, treatment providers or
psychiatric hospitals to expand bed capacity to treat patients with mental health disorders.


TMBH-ASO is partnering with Telecare to apply for a grant that would expand capacity for long-term civil
commitment beds at the Tumwater Triage facility
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Behavioral Health during COVID-19


Centers for Medicare/Medicaid (CMS) has relaxed rules pertaining to Telehealth



Most providers have switched to Telehealth services only



Services reduced by 24% in April



HCA has encouraged Managed Care Organizations to ‘keep providers whole’



PPE provided to some agencies through Thurston County PHSS



HCA and others concerned about potential increase in need once COVID-19 restrictions have been
removed
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Updated April 16th, 2020

Statewide High-Level Analysis of Forecasted Behavioral
Health impacts from COVID-19
SUMMARY
Purpose
This document provides a brief overview of the potential statewide, behavioral health impacts from COVID-19.
The intent of this document is to communicate the potential impacts of the outbreak to response planners
and behavioral health organizations so they can adequately prepare.

Bottom Line Up Front


The behavioral health impacts from the COVID-19 outbreak and related government actions will likely
cause a surge in behavioral health symptoms across the state. This surge will present differently based
on the stage of the pandemic, the effectiveness of the overall response effort, and the populations
being impacted. In particular, a second pandemic wave would dramatically change this forecast. This
forecast will be updated during summer months based on new data.



These impacts will likely be seen in phases with anxiety related issues becoming prevalent immediately
through the next 2 to 3 months, followed by an increase in depressive symptoms over 2 to 6 months,
peaking around 9 months (around November / December 2020). 8,9 This could potentially coincide with
a second wave of infections, a pattern consistent with previous pandemics.



In Washington, the highest risk of suicide will likely occur between October and December 2020. This is
consistent with known cycles of disaster response patterns. Seasonal affective disorder also increases
at our latitude at that time of year.



Outreach and support strategies need to be tailored based on the current phase of the incident and
the target population. Population specific impacts can be found in the companion document: COVID19: Forecasted Behavioral Health Impacts Guide for Specific Groups.



Efforts should focus on activating/augmenting existing community supports to increase social
connections, which reduces behavioral health symptoms, and encouraging active coping skills among
target audiences.



An eventual return to baseline levels of functioning for most people should occur around February
2021, assuming the pandemic does not enter an additional disruptive (social and economic) wave.

Forecasted Behavioral Health Symptoms from COVID-19 Over Time

Key Things to Know
1.
2.
3.

4.

5.

6.

Approximately 650,000 Washingtonians were receiving treatment for behavioral health needs
prior to the COVID19 outbreak.
Approximately 700,000 Washingtonians have mental health concerns, but were NOT receiving
services prior to the outbreak.
Approximately 10% to 33% of individuals experience symptoms of acute stress (such as
negative thoughts, sadness, intrusive dreams or memories, avoidance, insomnia or
hypersomnia, headaches & stomach aches) within one month after the impact phase of a
disaster or critical incident. In Washington, that timeline begins mid-March 2020. 10, 11, 12
Based on population data for Washington, and known cycles of common psychological
responses to disasters, we can reasonably expect that approximately TWO MILLION
Washingtonians could experience behavioral health symptoms consistent with acute stress,
anxiety, or increasing depression from the present time to over the next two to six months.
These symptoms will likely be strong enough to cause significant distress or impairment for
most people in this group.
Only 4% to 6% of people typically develop symptoms of PTSD after a disaster (equivalent to
380,000 individuals in Washington). This number can vary quite a bit depending on the type of
disaster, and is often higher amongst first responders and medical personnel if the disaster is
more chronic, widespread, children are hurt or injured, and burnout is likely. 10,11, 12
Behavioral health symptoms will likely present in phases: 8,9
a. We can reasonably expect that behavioral health symptoms including anxiety, trouble
sleeping, stomach aches, and headaches will increase dramatically amongst the general
population in the next one to two months (April – May 2020).

b. Behavioral symptoms associated with “acting out”: (aggression, law breaking, increased
substance use) or “acting in” (voluntary isolation, non-participation, blunted emotional
expression) may increase in the next three to six months (June - Sept 2020).
c. Depression rates and symptoms, along with suicides, could increase dramatically in the fall
and winter of 2020, with November and December likely being the most difficult. This is
due to a particularly hard combination of the experience for the general population of:
i.
The Disillusionment phase of disaster recovery (when people recognize
that things will not be returning to the way they once were)
ii.
The season (holidays as well as limited daily sunlight)
iii.
Long term effects of financial losses or concerns on sense of hope
d. An eventual return to premorbid baseline levels of functioning by February or March 2021
is anticipated for most people, assuming that the pandemic does not enter an additional
disruptive (social and economic) wave before December 2020. 8,9
7. Behavioral health systems, providers, and public messaging teams should be mindful of the
following strategies to maximize the impact of their efforts:
a. Primary efforts for the next 6 to 9 months should be focused on activating community
supports to increase social connections (and thus reducing behavioral health symptoms)
and encouraging the development of ACTIVE coping skills amongst the general public to
reduce symptoms of depression.
b. There should be a psychoeducational emphasis on the disaster response cycle so that
people are informed about what they may expect, and they do not pathologize a normal
response to an abnormal situation.
8. The typical response to disaster is RESILIENCE, rather than disorder. 8,10 Resiliency can be
increased by: 13
a. Focus on developing social CONNECTIONS big or small
b. Reorienting and developing a sense of PURPOSE
c. Becoming adaptive and psychologically FLEXIBLE
d. Focusing on HOPE
9. Resilience is something that can be intentionally taught, practiced, and developed for people
across all age groups.
10. Community support groups, lay volunteers, and all manner of social organizations and clubs
are resources that can be developed to help reduce behavioral health symptoms for the
general population, and should be leveraged to take pressure off depleted or unavailable
professional medical and therapeutic resources throughout 2020.
11. Approximately half of the individuals who experience a behavioral health diagnosis will
develop a substance-related disorder, and vice versa. 6
a. As a result, we can expect substance-related symptoms and disorders to increase as
behavioral health symptoms and disorders increase.
12. During disasters, individuals may have difficulty accessing their prescribed medication, which
could lead them to seek alternatives. Relatedly, the Stay Home, Stay Healthy policy means that
peer support groups for both substance-related disorders and behavioral health disorders and
are inaccessible via traditional means.
a. Healthcare providers should anticipate an increase in substance-use as a possible disaster
reaction, and should suggest both healthy alternatives for coping, and sources of support.

Background and Analysis
Reactions and Behavioral Symptoms in Disasters: SAMHSA

https://www.samhsa.gov/dtac/recovering-disasters/phases-disaster

Mental Illness, Behavioral Health Diagnoses, and Demographics
National prevalence rates for mental and behavioral health diagnoses2,4
Generalized Anxiety Disorder = approximately 1% of adolescents, 2.9% adults (6.06 million nationally)
Panic Attacks = 11.2% of adults (23.40 million)
Panic Disorder = approximately 2-3% of adolescents and adults (4.18 million)
Mood Disorders = approximately 9.7% of adults4 (20.27 million)
Depression = 12.7% in WA, 41.1% of whom received mental health services1
Annual suicide rates: approximately 17 per 100,0003
Post-Traumatic Stress Disorder: 3.5% of adults nationally2
Substance-Related Disorder prevalence:
National prevalence rates for substance-related disorders:2, 4, 5
Alcohol Use Disorder = approximately 4.6% of adolescents, 8.5% of adults
Cannabis Use Disorder = approximately 2.3% of adolescents, 5% of young adults, and 0.8% of adults
Opioid Use Disorder = approximately 0.6% of adolescents, 1.1% of young adults, and 0.8% of adults
Population of WA: Approx. 7.5488 Million
Percentages with baseline Serious Mental Illness (2017 most recent):
Young adults from 18-25 = 6.2%1 (or 467,976 people)
Adults 18 and over = 5.3%1 (or 400,044 people)
Percentage of adults 18 and over with ANY mental illness who received treatment in Washington (2017
most recent): = 45.6% (approximately 650,000 people or 8% of the total population of WA)1
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TST Community Brainstorm—Summary of Responses
March- April 2020
Program
Mental Health Therapy
for residents of
Quixote Village

Residential, lower level
of care for people with
Co-Occurring disorders

Description
- Many residents who have acute mental health disorders
have barriers that prevent them from seeking treatment
offsite (mental health disorder preventing them from
attending, transportation, care coordination, scheduling,
etc.)
- Recently launched this service with small grant, but not
sustainable
-

-

Carrie’s notes
Applied for community
grant in 2019

Submitted by
Jaycie
Osterberg,
Panza/ Quixote
Village

Many people who are discharged from inpatient, acute
services are discharged to shelters resulting in relapse
potential, inability to obtain prescriptions, no support, and
a return to an inpatient setting.
This level of care doesn’t exist in Thurston/ Mason

This issue likely much
larger than TST

Sue Brooks,
Telecare

Recipient of TST
community grant for
numerous years. Not
funded in 2019

Kirsten York,
Community
Action Council

Could this need be
addressed through new
Law Enforcement Assisted
Diversion programming?

Wayne
Lindstrom,
Recovery
Innovations

Monarch Children’s
Justice and Advocacy
Center

-

Provides treatment to children and their families who are
victims of sexual abuse, criminal neglect and witness to
violence.

Nisqually Jail Substance
Use Disorder
Professional

-

Additional Crisis
Response Unit (like
Olympia Police
Department CRU)

-

Augment the existing TST-funded diversion/ reentry
program at Nisqually with a SUD clinician to provide
evaluations/ assessment for treatment
Currently, reentry staff person must seek support from
other programs to have assessments completed;
sometimes it is not possible to do these timely
Provide consistent 24/7 outreach services to those in crisis,
identify each individual's circumstances and needs, and
help identify individuals with chronic mental health
disorders, substance abuse and co-occurring disorders.
Crisis stabilization, divert from ER/ jail.

-

Joe Svoboda,
Lacey
Prosecutor

Funding for Community
Schools in Tumwater
and Yelm

-

Coordination of: 1) identification, 2) co-enrollment, and
3) case management of high school students in need of
mental health and/or substance abuse treatment services
within Tumwater and Yelm school districts in
collaboration with multiple treatment providers

Applied for community
grant in 2019.

Meghan
Sullivan,
TOGETHER!

IMPACTS OF COVID ON BEHAVIORAL HEALTH
( AN INCOMPLETE & EVOLVING LIST…)
Decrease or elimination of in-person services
•

In person treatment replaced by telehealth/ online options

•
•

Pros and cons– who does this work for? Who doesn’t it work for? How long will this last?

Less formal supports may not translate online as easily…but creativity abounds

Increased pressure on behavioral health service delivery system
•

New Medicaid enrollees due to economy

•

Complex stressors outside of expected norm

Changes in related systems
• Increased wait times for competency restoration/ no new entries to Western State Hospital
• Jail– population down 30%, work release currently eliminated
• Homeless system– loss of shelter beds due to social distancing, loss of drop in options, most shelters 24/7
• Domestic violence- reports are up, services are down
• Youth impacts– schools closures may mean less support, child welfare reporting down (limited surveillance)
• Deferral of medical treatment for co-morbidities, etc
Adaptation
•

Adjustments in regulations such as HIPAA, 42 CFR, DATA 2000 waiver & buprenorphine (Suboxone) prescribing

•

Clinical changes– e.g. minimum of 2-weeks for buprenorphine prescriptions

•

Forced collaboration, change and evolution

Financial concerns at all levels– individuals, treatment agencies, related agencies/ systems, governments

TST Budget Planning
For Discussion 5/15/20

There are many, many unknowns…
-

What will be the magnitude and duration of the revenue decline?
o King County projects their 1/10 of 1% sales tax will be down 27% in 2020
o May be less in Thurston due to less reliance on travel/ tourism
o Lags in information—March revenues won’t be known until 7/31, April until 8/31, etc
o Unclear when revenues will bounce back

-

What actions will the County take more broadly related to budget?
o Across the board reductions such as pay reductions, furlough days, etc?
o Reductions in 2020 vs. 2021-2022 biennium?
o Changes to budget process timelines?
o Asking all offices/ departments to propose reductions?

-

How does TST and the role of the Advisory Committee intersect with overall County actions?

-

Will there be any state-level changes re: use of restricted funds?

But the need for reductions is almost certain-- considerations & possible approaches….
-

Reductions, not shifts to other funds

-

Across the board x%

-

Asking recipients of funding
o How would they structure x% decrease across their entire portfolio (i.e. at office/
department level)?
o Consider whether there are programs that will be reduced or be less effective if social
distancing must continue

-

Data & performance
o Which metrics? How do we compare?

-

Higher level prioritization
o Rebalancing by population served, type of service, etc…?
o Link to broader gaps

-

Small programs v. large programs

