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ABSTRACT

Objective: The purpose of this qualitative study was to analyzand comparethe structure and delivery of
mental health services in the Mountain West RegiofAZ, CO, ID, MT, NM, NV, UT, \WWith a primary interest
in psychiatric emergency servicesn hospital emergency departmentsand state/community crisis services
and to examine the mechanisms of implementing new policide improve those services.

Methods: Key informant interviews were conducted to collect pertinent data, governmental and
organizational websites anddocuments were reviewed to supplement and verifithe information, literature
was searched and draft summaries of the findings were submitted the state key informants forvalidation.

Results: The delivery of mental health andemergency/crisis services isvery complex and differs state by
state orregionally in the public sector, and among individual hospital&nd health care systems in the private
sector. Major factorsdriving that variability, besides the relative autonomy of health care facilitiesare
sources of EOT AET ¢ ET Al O A énteCgedyrapghiEafdhaeddeant lbcél Gréierences.

Even thoughstates designate, contract directly employ and/or license community mental health providers
and providers of crisis services and as such can mandate minimumservice requirements, the
operationalization of those prescribed services is usually left up to the individual provider, which results in
considerable diversity in mental health care delivery. Some states in theMountain West Region are
developing systematic crisis serviceso improve access and quality of mental health care

Conclusions: Future evaluation will be needed to assess the ability of the newly developed systems of crisis
services to deliver acute psychiatric/crisis interventions and to prevent setharm.
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Source:http://www.latimes.com/science/sciencenow/la -sci-sn-nature-mental-health-20150629-story.html
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Limigions.

This qualitative organizational study is based on a primary interview with a keynformant from each state
mental health agency validatedand expandedupon through additional interviews with representatives from
mental health related organizations/agencies (conducted betweemarch and September 2016)and cross
referenced with information from governmental and organizational documents, websites and available
literatur e. Using this approach inevitably introduces the possibility of respondent bias, variability in
provided detail and incomplete assessment of the available services and their organization. To eliminate this
limitation as much as possible, the statspecific final summaries with questions for clarification from the
author and an advisory panel of experts were submitted for a reviewy the original informants and in the
case of SAMHSA Region VIII (CO, UT, MT, and WiN¢ regional SAMHSA representativeNot all informants
provided feedback but there was at least one review per state done by the main informantThe final
discussion in Section 3 synthesizes the information from the perspective of the author.

Even though attempts were made to arrange interviewsvith informants in equivalent positions across the
states, thiswas not always possible, potentially creatinggome variationin information across states.

Also, though theinformation for the report was collected from March through August 2016 andverified in
September 2.6, thefast evolvingchangesin mental health servicesmay have resulted in some elements not
being fully captured.
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Background:

It has beencommonly recognized that mental
health services in the US are not functioning
adequatelyt, mainly due to fragmentation,
underfunding, understaffing and historically
discriminatory insurance practices Psych
iatric emergency services (PES)n particular,
have been subjected to major critiqueand to
subsequent improvement efforts PES are
delivered primarily by medical emergency
departments (EDs) affiliated with private
hospitals where it is not unusual for patients
with acute psychiatric issues to be exposed to
long waiting times due to the need ohaving a
prior medical evaluation. In many instances
there is no immediate access toa mental
health provider.

Due to the private status ofmany hospital
facilities, state governmental agencies have
limited or no authority over the policies and
procedures guiding the delivery of mental
health carein the EDs Nonethelessstates are
charged with addressingthe high prevalence
of mental illness and increasing rates of
suicide (Fig 1, Tab.12).

Suicide Rates in the United States

Rate per 100,000 individuals

o T T T T T T T T 1
2005 20046 2007 2008 2009 2010 2011 2012 2013 2014
Year

Figure 1. Trend in the US suicide rates from 2002014.
Source:http://afsp.org/about -suicide/suicide-statistics/

Table 1. Fifteen states with the highest adult (1885+
years old) suicide death rates, US, 2014

State Cr'uFJe rgte ofadult
Ho| o west e opusion
USA 16.89
i Montana 30.05
2 | Alaska 29.08
3 New Mexico 27.41
4 Nevada 25.78
5 | utah 257
6 Colorado 2536
7 Wyoming 25.12
8 | idaho 25.1
9 Oregon 24.36
10 | oxahoma 24.17
11 Arizona 23.62
12 West Virginia 23.53
13 | vermont 22.97
14 North Dakota 22.94
15 New Hampshire 22.84

Source:https://www.cdc.gov/injury/wisqgars/fatal_injury_reports.html
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Table 2. 2014, United States, Suicide Injury Death
Rates per 100,000, All Races, Both Sexes, Ages 18 {
85+

Sex State Crude Rate
Males Arizona 36.43
Females Arizona 11.18
All adults Arizona 23.62
Males Colorado 39.61
Females Colorado 11.13
All adults Colorado 25.36
Males Idaho 37.8
Females Idaho 12.55
All adults Idaho 25.1
Males Montana 47.36
Females Montana 12.77
All adults Montana 30.05
Males Nevada 40.36
Females Nevada 11.21
All adults Nevada 25.78
Males New Mexico | 43.61
Females NewMexico 11.78
All adults New Mexico | 27.41
Males Utah 39.09
Females Utah 12.41
All adults Utah 25.7
Males Wyoming 39.17
Females Wyoming 10.52
All adults | Wyoming 25.12
Males us 26.95
Females us 7.35
All adults us 16.89

Source: https://www.cdc.gov/injury/wisgars/fatal_injury_reports.html

The Substance Abuse and Mental Health
Services Administration SAMHSA) National
Survey on Drug Use and Health (NSDUH)
reported that, in 2013, 43.8 million adults in
the USsuffered from a diagnosable mental
illness ? of these,15.7 million experienced a
major depressive episode. At the same time
9.3 million American adults (3.9 percent)
reported having serious thoughts of suicide in
the past year 2.7 million (1.1 percent) made
suicide plans and 1.3 million Q.6 percent)

attempted suicide2. There were 42,773
suicides across all age groupsn 2014 in the
United State® a crude rate of 13.41 per
100,000, which equals 117 suicides each day
or approximately one every 12 minutes,
making suicide the 10th leading cause of
death34.

The Mountain West Regionis the US Census
Region 4, Division 8 which includes Arizona
(AZ), Colorado (CO), ldaho (ID), Montana
(MO), Nevada (NV), New Mexico (M), Utah
(UT), and Wyoming (WY) In this region,
suicide rates are especially high(Tab. 2 and

the delivery of psychiatric emergency
services (PES) are also frequently
compromised by geographic remoteness

Large areas of these states are classified as
rural or frontier and therefore commonly

underserved. Thisresults in less accessibility

to mental health providers and, in some

instances, the lack of psychiatric emergency
care protocols in rural emergency

departments.

The Mountain West includesmore than 200
frontier counties with a total population in
excess2.5 millions. Thesecounties have a
population density of less than 7 persons per
square miles. The US Census Bureau qualifies
an urban area as @ densely settled core of
census tracts andbr census blocks which
encompassesat least 2,500 people, at least
1,500 of which reside outside institutional
group quartersd O2 O O Alés@ibes all
population, housing, and territory na
included within an urban ared. The majority
of the Mountain West Rgion is considered
rural (Tab. 3).
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Table 3. Percentage of Rural Area, Population, and
Population Density in the states in the Mountain West

Region
Rural Rural Rural
Area % population % population
density per
square mile
AZ 98.08 10.19 5.8
(6{0) 98.53 13.85 6.8
ID 99.40 29.42 5.6
MT 99.80 44.41 3.0
NV 99.30 5.80 1.4
NM 99.32 22.57 3.9
uT 98.89 9.42 3.2
WY 99.80 35.24 2.0

Sourcehttps://www.census.gov/geo/reference/ua/urban -rural-
2010.html

The shortage of mental health providers
strongly affects the quality of mental health
services and PES in particulain 2010 the US
had an estimated 89.3 million Americans
living in federally designated Mental Health
Professional  Shortage  Areas HPSA,

compared to 55.3 million living in primary

care uncerserved areag8 (Fig 2.). Mental

Health HPSAs are based on a psychiatrigb-

population ratio of 1:30,000 while Primary

Care HPSAsise the ratio of 1:3,500°. Due to
this scarcity, many hospitals, especially in

rural areas contract with  outside
organizations, like community mental health

centers or, if available, rely on crisis services
or telehealth to conduct evaluations of ED
patients presenting with potential need of
acute psychiatric care

Figure 2. Federally Designated Mental Health
Professional Shortage Areas (HPSA) by state

Source:
https://datawarehouse.hrsa.gov/Tools/MapToolQuick.aspx?mapName=HPSAMH

Hospitals are increasingly utilizing elehealth
services to substitute for the physical
presence of providers, but their use for
emergency psychiatric consults is, so far,
rather limited, partially due to complicated
insurance reimbursement (Fig. 3) and the
providersoneed for individual state licenses.
However, even when a mental health
provider is readily available, mnaking
appropriate ED discharge arrangemensg for
patients in need of acute psychiatric cards
another complex matterdue to a substantial
shortage of psychiatric bed#°.

MEDICAID AND PRIVATE PAYER COVERAGE
AND REIMBURSEMENT POLICIES

O Medicaid only
Medicaid and
private payers

H None

O No information

’
Figure 3. State Medicaid and Private PayerTelehealth

Coverage and Reimbursement Policies

Source: http://www.ncsl.org/research/health/state -coveragefor-telehealth-
services.aspx
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Many of the state Mental Health Agencies in
the Mountain West Region are starting to
acknowledge thevast need for improvement

of PESand are therefore developing systems
for state- funded crisis services.

These efforts by states to improve their PES
and mental health services ingeneral are
supported (at the discretion of the state) by
incentives, resources, and technical
assistancefrom federal agenciesinvolved in
mental health care and facilitated by the
recent enactmentof health care related laws.

SAMHSAOoffers annual block grants to the
statesto deliver comprehensive, commurty-

based mental health services. SAMHSA
calculates the statesG baseline allotment on

the relative shares of the Weighted

Population-at-Risk, Costof-Services, and
Fiscal Capacity Indexes. SAMHSA also

awards Congressionallyapproved  grant

funding. In regards to suicide prevention,
there are grantssupporting prevention and

intervention programs for youth and young

adults and tribal youth, the main grant

program being Garrett Lee SmithMemorial

Actl2, SAMHSA also provides extensive

technical assistance to states and community
agencies funds the National Lifeline and
Veterans Lifeline, the Suicide Prevention
Resource Center (SPRCXuicide prevertion

toolkits; patient and family resources and

special reports/guidance for working with

seniors, veterans, and tribal members. While
31-(3180 EOTAEIC EAO
youth and young adults future funding

initiatives are being planned to addres

suicide prevention foradults and older adults.

(Dr. C. Smith, oral communication, April

2016).

D ke hph

In 2012, SAMHSA created 0 regional offices
(Fig. 4.). Their roles are mainly consultative,
informing states in their respective regions
about the federal SAMHSA strategies and
resources monitoring stateO Progress with
SAMHSA initiatives, conducting regional
surveillance of mental and substance use
disorders and initiatives, and facilitating
strategic discussions with state, local, and
tribal stakeholders. In several instances,
SAMHSA Regional Administrators hold
periodic meetings with state suicide
prevention coordinators. In addition the
SAMHSA Regional Offices are -tacated, and
thus closely collaborate, with other Health
and Human Services agencies such &enter
for Medicare & Medicaid Service{CM3, the
US Surgeon GeneralJS Commission on Civil
Rights, Health Resources and Services
Administration, and other major federal
agenciess.

Y N, Departmaent of
@ Heolth & Human Services
Regions

Figure 4. Map of US Department of Health and Human

Services Regions ies.to SAMHSA Regions ..
Ao A O CRB A A
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Table 4. The Mountain West Region States SAMHSA
RegionalOffice #

The Mountain West Region State SAMHSA Region
NM Region VI
CO, MTUT, WY Region VI
AZ, NV Region IX

ID Region X

The state® plans to address the high
prevalence of mental illness andincreasing

suicide rates have also been facilitated by

enactment of The Mental Health Parity and
Addiction Equity Act (MHPAEA) in 2008to

ensure parity between insurance benefits for
mental and substance use disordes and

medical/surgical conditions. Prior to July 1,
2014, when the law became effective,
insurance plans often provided highly

restrictive benefits for the treatment of

mental illness. Since July2014, health plans
purchased through the Health Insurance
Marketplace are mandated to includemental

and substanceuse servicesas essential health
benefits and they A A1 réjgdt coverage or
increase charges based on pre-existing

conditions. Also, coverage limits associated
with the treatment of mental and substance
use servicesA AT 8 O Ardstriciive @én

limits for medical surgical serviceg4. Even
though this law intends to provide the needed
medical and mental health equity, thee are
still practice gaps in adherenceto the new
standard!5. Some health plansare refusing to

cover medical costs for suicide-related

injuries referencing their source-of-injury

exclusionspolicies, despite federal lawe.

As uninsured people are disproportionately
affected by mental illness?, the Affordable
Care Act (ACA) of 2010 represents yet

another major law influencing the efforts to
improve mental health services.Medicaid is
the principal health insuranceprovider in the
US, covering more than 62 million persons
and families in 20138. Because OOAOA OGS
Medicaid spending is largely supplemented
by federal funds, the ACA mandated that
states expand eligibility criteria to guarantee
Medicaid insurance coverage for more
individuals. In exchangefor the adoption of
the expansion the federal government
offered to cover 100% of the expenses for
newly eligible people forthe first three years,
decreasingthose funds gradually to 90% by
2020 and remaining at that levelthereafter.
To penalize the noncompliant states,
Congressoriginally gave the HHS Secretary
authority to suppressstateO f@deral matching
funds?e.

Prior to adoption of the ACA, determining
Medicaid eligibility was very complicated and
generally excluded single men.The ACA
simplified the criteria and offered Medicaid
coverageto a new group based oma simple
criterion of maximum income of 133% of the
federal poverty level (FPL), with an additional
5% income allowanceestablishing 138% of
the FPLasthe upper limit for the expansiort°.

However, in 2012 the Supreme Court
declared the mandatory Medicaid eligidity
expansion unconstitutionab22 and allowed
states to optout of the expansion without
losing their original federal Medicaid funding

As of now, five out of eight states in the
Mountain West Region(AZ, CO, MT, NMand
NV) are expanding their Medicaid program,
while Utah, Wyoming and Idaho decided
against expansion(Fig. 5). he of the reasons
for states not expandng Medicaid is the
prospect of a future reduction in federal

11| Page




coverage for the newly eligiblegroup to 90%
of the expenseswith states responsible for
the extra 10%23 of the Medicaid cost which
some states predict might not be sustainable

However, studies show thatthose concerns
may not be substantiated. Medicaid
expanding dates report saving money since,
as a result of more people being insuredhe
state can decreaseexpenditures on programs
for the uninsured by using federal Medicaid
dollars instead of state fund4. Insured
individuals tend to seek help earlys in the
course of diseaseCoupled with the fact that
approved preventive services are covered at
100%, this leads to early diagnosis and
treatment and consequently to decreased
cost of the medical care as well as lesser
utilization of the EDs. These savings carbe
used by states tobalance some ofthe future
costof the expansiores.

In 2013, it was estimated tha through the
ACKS O - AAEAAEA
Insurance  Marketplace (2.1  million
Americans will gain access to coverage that
includes mental health and/or substance use
disorder benefits that comply with federal
parity requirements and an additional 3.4
million Americans who currently have some
mental health and substance abuse benefits
will  benefit from the federal parity
protections270,

A @eathi OE |

State Medicaid Expansion Decisions, January 2016

[l rorewncing09stes) [ expanding-tadiionai 25 states and o) [ Exvencing-vaiver 6 sate)

Figure 5. State Medicaid Expansion Decision (January
2016).

Source: https://www.macpac.gov/subtopic/medicaid -expansion/

Figure 6 demonstrates the substantial
Medicaid mental health expenditures, which
accountedfor 27% of the total US$147 billion

investment in treatments for mental illness
and substance abusén 2009, and is expected
to increase.

Distribution of MH Spending by Payer,
1986, 2009, 2014, 2020
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Source: SAMHSA Spending Estimates

Figure 6. Distribution of Mental Health Spending by

Payer, with prediction for 2020
Source: http://store.samhsa.gov/shin/content/SMA14 -4883/SMA14-
4883.pdf
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To reduce the cost of health care while
increasingits quality, the Centerfor Medicare
& Medicaid Services or CMS,(another major
federal agency involved infunding of mental
health serviceg started, in July 20128, the
State Innovation Models (SIM) Initiative In
February 2013, 25 stateswere awarded SIM
grants to develop and test new health care
and paymentdelivery modelsz®.

The SIMgrant hasthree categories(Fig.7):

1 Model design: tyear awards to states
to begin work on their innovation
plans

1 Model pretesting: 1-year awards to
states to ontinue work on their plans

1 Model testing: 3year awards tostates
to implement their State Health
Innovation Planso

Within the Mountain West Region, only
Wyoming is not participating in the
initiative, while Colorado and ldaho are
leading the endeavorand already testing
their models. One of the main SIM
agendas involving mental health care in
the Mountain West Region is the
integration/co-location of primary and
behavioral health services This s
intended to increase access to mental
health serviceswhich should, in the long
term, lead to better care for peopé
affected by mental illness andto a
reduced burden on the PES through
earlier diagnosis  and increased
availability of treatment.

Il Model Test Awards Il Model Design Awards

Sowrce: Centers for Medicare & Medicaid Services

R
cTH
DEmm
DCH
ASm
MPI
PRI

Figure 7. State SIM Award in Round Two in 2014

Source:https://innovation.cms.gov/initiatives/state -innovations/
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Even though states organize their mental
health services differently, they typically
derive them from some common building
blocks.

Common factors in_states organization of
public_ mental health services

State agencies and payment mechanismg

involved in mental health care

States deliver and oversee adult mental
health care through state mental health,
Medicaid and, in some statespublic health
agencies.

States are in charge ofarranging care for

Medicaid and indigent patients For that

purpose, they usually either directly operate

or fund community mental health centers

Those centers are designated contracted

and/or licensed by the state which carset

minimum service expectations, including
screening, outpatient treatment, emergency
mental health services, and day treatment
programs3t .

In most cases the community mental health
centers are also able to serve and bill

privately insured patients. Plivate insurance
accounts cover a fairly large proportion of

AT i1 01T EOQU |1 AT OAI
revenue.

Mental health financing

Statesfinance mental health services through
acombination of the following mechanisms:

*
This report did not examin®A, Tribal or Criminal Justiadult mental
health services

EAAI OE

1. Medicaid z covers the cost of health
care for Medicaid patients,and often
accounts for more than 50% of state
mental health expenditures, paying
for most suicide-related, inter-
ventions and treatment.

2. State gneral fund - states need to
follow strict, prescribed ways of
making annual or biannual
applications. State funds are awarded
by the executive and legislative
branches of state government. States
have an option to include or exclude
public input.

3. Federal SAMHSA Mental HealtBlock

Grant z states annually apply to
SAMHSA for the federaVlental Health
Block Grant (as well asthe Substance
AbuseBlock Grant). The grant request
is formed and progress is monitored
by the state Mental Health/Behavioral
Health Planning Councs, which are
required by SAMASA2. The Mental
Health Block Grant can be used for
various purposes: advocacy, state

OO0AEAE OAI AOEAOh OODD]

initiatives, mental health careservices
for the indigent population, etc. In
contrast to the state funds,federal
funds can be sed for undocumented
immigrants. Phnning sessions are

Adkéntd eudlE inpltl TTHeAMental
Health Block Gram does not require
suicide prevention or intervention
services. The use of this fund for
those servicesis at the discretion of
the state.

4. SAMHSA @bcretionary grants 2z

Congress determines the grarg
subject matter and eligibility for
applications. An example isa current
SAMHSA Certified Community
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Behavioral Health Clinics (CCBHCS)
grant which calls for creation and
certification of behavioral clinics
providing intensive standardized
services, including crisis services with
24-hour mobile crisis teams and crisis
stabilization  units.  Within  the
Mountain West Region Colorado, New
Mexico and Nevadaeach received
one-year planning grants in October
2015833,

5. Otherdiscretionary grants

6. County/local funds (mandatory in
Utah, otherwise at  counties
discretions)

7. Third-party collections

8. Client mllections

Mecharisms for widespread policy/bes
practices adoption

The private status of the majority of hospitals
and their emergency departments and the
resulting relative autonomy allows for the
adoption of institution-specific policies and
programs. This also generags inconsistency
in rigorousness of psychiatric evaluation and
follow up care.

There are only a few mechanisms for
widespread, = comprehensive psychiatric
emergency servicespolicy acceptance.State
mental health agencies contract, license,
designate or operate community mental
health centersand crisis servicesand as such,
they can require and reinforce realistic
changes in practices. Some hospitals are

designated for involuntary psychiatric hold
and are therefore subjected to mandated or
strongly recommended practices from their
corresponding state mental health agency
The licensing and accrediting agencies
represent another possible mechanism of the
wide adoption of best practices, but the
authority is rarely used in the context of
psychiatric  emergency services The
respective state hospital associatios present
an additional pathway to broad
implementation of new hospital protocols
which can be initiated by strong
recommendations to their members but those
endorsements might be received with
resistance.

Psychiatricemergency ®rvices

In regards to the prevention of psychiatric
emergencies, each state is involved in suicide
prevention. The preventive measures differ
by states, regions and counties but each state
appoints or contracts with a aiicide
prevention coordinator. The agency locus
varies by state.

Though individual state systems for

providing psychiatric emergency services
demonstrate somecommonalities there also
is much variation, as documented irthe state-

specific sections that follow
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Arizona

The state mental health agency inArizona, the Division of Behavioral Health Services (DBHS)
dissolved as of July 2016 and became part of the Medicaid agencyritena Health Care Co
Containment System (AHCCCBlblic health is under the umbrella tife Department of Health
Servicesand is responsible for one statesychiatrichospital The statecontracts with Regiona
Behavioral Health Authorities, who theaibcontract with local community providers.

Community Mental Health Centers

AHCCCS contracts with three Regional
Behavioral Health Authorities (RBHA) and
four Tribal Regional Behavioral Health
Authoriti es and, as such can mandate new
policies and adoption of bestpractices. The
RBHAs consequently contract with local
community providers in order to administer
integrated, managed care. Arizona does not
follow the community mental health centers
model. Each RBHAaligns its own strategies
with the state strategy,basedon the review of
the plan from the previous year and analysis
of utilization, complaints, grievances and
appeabk, unmet needs, access to care, and
network inventory data34.

Crisis services

Central and Northern RBHA

In 2012, the Central and Northern RBH#
contracted a nonprofit organization, the
Crisis Response Network, to provide crisis
services in corresponding regions of
Arizona3s. Their services are available to
everyone regardless of insurance coverage
and there are a number of entry points. Even
though the organization of the crisis services
in the Northern Region is similar to the

Central Region, it is not as robust due to a
smaller population andservice density.

The hotline, which is affiliated with the
National Lifeline, is the same forboth the
Central and Northern Regions. The calls are
AT OxAOAA AU 1 EAAT OAAn
intervention  specialists who  provide
assessment and either deal with the situation
via phone @ dispatch a mobile team.

The mobile team usually consists of two
PpAT PI Ah TTA 1T AOOAOGO
behavioral health technician who generally

holds a bachelof degree with some requisite
behavioral health experience and who is not
typically licensed. The mobile serviceseam

can transport patients to one of the free

standing  psychiatric emergency room
facilities financed by state behavioral health

funds. Thesdacilities accept walkins and are
also eligible for involuntary processing and
have subacute beds for voluntary inpatient
admissions.

The crisis servicesproviders can bill private
insurance if relevant. In the case of providing
care to uninsured patients, screening for
Medicaid eligibility is started and, if
applicable, patients are asisted in obtaining
benefits. If eligibility is not established the
state would cover nonrcompensable care
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from general state funds dministered
through structured crisis benefits.

In case of imminent threat, law enforcement
is dispatched.The RBH/As provide training for
law enforcement officers to educate them
about the possible conditions causing
behavioral changes and about the existence of
the free-standing psychiatric emergency
services This enablesofficers to de-escalate
instead of escalate the sitation and arrange
for appropriate disposition of the person in
need of mental health care, instead of taking
them to jail. The Central RBHA provides 10
12 classesfor 250-400 officers per year. In
2014, approximately 19,000 law enforcement
contacts werere-directed to the crisis system
and, as such potential incarceration avoided.

Callsto the crisis hotline. which is intended
for high acuity issues,can be diverted if
appropriate, to the warm line (a call system
for lower acuity issues operated by pers).

The state promotes peer services by
contracting Arizona State University to
coordinate a Peer Career Advancement
Academy which offers advanced training and
certification to individuals in recovery from
mental illness and/or addiction who can be
subsequently employed by the mental health
servicessystems6

Emergency departments

Another entry point to the crisis services is
the regular medical ED. TheCentral Region
has 25 different hospitals with emergency
departments (EDs), some of which have a
psychiatrist on staff but the coverage is
limited. To resolve this shortage, EDsontract
with a crisis services provider who will,

within 2 hours, send an on-call mental health
provider. Telehealth is not frequently used
for evaluation due to the complexity of
reimbursement.

SouthernRBHA

To address acute mental and physical health
needs in Southern Arizona, the Southern

RBHA contracts withNurseWise - a national
multilingual nurse triage and telehealth
provider. Registered nurses and mental

health providers answer crisis calls 24/7 and

can dispatch a mobile crisis team where
available. They also provide followup calls to
AOOOOA DPAOEAT 006 [ AAEAAI
to additional services’.

Suicide prevention

In Arizona, suicide pevention is managed
under the Arizona Health Care Cost
Containment System(AHCCCY Since 1999
the Arizona Suicide Prevention Coalition, a
grassroots organization, has spearheaded
statewide efforts and partnerships. It has
representatives from a variety d community
sectors, including state agencies, but has
always been independent. In 2004, a position
for a suicide prevention coordinator was
created at the former Arizona Department of
Health Services, Division of Behavioral Health
Services. This state agey supported
statewide suicide prevention efforts despite
changes in funding, and was instrumental in
securing grant funds to target efforts towards

youth, Native American tribes, and
universities.
The Central RBHA Nercy Maricopa

Integrated Carg is committed to creating
suicide-safer communities and offers a
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variety of free trainings for providers and
community members, including Mental
Health First Aid,
(Applied Suicide Intervention Skills Training).
Trainings like these hae helped increase
preparedness and have been widely
embraced

Public health

The public health agency is involved only in
the management of one state psychiatric
hospital.

Arizona Hospital Association

There appears to betension between the
Arizona Hosptal Association and the RBHAs
since hospitals tend to routinely initiate a 72
hour hold for psychiatric patients, leading to

safeTALK, and ASIST

OAT T CAOOGEITS6 1 &£# OEA pO
services. The involved parties are working to
resolve this problem.

State Innovation Model Initiative

Arizona received $2,500,000 forthe Model
Design stage of the SIM.

The SIM Initiative will aid in supporting the
OOAOAG O A A iidyratédl heathOA A O
care model independent of the coverage

source. They employthree main strategies:

- Facilitating integration and

decreasingsystem fragmentation;
- Improving care coordination; and
- Driving paymentreform.38
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