Transformation Questions/Answers
	Region
	Question
	Answer

	2
	For the Region 2 questions, the option numbering is:  Option 1…remain advisory, Option 2…free standing/independent, Option 3…partner with a government entity

1. If the RBHB does not choose option 1, will the RBHB continue to be in a relationship with the Idaho State Behavioral Health Planning Council (SBHPC)?
2. Who is currently providing the services as stated in the Idaho Code reference 39-3131(1-6)?  Are these current H&W services that will now be diverted to the RBHB and their new partner organization? 







3. If the RBHB chooses option 3 to partner with another entity, and they now become responsible for the provision of services as stated in Idaho Code 39-3131, will the current funding to provide those services follow the RBHB or remain with regional H&W to provide the services?




4. Would the RBHB have the authority per IC 39-3131 to delegate to H&W to continue delivering the required services?



5. I understand that there is $45,000 for the RBHB to hire a part-time staff person.  Is this one time funding, or is it ongoing?

6. There will be ‘start-up’ funds needed to re-locate an employee and find space, technology etc for them to work.  Is this built into the budget?





7. So much great work has been done by the local H&W staff.  The website work is amazing.  Will this website be moved to PH or remain on H&W site?  






8. What liability risks are there for PH?  We have no access to the State Attorney General’s office for legal support.  Who would pay for legal issues if they arise?

The following questions pertain to Section 3, Criteria for Readiness of the SBHPC/RBHB application:


9. I’m confused about the role of each partner in providing client services?  Public Health has no expertise or capacity to provide client services for the BH population. 









10. PH has an established fiscal structure that is supported by Public Health contracts.  There are no additional Public Health funds for fiscal oversight of additional contract or grants management.
a. Who stands for an audit review of BH programs?  And who pays for such an audit?
b. PH currently has an indirect rate built in to do business.  Will this be allowable for oversight of the RBHB programs?
11. PH provides preventive services related to our mission and vision.  We have no capacity or expertise to provide services to the BH population.  If the services are related to IC 39-3131, PH has no expertise in BH treatment services, recovery support services, emergency evaluation and intervention services or work with court ordered services.  If this is an expectation of this partnership, will there be contract funds from H&W directed to fully cover the staff needed to provide these services?
12. What is a Business Associate Agreement?  Is this for HIPPA reasons?  Will there be a template from the State for all RBHBs to use?  Will these be legal documents supported by H&W?



13. Method of Service provision?  Again, Public Health has no staff or finances available for the provision of new BH services.
14. Who sets minimum standards?  What are they based on?  Do they reflect national or state standards?  Who will evaluate these standards?  What are the penalties for not meeting the standards?

General question:

15. Public Health is very data and outcome driven.  What are the data sets that are driving this change in governance?  What outcomes have been accomplished and measured, and what are the future outcomes to be achieved?  Will a change in oversight improve the outcomes in the region?


	




1. Yes.  The relationship between the RBHB and the SBHPC is spelled out in Idaho Code and is an on-going RBHB responsibility. 

2. Only subsection (2) in this section of code relates to those services that can be covered within a relationship developed between the RBHB and the public health district (PH) or other partnering entity.  It refers to “community family supports and recovery support services” (RSS).  This section also is clear that the RBHB only becomes responsible for these services when it is capable of doing so, so there is no pressure from the Division of Behavioral Health (DBH) to start providing services.  All other services referred to in this section of code are currently and will continue to be covered by the DBH.
3. As stated in the above answer, the only section of Idaho Code 39-3131 that pertains to responsibilities of the RBHBs for services is subsection (2).  The responsibilities of the RBHBs are detailed in Idaho Code 39-3135.  In subsection (7) it states that the boards may accept the responsibility for RSS and are not expected to provide any services for which funding isn’t available for their support.  How funding is provided, tracked and controlled will be spelled out in those written agreements created amongst the DBH, RBHBs and the partnering entity.
4. The responsibility for providing all behavioral health services remains with the DBH unless there exists specifically and mutually approved agreements between the DBH and the RBHBs to provide any or all of those services detailed in subsection (2) of 39-3131 and/or subsection (7) of 39-3135. 
5. The DBH has committed $50,000/region in on-going funding.  $30,000 of this funding is earmarked for a .5 FTE salary and benefits.  The use of the remaining $20,000 would be determined by the RBHB.
6. As stated above, there is an additional $20,000 in funding that is being dedicated to each region, by the DBH, on-going.  This funding could be used for “start-up” costs.  It is also anticipated that, if in the future, grants were sought for specific uses and the funded position would play a part in utilizing the grant funding, administrative support could be figured in to the grant proposal, to help fund the position.
7. The DBH will continue to support our website to provide all information we believe to be helpful to those who use our services.  It would also be our aim to provide linkages to whatever other sites that provide compatible and helpful information.  There is an expectation that the management and operation of the websites for those entering into agreements between and among the DBH, the RBHBs and the PH or other government entity, would be part of the documents created to support these agreements.
8. At the point that a MOA is in place for the three participating partners (PH,DBH, RBHB) and a contract is in place between the DBH and the PH, the responsibility and liability for decisions being made becomes that of the Contractor (PH).  The DBH, as a state agency, obviously continues to have access to legal support through the Attorney General’s Office and through that relationship, will have access to its legal support for actions being considered and/or taken by us.  

9. It is anticipated that the development of on-going relationships between the PHs and RBHBs will be mutually beneficial.  The PHs come to this relationship with their history of providing services for the general public health with a primary health care focus and the RBHBs will come with an expertise in behavioral health.  In actuality, both entities are dealing with populations that need expertise in both areas.  There is no expectation from the DBH that any services will be provided until all are in agreement that the structure and funding is in place to do so, and as stated previously, only RSS are being addressed as being provided under this relationship.
10. The specifics of fiscal controls will need to clearly spelled out in the agreements between and among the DBH, PHs and the RBHBs.  However, the expectation is that funding would go to the PHs and then fiscal controls would be the responsibility of the PH.  Audits, indirect costs and any other fiscal responsibilities would fit into the PH budget structure as it currently exists.




11. As previously stated, the DBH believes the strength of creating the relationship among the DBH, PHs and the RBHBs is the expertise brought to the table by each participant.  There is no expectation that any treatment services would be provided in the agreements created under this effort, nor any emergency or intervention services.




12. This is a reference to the need for contractual agreements to be in place to document on-going responsibilities of all involved.  There may be various documents needed to cover the relationships spelled out in Idaho Code covering transformation efforts.  The expectation is that documents can be created and supported by the DBH that can be used as is or modified for use in creating these agreements.
13. There is no expectation that any services will be provided unless or until the structure and financing have been developed to do so.
14. The expectation is that services that would be provided would meet or exceed whatever standards are in place governing those services.  Any services funded by DBH must meet IDAPA requirements.  Additionally, services would need to comply with whatever the PH has in place that would pertain to the services.


15. First, the changes being sought through Transformation, are being done to improve services for those we all hope to help.  The belief is that having service needs assessed by those closest to the patient base, will result in the best decision-making in regards to services needed.  The RBHBs have access to data currently being collected by the DBH.  Also, for substance use disorder (SUD) clients, there must be a GAIN assessment done to provide services.  This assessment tool provides a vast amount of data, and this information would also become available to use in making decisions regarding what RSS might be most needed in a specific area.  It is our assumption that decisions regarding what the goals will be in a region/district, will be made by all those involved in this new relationship and will be based on local needs and gaps .  Also it is clearly the hope of the DBH these changes bring about improved outcomes for all involved.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



