ATTACHMENT 6


RPC February 14, 2024 Questions

1. WHAT IS THE EXPECTED IMPACT OF THE MOBILE CRISIS INVESTMENT PROPOSED IN THE IMPLEMENTATION PLAN?
The proposed implementation plan includes investments to expand adult and youth mobile crisis service capacity across all of King County. This proposed investment will create additional community-based crisis response capacity starting in 2024 before crisis care centers are operational. After crisis care centers open, mobile crisis services will continue to have a critical role responding to crises in the community, resolving crises in the field when possible, and helping people access crisis care centers when they need facility-based specialized behavioral health crisis care.
The proposed plan funds: 

· 10 new adult mobile crisis teams, creating approximately 34 new mobile crisis positions with contracted community providers. This would bring King County’s adult mobile crisis capacity to a total of 27 teams staggered throughout the day and night in 8-hour shifts to expand 24/7 adult mobile crisis access across King County. 

· 2 new youth mobile crisis teams, creating approximately 20 new mobile crisis positions with a contracted community provider. This would bring King County’s youth mobile crisis capacity to a total of 5 teams staggered throughout the day and night in 12-hour shifts to expand 24/7 youth mobile crisis access across King County.

The proposed mobile crisis investments are anticipated to have the following impact: 

· Expand mobile crisis response eligibility to include all adults and youth in King County, regardless of their insurance coverage. Because of state funding limitations, people who are not enrolled in Medicaid are currently prioritized for mobile crisis services. People who are enrolled in Medicaid behavioral health services receive a crisis response, when needed, from their behavioral health provider during regular business hours and are connected to after-hour teams during the evening and on weekends. The proposed CCC levy investment would complement state mobile crisis funds and would expand mobile crisis service capacity so that all people in King County have equal access to mobile crisis services when they need help. 

· Create capacity for adult mobile crisis teams to follow-up with a person after a crisis. Providing crisis follow-up to support connections to ongoing care is a mobile crisis response best practice promoted by the federal Substance Abuse and Mental Health Service Administration’s National Guidelines for Behavioral Health Crisis Care. DCHS expects that with CCC levy funding, adult mobile crisis teams will be able to provide at least one follow up connection after a person experiences a crisis. This expanded capacity will add an additional layer of support, which may help reduce future crises.

· Create capacity for new youth mobile crisis teams to work with a youth and family for up to 8 weeks post crisis to support connections to follow-up services. Existing youth crisis teams provide this level of follow-up services. CCC levy funding would create capacity for new youth mobile crisis teams to also provide this level of follow-up care.  
Expanded mobile crisis capacity will serve all regions of King County: 

· DCHS will provide for timely adult mobile crisis coverage in all regions of King County through its upcoming adult mobile crisis procurement process. DCHS will contract with mobile crisis providers that can respond to an emergent crisis in less than 2 hours and an urgent crisis in less than 24 hours anywhere in King County. The specific locations of where mobile crisis teams are stationed will be determined by contracted providers to meet DCHS’ geographic coverage and response time contract requirements. To expedite adult mobile crisis service capacity expansion, DCHS plans to open this procurement in spring 2024 and intends to include both state and CCC levy funds in the RFP. No CCC levy funds will be awarded until after King County Council adoption of the CCC levy implementation plan and relevant budget appropriations.

· [bookmark: _Int_NktAxpCG]DCHS will provide for timely youth mobile crisis coverage in all regions of King County through expanding its youth mobile crisis response contract with the YMCA. DCHS will continue to require timely youth mobile crisis response across all of King County (responses within 2 hours for emergent crises and within 24 hours for urgent crises). The YMCA will determine where to station its mobile crisis teams to meet DCHS’ geographic coverage and response time contract requirements. DCHS plans to expand the YMCA’s contract to increase youth mobile crisis service capacity after King County Council adoption of the CCC levy implementation plan and relevant budget appropriations.


1. HOW WILL CRISIS CARE CENTER INTERSECT WITH SEATTLE FIRE DEPARTMENT’S HEALTH ONE AND HEALTH 99 PROGRAMS? 
The Seattle Fire Department’s (SFD) Health One program is a mobile integrated health response unit that connects people to appropriate medical care, mental health care, shelter, and social services. SFD’s Health 99 program is a new pilot program that dispatches units to provide outreach services to people who have survived an overdose. 
[bookmark: _Int_WsdEnozm]Currently, outreach programs like SFD’s Health One and Health 99 programs have limited options for where they can take people who have an urgent mental health and/or substance use service need. There is no walk-in behavioral health urgent care clinic or behavioral health 23-hour observation unit that can accept first responder referrals anywhere in King County. First responders’ options for where they can take people are often limited to jail and emergency rooms, which are typically not appropriate settings for people to receive urgent behavioral healthcare. DESC’s Crisis Solutions Center, located in Seattle, can accept voluntary first responder referrals, but it only has 46 beds to serve all of King County. Crisis care centers will fill this gap in the County’s continuum of crisis care by creating safe places for people to go to receive 24/7 specialized behavioral healthcare. Crisis care centers will accept first responder drop-offs, including drop-offs from SFD’s One Health and Health 99 programs. 
DCHS consulted with SFD during the implementation planning process to hear feedback on how crisis care centers can complement SFD’s services. After Council adopts the proposed implementation plan, then DCHS will begin the next implementation phase. An important implementation activity will be engaging first responders across King County, including SFD, to develop protocols for first responder drop-offs at crisis care centers so that responders are able to easily access centers and help people experiencing crises receive the care that they need. DCHS plans to continue to engage and coordinate with first responders throughout the levy period.
While DCHS and crisis care centers will collaborate with SFD’s Health One and Health 99 programs, the proposed implementation plan does not provide funding to SFD or any other city-level program. The proposed investments are prioritized and scaled to achieve the voter approved CCC levy ballot measure ordinance’s paramount and supporting purposes.

1. WHAT IS THE SCOPE OF SUBSTANCE USE DISORDER SERVICES THAT WILL BE AVAILABLE AT CRISIS CARE CENTERS?
2. What type of substance use conditions will crisis care centers be able to support? 
Crisis care centers will utilize a no wrong door approach and be required to serve people who use substances. No one will be denied care at a crisis care center because they have a substance use and/or co-occurring mental health and substance use need. DCHS anticipates that people who use opioids, stimulants (including methamphetamine), alcohol, and other substances will frequently present to crisis care centers based on substance use trends in King County, particularly related to the opioid crisis. DCHS will expect crisis care centers to accept all types of substance use presentations for at least initial assessment and triage.
2. What type of substance use services will be provided at the different components of crisis care centers? 
Crisis care centers will admit people seeking care with any substance use service need and address their immediate crisis needs. If appropriate, the centers could refer people to substance use disorder (SUD) inpatient treatment, which has a much shorter duration than residential substance use treatment, or other community-based SUD services such as outpatient care or medication for opioid use disorders (MOUD) when needed. Crisis care centers will be staffed by behavioral health clinicians and medical providers who can initiate treatments for substance use disorders, along with peer specialists and substance use disorder professionals who are trained to engage and support people living with substance use conditions. 
1. 24/7 Behavioral Health Urgent Care Clinic: Crisis care center urgent care clinics will be access and referral points for both routine and urgent substance use services. These clinics will be low barrier settings where people can walk in without an appointment, 24/7 to receive substance use services regardless of their health insurance status. Clinicians will be able to provide substance use assessments and help people connect with the appropriate next level of care. Depending on a person’s needs, examples of connections to appropriate care may include:
0. Initiation and continuation of Medication for Opioid Use Disorder (MOUD) and long-acting injectable medications that are highly effective treatments to prevent opioid overdose deaths;
0. Connecting a person to ongoing outpatient substance use treatment services; 
0. Initiating withdrawal management services at a crisis care center;
0. Referring someone to a residential substance use treatment program; and,
0. Referring someone to inpatient-level substance use care.

1. 23-Hour Crisis Observation Unit: This unit will be able to accept people with acute behavioral healthcare needs, including substance use service needs, who self-present through urgent care or are being dropped off by first responders. Observation units will be able to provide comprehensive emergency-level psychiatric services, including substance use services such as treating withdrawal symptoms, starting MOUD and other medications for substance use disorders, and providing counseling. Clinicians will assess, stabilize, and triage people to the next level of care, which could include ongoing outpatient substance use services, continued services at a crisis care center such as withdrawal management services, or referral and transportation to residential substance use treatment services or inpatient substance use services. 

1. 14-Day Crisis Stabilization Unit: The crisis stabilization unit will be able to provide withdrawal management services, MOUD services, substance use assessment and counseling, and aftercare planning, including connecting people to the appropriate next level of care, which could include ongoing outpatient substance use services, residential substance use treatment services, and other health and social services. 

1. Post-Crisis Follow-Up Program: The post-crisis follow-up program will support people after they leave a crisis care center and will connect them to community-based substance use services. Post-crisis follow-up substance use services may include care coordination, peer engagement, brief clinical interventions, and will promote access to culturally and linguistically appropriate services (CLAS) by contracting directly with behavioral health providers with expertise in providing CLAS services.  

2. Will crisis care centers offer contingency management services for people living with stimulant use disorder?
DCHS does not anticipate crisis care centers will initiate contingency management treatment because this is a long-term service provided in outpatient behavioral health clinic settings. However, crisis care centers will be low barrier, 24/7, walk-in access and referral points for substance use services across the continuum of behavioral healthcare. DCHS will expect crisis care centers and post-crisis follow-up program providers to connect people to outpatient contingency management treatment services, when clinically appropriate. 
2. Why is the Crisis Stabilization Unit limited to a 14-day stay? 
The Crisis Stabilization Unit (CSU) within a crisis care center is limited to a 14-day stay because of Medicaid rules. The Washington State Health Care Authority’s Medicaid Service Encounter Reporting Instructions define CSU services as “short term (less than 14 days per episode).”  In addition to Medicaid rules, the voter approved CCC levy ballot measure ordinance defines a crisis care center CSU as a setting that “provides short-term, onsite behavioral health treatment for up to fourteen days or a similar short-term behavioral health treatment facility and service.”  
2. What will happen if people need more than 14-days of substance use treatment?
If people need more than 14 days of treatment, then DCHS will expect crisis care centers to refer people to other parts of the behavioral health treatment continuum. Depending on the person’s needs, this could include ongoing outpatient substance use services, residential substance use treatment services, or inpatient substance use treatment services. 
2. How will crisis care centers help people access substance use outpatient, inpatient, or residential treatment services? 
The crisis care center staffing model includes staff such as peer specialists who can work with a person receiving services and their care team to help them connect to the next appropriate level of care. This could include services like aftercare planning, care coordination, referrals, care navigation support, transportation assistance, telehealth services, and post-crisis follow-up crisis services, including outreach services to help the person transition to and connect to services. 
2. What other substance use investments are proposed in the implementation plan? 
The proposed plan includes early investments starting in 2024 to urgently expand access to crisis services given the current mental health and overdose crises. This includes resources to expand access to substance use services while crisis care centers are being developed. Proposed substance use service investments include capital funding to support one or more behavioral health facilities that can create faster in-person access to substance use services, more referral pathways to treatment, expanded mobile outreach teams, and funding to expand access to naloxone, a life-saving opioid overdose reversal medication (see Sec. V.D. Strategy 4: Early Crisis Response Investments starting on pg. 98). In addition to these early investments, King County is taking action to prevent overdoses, save lives, and clear paths to recovery for all. Learn more about the County’s five priorities for action to prevent overdoses in 2024 at this link.


RPC March 13, 2024 Questions

1. WHAT IS THE UNIVERSE OF NEED THAT THIS CCCL IP SEEKS TO SERVE? HOW MANY PEOPLE SUFFERING V. HOW MANY PEOPLE WILL WE SERVE AND WHAT IS THE GAP? (CM ZAHILAY) 

Please see below for a summary of the behavioral health needs in King County that the CCC levy implementation plan seeks to address across the levy’s paramount and supporting purposes.  
 
Paramount Purpose: Create and Operate Five Crisis Care Centers  
The CCC levy will create a network of five crisis care centers that do not currently exist in King County. DCHS anticipates between 10,000 to 14,000 visits per crisis care center annually. Together, once all are online, the centers could see more than 50,000 visits per year, including people who use the center’s services more than once. Crisis care centers, along with investments to expand mobile crisis services, will increase the capacity of less-restrictive, more supportive, trauma-informed, and evidence-based behavioral health crisis services in King County. These investments will provide for walk-in and immediate care before a crisis gets worse and potentially requires a more restrictive response. Below are additional figures that illustrate need in King County:    
 
· For a county of 2.3 million people, DCHS estimates that 63,000 crisis episodes requiring an in-person response may occur in a given year. DCHS is tracking a portion of crisis interventions occurring in King County, but there is likely a significant lack of access to essential community care and services that is not captured in the data available.1   
 
· Additional data from 2022 shows that the King County behavioral health crisis system served 122,569 people (see March 2024 data brief), 96,993 crisis calls were made in King County, and 25,576 crisis service interactions were made. These interactions range from designated crisis responder (DCR) investigations to psychiatric hospitalizations and mobile crisis encounters.  
 
Together this data shows us that the average 50,000 visits per year is within range to significantly address the needs of a county this size. The increased investments in workforce, mobile crisis teams, and additional behavioral health facilities across the continuum will advance our efforts to respond to the growing need and make services available before a person reaches a crisis.   
 
Supporting Purpose 1: Restore, Expand, and Sustain Residential Treatment Capacity 
The proposed implementation plan includes funding to build back King County’s lost residential treatment capacity. As of October 2023, King County had a total of 240 mental health residential treatment beds for the entire county, a decrease of 115 beds from the capacity of 355 beds in 2018. The reduction of residential treatment facilities, as the total King County population continues to grow, increases residential treatment wait times. For example, King County residents who needed residential treatment services in February 2024 had to wait an average of 20 days before they were admitted to a residential treatment facility. This is a decrease from the 44 day average wait time in 2022 and a result of process and capacity improvements implemented between DCHS and residential treatment providers. The CCC levy ballot measure ordinance and proposed implementation plan would invest capital funding to sustain the County’s supply of residential treatment at least at the 2018 level while continuing to monitor the wait times to understand what specific populations need increased access. 
 
Supporting Purpose 2: Strengthen the Community Behavioral Health Workforce 
The proposed implementation plan includes funding to strengthen King County’s overall behavioral health workforce, increase the representativeness of workers, create career advancement opportunities that center worker’s voices, and build a crisis workforce. An October 2023 survey of community behavioral health agencies contracted with the DCHS found there are approximately 600 staff vacancies across the agencies that responded to the survey. This represents a 16 percent total vacancy rate at King County community behavioral health agencies, and there is still a need to hire more behavioral health workers to support the growing behavioral health care needs in the community, including a projected 600+ workers needed to staff future crisis care centers (including psychiatric providers, nurses, mental health clinicians, peer specialists, and behavioral health technicians). It takes people to care for people, and the workforce investments proposed in the implementation plan are needed more than ever to support a skilled workforce that is representative of people receiving care. 
 
2. WHAT IS OUR GUARANTEE/SAFEGUARD THAT AN OPERATOR'S “NO WRONG DOOR“ IS TRULY EFFECTIVE? (CM PERRY)

DCHS will implement legal requirements for crisis care center operators to use a “no wrong door” approach through contract requirements and funding supports: 
 
Legal Requirements: 
· CCC Levy Ballot Measure Ordinance 19572: Ordinance 19572 defines a crisis care center (CCC) in Section 1.A. The definition states that a CCC “shall endeavor to accept at least for initial screening and triage any person who seeks behavioral health crisis care.” This language establishes a “no wrong door” requirement. It’s important to note that crisis care centers are not intended to replace emergency departments to treat medical emergencies, like heart attacks. DCHS will develop protocols in partnership with emergency medical services and other key system partners and subject matter experts to ensure that first responders take people to the medically appropriate healthcare setting. DCHS will also work with crisis care center operators to develop medical screening protocols so that people who self-present to crisis care centers and are assessed to be medically unstable can be safely referred and/or transported to an appropriate setting.  
 
· Proposed CCC Levy Implementation Plan: The proposed plan defines the crisis care center clinical model in Figure 21 on page 62 to include the following requirement: “No wrong door” access for all behavioral health needs; all welcome regardless of insurance or ability to pay; meets medically stability criteria.” The proposed plan further states on page 63 that “crisis care centers will follow the “no wrong door” approach, meaning individuals will be able to receive at least an initial screening and triage for all clinical needs. Examples of “no wrong door” may include an individual facing their first crisis episode, someone without regular access to behavioral health care, or an established client seeking services outside their outpatient clinic’s standard hours. Services will be available regardless of ability to pay and without an appointment.” 
 
Procurement and Contracting Terms: 
Ordinance 19572 and the final implementation plan adopted by King County Council will create the legal and policy framework that will guide future crisis care center operator procurement requirements and contract terms. The “no wrong door” requirement will be embedded in and enforced by DCHS through future procurements and contracts with crisis care center operators.  
 
· In applying to be a crisis care center operator, applicants will be required to explain their approach to providing services. Applicants who cannot demonstrate how they will comply with crisis care center legal requirements, including the “no wrong door” approach, will not be awarded funding. 
 
· Contracts will include language requiring operators to comply with the crisis care center legal requirements, including the “no wrong door” approach. If a contractor is not in compliance with a contract requirement, then DCHS would provide technical assistance to assist providers in meeting the contract requirement. If the contractor remains out of compliance, DCHS could withhold payment or terminate the contract, including transferring the crisis care center property to a different operator. 

· To receive payment, DCHS contracts will also require crisis care center operators to report on performance measures that specify the triage rates and reasons for referral out of a crisis care center (e.g., not meeting criteria for medical stability or other county-approved factors).   

In addition to these contractual requirements, the proposed implementation plan includes the following service and operating investments intended to promote a “no wrong door” approach:  
 
· Technical Assistance and Capacity Building: The proposed plan would fund technical assistance and capacity building to support crisis care center operators in delivering high quality clinical services and inclusive care. These investments may be used to support operators in implementing a “no wrong door” approach. See Crisis Care Center Operator Regulatory and Clinical Quality Activities starting on page 103 for more information.  
 
· Continuous Quality Improvement: The proposed implementation plan establishes DCHS as the “accountable entity” to provide oversight of crisis care center operators. This oversight role will include contract monitoring, contract enforcement, and leading continuous quality improvement and quality assurance activities. Through this role, DCHS will support and monitor crisis care center operators in meeting their contract requirements, including implementing a “no wrong door” approach.  
 
· Clinical Model: The crisis care centers’ clinical model described in the proposed implementation plan supports a “no wrong door” approach (see Crisis Care Clinical Model starting on page 60). This is because crisis care centers will offer multiple levels of care for people in need of mental health and/or substance use services across their clinical components (24/7 urgent care, 23-hour observation unit, 14-day stabilization unit, and post-crisis follow-up program). The availability of multiple levels of care will allow crisis care centers to provide high-quality care to people experiencing a range of behavioral health symptoms, from a routine health need to a psychiatric emergency.   
 
· Reducing Cost Barriers: The proposed implementation plan invests CCC levy funding to pay for crisis care center services for people who are uninsured, regardless of immigration or citizenship status. This promotes a “no wrong door” approach by ensuring the cost of care or lack of insurance is not a barrier to accessing crisis care when a person needs it.  
 
· Low-Barrier and Inclusive Operating Model: The proposed implementation plan includes operating investments and standards that will promote a “no wrong door” approach by lowering barriers for people to access care. This includes funding 24/7 operations, allowing for walk-in appointments, requiring crisis care centers to be accessible and have meaningful transportation access, requiring and supporting crisis care center operators to provide culturally and linguistically appropriate services, and providing transportation assistance for people who receive services at crisis care centers.    
 
3. WHAT DOES THE RELATIONSHIP WITH LAW ENFORCEMENT LOOK LIKE WITH CCCS? (CM PERRY) 

DCHS will develop specific drop-off protocols required by crisis care center operators and will develop these in close coordination with first responders, including law enforcement officers, leading up to the opening of crisis care centers and after centers open. It is important to note that the DESC Crisis Solutions Center, the only 46-bed crisis center in King County accepts referrals from first responders across the county, including law enforcement and medics. The same will be true for the future crisis care centers.  
 
The proposed implementation plan’s Access to Crisis Care Centers section on page 63 describes how law enforcement officers will be able to drop people off:  
 
“Crisis care centers will also receive drop-offs by first responders, which include, but are not limited to, mobile crisis teams, co-responder teams, emergency medical services, and law enforcement. First responder drop-offs will be made directly into the 23-hour observation unit through a dedicated first responder entrance. These drop-offs are expected be completed in an efficient manner so that first responders can return to their duties as quickly as possible.” 
 
DCHS anticipates that the 23-hour observation units of the adult-focused crisis care centers will be licensed as crisis relief center facilities by the Washington State Department of Health (DOH). Per RCW 71.24.916 Section (2)(a), in order to attain and maintain licensure, crisis relief centers must “offer walk-in options and drop-off options for first responders and persons referred through the 988 system, without a requirement for medical clearance for these individuals. The facility must be structured to have the capacity to accept admissions 90 percent of the time when the facility is not at its full capacity, and to have a no-refusal policy for law enforcement, with instances of declined admission and the reasons for the declines tracked and made available to the department.” Penalties for non-compliance with DOH licensing requirements could include facility closure, loss of license, and withholding of funds.    
 
4. WHEN SOMEONE IS RELEASED WHERE ARE THEY RELEASED TO? (MAYOR BACKUS) 

After receiving services at a crisis care center, people will either be connected to outpatient care and additional supports or transferred to another level of care, like a behavioral health inpatient facility or residential treatment facility. DCHS is investing in care coordination in four ways, which are summarized below.  
 

Care Coordination Staff 
The proposed implementation plan’s Strategy 1: Create and Operate Five Crisis Care Centers includes funding for crisis care center operators to hire staff to support aftercare planning, care transition planning, and care coordination for people who are receiving care at a crisis care center (see Crisis Care Center Operational Activities starting on page 67). Care coordination staff will work with a person to identify a safe place for them to go after they leave a crisis care center and help coordinate care with appropriate behavioral health, medical, and social services to support the person after they discharge from a crisis care center.    
 
Transportation Assistance  
The proposed implementation plan includes funding for transportation assistance for people who receive care at a crisis care center (see Crisis Care Center Operational Activities starting on page 67). These resources may be used to help support people transferring from a crisis care center to another type of behavioral health facility, like an inpatient or residential treatment facility. They may also be used to help a person access a safe place to go after receiving care at a crisis care center. This could include transportation assistance to return home, to stay with a friend or family member, or to access a respite or shelter resource.  
 
Post-Crisis Follow-Up Program  
The proposed implementation plan includes funding for a post-crisis follow-up program to support people after they leave a crisis care center (see Post-Crisis Stabilization Activities starting on page 69). Post-crisis follow-up programs will be staffed with clinicians and peer specialists who can engage people served at crisis care centers before and after they depart a crisis care center and link them to community-based services and supports. Teams will provide outreach specially tailored for people experiencing homelessness. The proposed plan authorizes expenditures for limited housing stability resources necessary to support post-crisis stabilization. The CCC levy will also fund behavioral health agencies that demonstrate significant experience in providing culturally and linguistically appropriate services to provide post-crisis follow-up services for populations experiencing behavioral health inequities.  
 
Care Coordination Technology 
The proposed implementation plan includes funding for crisis care center operators to invest in their health information technology, which will help operators implement tools that allow different healthcare organizations to coordinate care for the same person (see Crisis Care Center Operational Activities starting on page 67). The proposed plan also includes funding for DCHS to enhance its behavioral health data systems to better support system-level care coordination activities (see Develop Data Systems Infrastructure and Technology starting on page 108). These proposed investments in care coordination technology are necessary to help crisis care center operators coordinate care with external behavioral health and medical providers to support aftercare planning and care transitions so that a person can continue to receive care that supports their recovery and wellbeing after they leave a crisis care center. 

5. [bookmark: _Hlk163487290]WHAT ARE THE CRITICAL PATHWAYS (PROCESS AND CRITERIA CLARITY) BETWEEN NOW AND DEC 2026 WHEN THE ALTERNATIVE SITING PROCESS IS USED? WHAT IS THE TIMELINE? (MAYOR BAKUS)
[bookmark: _Hlk163487284]The Executive will take several steps to promote a successful procurement process in 2024-2026 and avoid the alternative siting process. Prior to commencing the alternative siting process, King County will do the following:

1. DCHS will hold multiple rounds of competitive procurements for crisis care center operators in 2024, 2025, and 2026 (if needed) to provide multiple opportunities to receive successful applications. This timeline is structured to provide local jurisdictions and operators multiple opportunities to develop partnerships.

2. DCHS will structure the procurements to lower barriers to applying to increase the likelihood of identifying a successful operator proposal with local jurisdiction support. For example, an address for a site is not required for an application to be viable. Please refer to the question 1 response submitted to King County Council staff on March 7, 2024, for details about how DCHS defines a viable proposal with host jurisdictional support. 

3. DCHS will require procurement applicants to engage local jurisdictions and seek their support before submitting a procurement proposal. This includes preferring procurement proposals that can demonstrate local jurisdiction support, especially from the host jurisdiction, as defined on page 83 of the proposed implementation plan. 

4. DCHS will proactively collaborate with local jurisdictions during 2024, 2025, and 2026 to promote local jurisdiction supported partnerships with potential crisis care center operators, including offering siting support and connecting jurisdictions with providers who may be considering operating a CCC levy-funded facility or convening multiple cities to coordinate locating a crisis care center within a crisis response zone.
a. DCHS may do this at the request of jurisdictions as part of the 2024 procurement.
b. After the initial 2024 procurement, DCHS will proactively engage with jurisdictions in crisis response zones where there is no viable proposal in this initial procurement round, to encourage development of a viable, city-supported proposal in 2025 or 2026. 
5. DCHS will support local jurisdictions through technical assistance, and funding for jurisdictions to deploy, to support their siting efforts in 2024, 2025, and 2026. 

6. If, after these activities and no sooner than January 1, 2027, the County has not identified an operator and site with jurisdiction support, the Executive must transmit a notification letter to the King County Council describing the decision prior to initiating an alternative siting process.

7. If an alternative siting process is needed, DCHS will still work to proactively engage and collaborate with the host jurisdiction, including but not limited to working directly with the future operator to seek permitting and licensure of a site. DCHS would work to engage and collaborate with a potential host jurisdiction.

Please refer to the response to question 1 submitted to King County Council staff on March 22, 2024, for additional information about the alternative siting process.

6. HAS THE RACIAL EQUITY TOOLKIT LENS BEEN USED TO DEVELOP THE PLAN? WILL/HAS THE RACIAL EQUITY TOOLKIT HAS BEEN DONE WITH COMMUNITY ENGAGEMENT? (CM WOO)

DCHS Implementation Planning Community Engagement and Use of an Equity Lens
DCHS did not follow a specific toolkit developing the proposed implementation planning process. However, DCHS crafted the implementation plan with an equity lens and framework, collecting and incorporating community feedback in the following ways: 

· Community Engagement: DCHS worked to engage community partners representing populations experiencing behavioral health inequities, including inequities related to race and ethnicity, to elicit feedback during the implementation planning process. The engagement process included 11 interviews with providers who provide culturally and linguistically appropriate services, a focus group with community-based and human service organizations that support the behavioral health needs of BIPOC and other diverse and rural communities in King County, and several focus groups with people with lived experiences of behavioral health conditions. The community engagement that informed the development of the implementation is summarized in the proposed plan’s section titled Community Engagement Summary starting on page 38 and all community engagement activities are listed in Appendix F: Community Engagement Activities starting on page 155. 

· Research and Data Analysis: DCHS staff reviewed research and data related to behavioral health inequities, including inequities related to race and ethnicity, to help inform strategies aimed to promote inclusive and equitable care. This analysis is summarized in the plan under the Key Historical and Current Conditions section starting on page 23 and the Who Experiences Behavioral Health Inequities section starting on page 27. 

· Behavioral Health Equity Framework: The proposed implementation plan includes a section titled Behavioral Health Equity Framework starting on page 47 that synthesizes findings from research and community engagement into a behavioral health equity framework that guided the development of the plan’s strategies. This framework aligns closely with King County’s 2016 Equity and Social Justice Strategic Plan and historic investments in addressing inequities. Figure 13 on page 49 summarizes the framework and is pasted below: 
[bookmark: _Toc152877132]Figure 13. CCC Levy Implementation Plan Behavioral Health Equity Framework Summary
	CCC Levy Implementation Plan Behavioral Health Equity Framework Summary

	Behavioral Health Equity Focus
	Background and Community Engagement
	CCC Levy Strategies and Activities

	Increase equitable access to behavioral health crisis care
	· Significant unmet behavioral health service needs in sociodemographic groups
· Need to reach out to underserved communities
	· Reduce cost/insurance barriers
· Increase geographic access 24/7
· Promote awareness and outreach to populations that disproportionately face barriers to access

	Expand availability of culturally and linguistically appropriate behavioral health services
	· Clinical best practice to offer culturally and linguistically appropriate services (CLAS)[footnoteRef:1] [1:  National Culturally and Linguistically Appropriate Services (CLAS) Standards. Think Cultural Health, U.S. Department of Health & Human Services [LINK]] 

· Community demand for increased access to CLAS
	· Require and support crisis care center operators to offer CLAS
· Invest in providers with expertise in CLAS to expand services

	Increase representativeness of the behavioral health workforce
	· Culturally concordant care improves outcomes
· Community feedback advocating for increased diversity in behavioral health workforce
	· Train, recruit and retain a more representative behavioral health workforce

	Promote accountability to health equity
	· Need to put accountability mechanisms in place
· Ongoing community engagement is needed
	· Support community engagement throughout the CCC Levy period
· Track outcomes within and between demographic subpopulations
· Train providers on best practices for gathering demographic information needed to inform equity analyses



Future Crisis Care Center Operator Community Engagement
The proposed implementation plan includes an equity impact public interest requirement (see Figure 27 on page 80) that requires crisis care center operators to conduct community engagement to assess the equity impact of its operations. The plan does not require a racial equity toolkit be used during the crisis care center operators’ community engagement process. The proposed plan states on page 80: “DCHS also intends to include within a crisis care center operator’s ongoing contract a requirement to periodically offer opportunities for persons receiving care at the crisis care center and persons living or working in the immediate area near a crisis care center to provide feedback on the crisis care center facility’s equity impacts, and then propose to DCHS how that feedback will influence the operator’s future operations within or near the facility.”  

Future DCHS Community Engagement 
[bookmark: _Int_3JoNvyca]DCHS intends to prioritize community engagement throughout the term of the CCC Levy to help inform ongoing implementation, quality improvement, evaluation and performance measurement, and accountability of the levy (see the Community Engagement section within Strategy 7 on page 107). The plan does not require a racial equity toolkit be used during DCHS’ ongoing community engagement. The proposed plan includes the following DCHS community engagement requirements on page 107: “DCHS will engage community partners and community members impacted by the CCC Levy, including populations experiencing behavioral health inequities....community partners also include, but are not limited to, people who have received CCC Levy funded services, community-based organizations, contracted service providers, and elected officials and policy makers. DCHS intends to conduct listening sessions at least annually to solicit community feedback about the CCC Levy implementation. DCHS also intends to engage community partners in the CCC Levy’s performance measurement and evaluation activities by publicly sharing and disseminating its annual reporting, and by soliciting provider feedback on performance measurement to foster accountability and collaboration in the measurement of the CCC Levy’s progress.” 

Expertise to Support Oversight of Behavioral Health Equity 
The proposed plan includes funding for DCHS to contract with community-based organizations or behavioral health agencies with expertise in culturally and linguistically appropriate services to help DCHS better serve people experiencing behavioral health inequities. This proposed investment will help inform quality improvement priorities for crisis care center operators and post-crisis follow-up providers. See the section titled Expertise to Support Oversight of Behavioral Health Equity within Strategy 7 on page 107. The investments of CCC Levy funds in expert consultation will be critical to ensuring that DCHS is overseeing the proposed implementation plan’s behavioral health equity framework (see page 47) using the best standards that are reflective of King County’s communities and local context.


HHS April 2, 2024 Questions

1. PROVIDE AN OVERVIEW OF HOW THE EARLY INVESTMENTS WERE DECIDED?
Summary of response provided during HHS April 2, 2024: Executive staff based the areas for early investment on feedback from community members and partners during the engagement conducted as part of the development of the implementation plan. In response to the feedback, executive staff identified services that would be practical and feasible to stand up rapidly upon adoption of the Plan in 2024 and would be most responsive to addressing behavioral health crises while awaiting the opening of crisis care centers. 

Please see the proposed implementation plan’s Theme D: Interim Solutions While Awaiting Crisis Care Centers on page 44 for a summary of community feedback received by DCHS regarding early investments. As discussed in the proposed plan, the importance of expanding community-based response resources and the urgency of the opioid overdose crisis were two key community feedback themes. DCHS strove to be responsive to this feedback through the early investments proposed in Strategy 4: Early Crisis Response Investments starting on page 98. The proposed early investments address these community priorities, are feasible to implement in 2024 after final adoption of the proposed implementation plan and relevant appropriations and will add capacity to address behavioral health crises while crisis care centers are being developed.

2. IN ORDER TO REDUCE BARRIERS TO ACCESS TO CARE, HOW CAN ENSURE “WALL TIME“ IS 10 MINS OR LESS FOR FIRST RESPONDERS?  
Summary of response provided during HHS April 2, 2024: Executive staff have tried to strike a balance by setting expectations and commitments with the community while also recognizing that the capacity of the CCC network will vary, particularly during the periods when the Centers are beginning to open (when only one CCC is open compared to when all five are open and operating 24/7). Therefore, executive staff ask to keep that timeline flexible. The Plan creates framework for the detailed implementation to be developed in the coming years. 

In addition to this summary, the proposed implementation plan addresses first responder drop-off efficiency in the following ways: 
· Efficient Drop-Off Expectation: The proposed plan sets an expectation for crisis care center operators to support efficient first responder drop-offs in the Crisis Care Centers section on page 63: “Crisis care centers will also receive drop-offs by first responders, which include, but are not limited to, mobile crisis teams, co-responder teams, emergency medical services, and law enforcement. First responder drop-offs will be made directly into the 23-hour observation unit through a dedicated first responder entrance. These drop-offs are expected be completed in an efficient manner so that first responders can return to their duties as quickly as possible.”

· Dedicated First Responder Entrance: The proposed plan specifies “a dedicated entrance for first responders for discrete and efficient drop-offs” as a crisis care center design feature on page 65. 

· Workflow Development: The proposed plan describes how DCHS plans to collaborate with first responders and other partners to develop first responder drop-off workflows so that drop-offs are as efficient as possible. The proposed plan’s Coordination Between Crisis Care Centers and Crisis System Partners section on page 75 states: “DCHS will collaborate with first responders and other crisis system partners to develop policies and procedures for referrals from outside facilities like hospitals and emergency departments, first responder drop-offs and medical stability criteria at crisis care centers…. DCHS plans to further engage crisis care centers along with other crisis providers and first responder agencies, such as crisis call lines, mobile crisis teams, co-responder programs, emergency medical services, and law enforcement agencies, to develop protocols, workflows, clinical convenings about shared treatment plans, and other coordination activities.”




