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Housekeeping
Use the Chat as a 
backchannel for questions 
and comments & to 
participate in activities

Remain on mute when 
you’re not speaking. 
Unmute yourself only 
when you want to speak.

Click on Participants or 
Reactions to share reactions

Note: This session is being recorded. The recording and slide deck will soon be posted to the Comagine 
Health website.

If you are joining us by phone, 
please dial *6 to mute / 
unmute.



Agenda 
Day 2



Welcome and Introduction

Yvette Stratton, RN, BSN, CCM
Executive Director, Care Management, Comagine Health



Crisis Now Initiatives and 
Updates

Eric Boyer
Senior Program Officer, Alaska Mental Health Trust Authority



From Ketchikan to Kotzebue: 
The Transformation of the Crisis Behavioral 

Health Response System of Care
Presenters: Eric Boyer, MPH

Becky Bitzer, LMSW



What We Will Cover Today
• What is the behavioral health crisis response problem?

• What does the data tell us? 

•  Partners and champions!

• What is the impact of a rural behavioral health 
response?

• The pathway forward!



GOAL: Design and implement a behavioral 
health crisis response system analogous to 
the physical health system. 



Alaska’s Behavioral Health Crisis Response Innovation Timeline



Community Implementation 

Behavioral health crisis system 
of care planning and 
implementation underway in: 
Anchorage
Mat-Su  
Fairbanks       
Juneau     
Ketchikan 
Central Kenai Peninsula
Kotzebue
Copper Basin
Unalaska



Someone to Respond: Ketchikan MIH 
        First Seven Months of Operation June-December 2024

17 participants reduced 
their 911 and EMS use by 

80% and are no longer 
considered high utilizers

Led to a10% decrease in 
KFD calls in 2024, 
compared to 2023. 

Top 25 High Utilizers of EMS 

4 participants 
continue to 

receive 
assistance to 
reduce EMS 

use

4 individuals 
declined 

participation

High-utilizers of EMS call for assistance 20-56 times per year. Assisting 5 high-utilizers in 
reducing their EMS use will prevent over 400 calls for non-emergent needs.  

33% of 
participants 

received 
behavioral 

health 
services as 

part of their 
MIH 

intervention



A Safe Place for Help: High-Intensity Services

Hospital-Based 
Emergency 

Stabilization Unit
- “EmPATH”
- Accept all levels of 

acuity outside of an 
inpatient setting

Planning: 
Kotzebue

High-Intensity 
Behavioral Health 
Emergency Center
- No barrier access
- Emergency 

behavioral health 
stabilization 

- Stays <24 hours

Planning: 
Anchorage
Fairbanks

High-Intensity BH 
Extended 

Stabilization 
Center

- Additional 
stabilization, 
typically following 
an emergency 
center stay

- Stays of 2-7 days

Planning: 
Anchorage

Additional low-barrier crisis stabilization services and/or referral-based crisis residential 
services available or planned in other locations around the state. 



Maniilaq Leadership

• Tim Gilbert, 
President/CEO

• Dr. Bob Onders, 
Medical Director

• Bree Swanson, Social 
Services Administrator

• Ronto Roney, 
Behavioral Health 
Services Director

Graphic: Courtesy of Maniilaq Association



Maniilaq Association 
EmPATH Unit - Concept



Behavioral Health Crisis Response in Alaska: Voices of Partners 
and Champions 



Successes

• Mobile Response Planning and Implementation
2018

No mobile response teams available in Alaska

2025
7 mobile crisis programs operational, including two youth specific teams

4 mobile integrated health teams operational  
2 additional mobile crisis programs being planned

• Crisis Contact Center

• Statewide and community vision for behavioral health 
crisis continuum transformation 

• Legislative and regulatory changes
• Active community workgroups in five communities 
• Regular coordination and meetings with state division and department 

leadership

• Successful integration of 988 into existing statewide call center
• Creation of a backline to support warm transfers from 911 PSAPs



Challenges
• Sustainable funding and a mechanism for braiding 

funding for 24/7 crisis services 
• Final regulations for sub-acute mental health 

facilities licensing 
• Capital funding for construction of sub-acute mental 

health facilities
• Messaging and inclusion of substance misuse as a 

behavioral health crisis 
• Data sharing infrastructure at the individual, provider 

and community level  
• Workforce



Questions/Contact: 
eric.boyer@alaska.gov



Integrated Behavioral Health Models

Dr. Sarah McCutcheon, MD, FAPA, BCPA 
Regional Medical Director, Care Management, Comagine Health 



Medical Silos
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Standard 
Primary 
Care

John presents to PCP, Dr. Smith, 
for lower back pain
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John’s Story

• John is a 26-year-old 
otherwise healthy single 
man who works in 
construction

• Injured his back 6 weeks 
ago at work

• Initially seen in Urgent 
Care where prescribed 
usual care

• Here to explore options 
for pain management

23



Treatment Plan

Standard Primary Care: Visit #1

• 15 minute appointment

• Education provided about 
back pain

• Shared medical decision 
making

• Physical therapy (PT) 
referral

• Follow-up in 2-3 months
24



Reflections on Visit #1

John Dr. Smith
Expected a prescription for pain pill Feels competent

Confused why PT was suggested Glad for a straightforward patient

Hopeful overall, but wishes there were 
more time for questions

Finished appointment early and can catch 
up on charting

Return-to-work guidance

25

Standard Primary Care



Visit #2

John returns for a 10-minute follow-up 
visit, 6 weeks later

26



Visit #2

Standard Primary Care

• Visit takes 20 minutes
• Only went to PT twice

• Stopped because “not helping”

• He is stressed
• Money is getting tight
• Needs to get back to work
• Girlfriend broke up with him

• Requests Percocet

27



Treatment Plan

•
•

•
•
•

•
•
•
•

Standard Primary Care Visit #2



Reflections on Visit #2

John Dr. Smith
Confused, less hopeful, and ashamed Increasingly concerned about John

Wondering if he’ll ever get better Now running even more late and hungry

Worried he’s been labeled an “addict” Wishes she could do more

Frustrated by lack of time and resources

29

Standard Primary Care



Visit #3

John returns for a 10-minute follow-up 
visit, 6 months later
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Visit #3

•
•

•

•
•
•

•



Treatment Plan
Visit #3

• Additional education about                                       
lower back pain

• Referral to PT

• Referral to psychiatrist for depression

• Substance use resources provided
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Reflections on Visit #3

John Dr. Smith
Ashamed, hopeless, and critical Even more concerned about John

Wondering if he’ll ever get better Feeling less confident in treatment plan

Worried he’s been labeled an addict Wishes she could do more

Immediately texts “Bob” for Percocet Feeling burned out

“Bob gets me”

33

Standard Primary Care



John is brought to ER after being found 
unresponsive at a friend’s house
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ER Visit

• EMS discovered beer and 
pill bottles next to John

• Narcan administered

• John became responsive 
and agreed to go to ER

• Urine tox screen
• Alcohol
• Opioids, including 

Fentanyl

35



ER Visit

ER: “wake up call” Taking “stronger” pain 
pill around the clock

Unaware of risk of 
overdosing

Glad to be alive

Motivated to find a 
new path forward

Agrees to substance 
use treatment

36



Review
Standard Primary Care



Standard Primary Care

Pros Cons
Well established model Fragmented, inefficient care

Familiar to patients and providers Problem-focused

Fee-for-service reimbursement Limited directed access to resources

Known standard of care Downplays social determinants of health



Behavioral Health 
Integration

39

How can 
Behavioral 
Health care be 
enhanced within 
Primary Care?



How can 
Behavioral 
Health care be 
enhanced within 
Primary Care?

40

In comparison to standard primary care:

How does model work?

What clinical support is required?

How are services reimbursed?

What is the value added by model?



Continuum of BH Integration

BHC: Behavioral Health Consultant



Continuum of BH Integration

BHC: Behavioral Health Consultant



Coordinated Primary Care

In comparison to standard 
primary care:

Coordinated Primary Care

How does the model work? • Routinely screen for common conditions
• Refer to appropriate specialist when needed

What clinical support is 
required?

• Administer screenings
• Manage clinical documentation, referrals

How are services 
reimbursed?

• Fee-for-service billing

What is the value added by 
this model?

• Proactive detection and treatment of common 
conditions



Coordinated Primary Care



What are John and Dr. Smith’s experiences 
in coordinated primary care?
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John’s Story

John is a 26-year-old single 
man who injured his back 6 
weeks ago at work
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Treatment Plan

• John sees Dr. Smith, 15 minute appointment

• Dr. Smith educates about back pain

• Shared medical decision making
• PT referral

• Follow-up in 2-3 month

• Medical assistant (MA) administers BH screens

• Results of BH screens
• Positive BH findings and unmet social needs 

• MA confers with Dr. Smith

• John scheduled for return visit in 2-4 weeks 

• Referral social work at local hospital 

47

Coordinated Primary Care Visit #1



Treatment Plan

48

Coordinated Primary Care Visit #2

• John returns in 3 weeks, 20 minute appointment 
• Urine tox screen positive for opioids
• Gather interval history

• Pain pill and alcohol misuse

• Motivational interviewing, counseling, and psychoeducation
• Shared medical decision making

• BH goals set
• Low dose mirtazapine started
• Referral to psychiatric provider
• Increased PT frequency 
• Follow-up in 2-3 months

• Care coordination
• Referral to psychiatric prescriber
• Clinic note sent to PT



Continuum of BH Integration

BHC: Behavioral Health Consultant



Colocated Primary Care

In comparison to standard 
primary care:

Colocated Primary Care

How does the model 
work?

• Routinely screen for common conditions
• Specialists and/or other clinical services in 

same facility
• Warm handoff when possible

What clinical support is 
required?

• Administer screenings
• IT Support/Greater EHR capabilities 

How are services 
reimbursed?

• Fee-for-service billing
• Screening and brief interventions may be 

reimbursable 
What is the value added by 
this model?

• Proximity facilitates referrals



Colocated Primary Care



What are John and Dr. Smith’s 
experiences in colocated primary care?
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Treatment Plan

• John sees Dr. Smith for 15 minutes
• Dr. Smith educates about back pain
• Shared medical decision making

• PT referral
• Follow-up in 2-3 months

• MA administers BH screens
• Positive findings 

• MA confers with Dr. Smith
• John asked to return to PCP in 2-4 weeks
• Referral to psychiatric prescriber in clinic
• Referral social work in clinic

53

Colocated Primary Care Visit #1



Treatment Plan
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Colocated Primary Care Visit #2

• John returns in 3 weeks, 20 minute appointment 
• Urine tox screen positive for opioids
• Gather interval history

• Pain pill and alcohol misuse

• Motivational interviewing, counseling, and psychoeducation
• Shared medical decision making

• BH goals set
• Low dose mirtazapine started
• Referral to psychiatric provider in clinic
• Increased PT frequency 
• Follow-up in 2-3 months

• Care coordination
• Dr. Smith quickly signs out case to psychiatrist, Dr. Patel

• Patient offered opening in his schedule in 2 weeks 

• Clinic note sent to PT



Continuum of BH Integration

BHC: Behavioral Health Consultant



BHC - Primary Care

In comparison to standard 
primary care:

BHC - Primary Care

How does the model work? • Routinely screen for common conditions
• BHCs in primary care

What clinical support is 
required?

• Administer screenings
• IT Support/Greater EHR capabilities 

How are services 
reimbursed?

• Fee-for-service billing

What is the value added by 
this model?

• Proximity facilitates referrals, communication, 
and provider comfort

• PCPs focus efforts on non-BH needs

BHC: Behavioral Health Consultant



BHC - Primary Care



What are John and Dr. Smith’s 
experiences in BHC – primary care?
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Treatment Plan

• MA administers BH screens
• Debriefs Dr. Smith of findings 

• John sees Dr. Smith for 15 minute visit
• Education about back pain
• Shared medical decision making

• John agrees to see BHC
• Low dose mirtazapine started
• PT referral
• Follow-up in 6-8 weeks

59

BHC - Primary Care Visit #1



Treatment Plan

• Care coordination
• Dr. Smith signs out case to BHC, Jill
• Jill introduces herself to John

• Visit scheduled in 3 days, for 45 
minutes

• Clinic note
• Jill CC’ed in EHR
• Sent to PT

60

BHC - Primary Care: Visit 1



Continuum of BH Integration

BHC: Behavioral Health Consultant



Collaborative Care Model
In comparison to 
standard primary care:

Collaborative Care Model

How does the model 
work?

• Routinely screen for common conditions
• PCP and BH case manager in same facility
• Psychiatric prescriber off-site

What clinical support is 
required?

• Administer screenings
• Telehealth capabilities
• IT Support/Greater EHR capabilities 
• Population health data analytics

• Creation of registry
• Data input
• Track metrics over time

How are services 
reimbursed?

• Psychiatric collaborative care management services
• Special funding may be needed

What is the value added 
by this model?

• Proactive and timely
• Longitudinal, dynamic care
• Better patient outcomes
• Less referrals to BH specialists



Collabotive Care Model



Treatment Plan

• MA administers routine BH screens

• Positive findings added to registry

• BH Case Manager, Greg, receives alert

64

Collaborative Care Visit #1



Treatment Plan

• John sees Dr. Smith for 15 minutes
• Shared medical decision making

• Education about back pain

• PT referral

• Follow-up in 6-8 weeks

• Greg briefly introduces himself to John
• Visit scheduled in 3 days, 45 minutes

65

Collaborative Care Visit #1



Treatment Plan

Care coordination

• Clinic note

• Note sent to PT

• Greg discusses John’s care with Psychiatric 
NP, Heather, during regular staffing

• NP Heather suggests Dr. Smith start mirtazapine

66

Collaborative Care Visit #1



Treatment Plan

Greg meets with John
• Intake completed 

• Motivation Interviewing

• Behavioral goals set

• Recommends visit with Dr. Smith to discuss 
medications that might help

• Return visit with Greg in 1 week, 45 minutes

• Greg makes visit with Dr. Smith in 2 weeks, 15 minutes

67

Collaborative Care Visit #1



Continuum of BH Integration

BHC: Behavioral Health Consultant



Final Thought



Thank you! Questions?
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TEFRA and SDS Programs

Grace Ingrim RN, BSN, CCM
Manager AMCCI, TEFRA and Waiver Programs, Comagine Health
1



Tax Equity Fiscal 
Responsibility Act (TEFRA)

Presented by
Grace Ingrim RN BSN CCM, Manager AMCCI, TEFRA and Waiver 
Programs
May 2025 Comagine Health Educational Sessions



Topics for Discussion

• The “Who, What, and Why” of TEFRA
Agencies involved
Eligibility requirements

• The “How” of TEFRA and role of Care Coordinator
DPA application and process

• FAQs
• Contact Information

73



TEFRA
(Tax Equity Fiscal Responsibility Act)

• The term “TEFRA” comes from the Tax Equity and Fiscal 
Responsibility Act of 1982 that authorized this Medicaid 
category. 

• Also known as Katie Beckett named after child stuck in 
hospital; Ronald Reagan approved 1981 and states followed 

• Medicaid program for disabled  children (under 19)living at 
home  with significant medical/psych/developmental needs 
allowing some who would not typically qualify for Medicaid 
because of family income to receive Medicaid benefits

• Comagine Health contracted with Division of Public Assistance 
(DPA) to perform LOC reviews

• Comagine Health also supports care coordinators, families and 
state agencies to complete the application process within 
specified timeframes



TEFRA Eligibility Requirements
1. Financial eligibility (DPA) based on the child’s income and resources; parents’ income and resources are not 
counted 

 Be under 19 years of age
 Live in parental home / guardian
 Monthly income requirements 
 Have resources $2000.00 or less.

2. Must have medical / psych/ development condition that meets Social Security Disability definition of child 
disability according to the Disability Determination Services Unit (State DDU Unit)

 Child must have a physical or mental condition that very seriously limits his or her activities; and the 
condition must have lasted, or be expected to last at least 1 year or result in death

 SSI and Medicaid use the book Disability Evaluation Under Social Security (also known as the Blue 
Book) to determine if a child meets the definition of child disability. 

 This book lists childhood impairments (conditions) that qualify. It is available on the Internet at 
http://www.ssa.gov/disability/ professionals/bluebook/ChildhoodListings.htm

3.Meet Level-of Care per State criteria (Comagine Health)
 Nursing Facility (NF)- medical
 Inpatient Psychiatric Hospital (IPH)- psych
 Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) *(DSDS)



MAGI Standards
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TEFRA Eligibility Requirements, cont.

• The purpose of the TEFRA Medicaid category is to allow children needing a high 
level of care to live at home rather than in a medical institution

• The child also must need a high level of care that would be provided in one of the 
following types of facilities: 
 Skilled or intermediate nursing facility 
 Inpatient psychiatric hospital
 Intermediate care facility for the intellectually and developmentally disabled 

• Live in the home of the parent/guardian

• Must meet all financial / social security disability and level of care criteria

                     Final eligibility is determined by DPA



Who’s Involved in TEFRA?

Division of 
Public 

Assistance
Parents

Disability 
Determination 

Services

Division of Senior 
& Disabilities 

Services

Comagine 
Health

Division of Health 
Care Services

Care 
Coordinator



TEFRA 
Application 
Process Flow 
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Does TEFRA Medicaid Offer
Additional Coverage?

• No. TEFRA Medicaid provides the same
coverage as Denali KidCare, MAGI Medicaid, 
or as a child receiving SSI-related Medicaid  

• No additional services are paid for by TEFRA Medicaid

• Check the DPA website: for additional information and 
resources on programs and services such as food stamps, 
heating assistance, childcare, senior benefits and more

 https://health.Alaska.gov/en/services/division-of-public-
assistance-dpa-services/

https://health.alaska.gov/en/services/division-of-public-assistance-dpa-services/
https://health.alaska.gov/en/services/division-of-public-assistance-dpa-services/


TEFRA vs Waivers

Similarities
Each client works with certified Care Coordinator
Must have approved LOC / POC / COC
TEFRA ICF /IDD decision determined by SDS is same criteria as 

Waiver IDD or ISW
Differences
TEFRA NF LOC determined by Comagine Health uses different 

criteria than Waiver
TEFRA IPH unique to TEFRA with no comparable Waiver and is 

determined by Comagine Health
TEFRA and Waiver have different income / resource limits
TEFRA provides basic Medicaid coverage, Waiver provides 

additional supports for child and family beyond basis Medicaid 
coverage.
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Comagine Health Role
• Link for families, care coordinators, and state 

agencies to:
• Provide administrative management and oversight throughout 

the application and renewal processes
• Tracking timeframe processes
• Maintain TEFRA website

• Review documentation for:
• NF/IPH- LOC, POC, COC
• ICF/IID- POC, COC

• Physician consultation
• Support hearing processes



Determining Level of Care (LOC) for 
NF or IPH Application / Renewal
• What are the care needs?
Substantial needs
Not cost or diagnosis driven

• Chronic Conditions
Mild
Moderate 
Profound
Severe
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Determining LOC for NF / IPH 
Application / Renewal (cont.)
Services performed at home that would typically be 
rendered in a facility setting such as:
Hospital
Residential Psychiatric Treatment Center (RPTC)
Nursing Home
Other institutional settings (ICF/IDD)

84



Online Resource Comagine Health
https://comagine.org/program/alaska-medicaid-tefra

https://comagine.org/program/alaska-medicaid-tefra


Waiver / 3rd Party Reviews

Presented by
Grace Ingrim RN BSN CCM, Manager AMCCI, TEFRA and Waiver 
Programs
May 2025 Comagine Health Educational Sessions



Medicaid Waivers
• Senior and Disabilities  Services (SDS)  

programs/policies/authorizations for services 
• Offers choice between home and community-based 

services verses institutional care for those meeting 
criteria

• Waiver programs cover seniors, adults and children
• Provides Medicaid services plus additional add on 

services



Waiver Programs
• Waiver Programs

• Adults Living Independently (ALI-21 yrs and older)
• Adults with Physical Disabilities (APDD-21 yrs and 

older with physical and developmental disabilities)
• Children with Complex Medical Conditions (CCMC- 

children and young adult under age 22)
• Intellectual & Developmental Disabilities (I/DD)
• The Individualized Supports Waiver (ISW)



Waiver Services

• Environmental  Modifications
• Respite care     
• Residential Supported Living   
• Specialized Medical Equipment
• Care Coordination
• Other 



Waiver Resources 

Division of Senior & Disabilities Services | State of Alaska | Department of Health

https://health.alaska.gov/en/senior-and-disabilities-services/


3rd Party Review Denied Reassessments

• Additional contract 
3rd Party Review of 
Denied Reassessments 

• Initial & second review 
of denial by the State; 
Comagine Health review 
of denial using State 
criteria 



Comagine Health Role

• Independent 3rd Party Review Denied 
Reassessments

• Support with physician and QIDP (Qualified 
Intellectual Disability Professional)

• Make recommendations to support or 
overturn denial based on state criteria

• Provide support for Fair Hearing
• Administrative support



Comagine Health Contact Information

Case Management/TEFRA 
• Toll-free phone (888) 578-2547
• 907-550-7600
• Fax referral form to (877) 265-9549
• Grace Ingrim 
    907-205-9590 gingrim@comagine.org



TEFRA/Waiver Services - Questions



Quyanaq



Thank you for the services you 

provide to Alaska Medicaid 

recipients, and for your continued 

efforts on their behalf.



Lunch Break 

Please return by 12:40 AKT



Alaska Medicaid Arranging 
Patient Travel

Carrie Silvers, RHIT
Medicaid Program Specialist IV, Division of Health Care Services 1



AK Medicaid Arranging Patient Travel 
May 2025 Comagine Spring Provider Outreach  
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Discussion Topics

Basic Principles
5 key components of travel 
coverage

Travel SA Flow
Flow of travel SA process; Top 
reasons Travel SAs are RTPed 
and how to avoid 

New Resources
Transportation SA Quick 
Reference Guide and COMN

Travel SA Statistics
 
Travel SA requests received, 
approved and denied

Resource Review

Arranging Member Travel webpage

Guidehouse 
Rate review contractor and 
process
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AK Medicaid Coverage 
Basic Principles
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New Resources
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New Travel COMN
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Existing Resources



Gainwell Technologies   Proprietary and Confidential

Arranging Member Travel Webpage

108

https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Sites/Arranging_Patient_Travel.html 

https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Sites/Arranging_Patient_Travel.html
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https://extranet-
sp.dhss.alaska.gov/hcs/me
dicaidalaska/Provider/Upda
tes/NEMT_Escort_Coverag
e_Flyer_20231129.pdf 

https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/NEMT_Escort_Coverage_Flyer_20231129.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/NEMT_Escort_Coverage_Flyer_20231129.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/NEMT_Escort_Coverage_Flyer_20231129.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/NEMT_Escort_Coverage_Flyer_20231129.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/NEMT_Escort_Coverage_Flyer_20231129.pdf
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https://extranet-
sp.dhss.alaska.gov/
hcs/medicaidalaska
/Provider/Updates/
POC_Requirement
_Guidance.pdf 

https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/POC_Requirement_Guidance.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/POC_Requirement_Guidance.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/POC_Requirement_Guidance.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/POC_Requirement_Guidance.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/POC_Requirement_Guidance.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Updates/POC_Requirement_Guidance.pdf


Travel SA Flow
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Non-Urgent Travel
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Urgent Travel

113
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Subsequent Travel 
Requests

114

• Subsequent requests are for follow-up on travel 
AK Medicaid has paid for. If a member has 
traveled to a provider initially on their own, the 
first trip through Medicaid would be requested 
using an initial packet.

• Subsequent requests are meant to simplify the 
request process when the fiscal agent already 
has the relevant documentation on the 
member’s travel needs. 

https://extranet-
sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Provider_Forms
/OOA_Travel_Service_2nd_Request_Fax_Packet.pdf 

https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Provider_Forms/OOA_Travel_Service_2nd_Request_Fax_Packet.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Provider_Forms/OOA_Travel_Service_2nd_Request_Fax_Packet.pdf
https://extranet-sp.dhss.alaska.gov/hcs/medicaidalaska/Provider/Provider_Forms/OOA_Travel_Service_2nd_Request_Fax_Packet.pdf
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Travel SA Statistics
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Tips for Success

120
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Guidehouse Process
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– This work is part of larger rate evaluation encompassing Transportation, 
Behavioral Health, Long Term Services and Supports (LTSS), and 
Federally Qualified Health Centers (FQHCs)

– Promote access to healthcare for all Alaskans from a rate setting and 
policy perspective, and support service sustainability through 
reimbursement adequacy

– Review existing rate methodologies and comparison to other states
– Consider rate differentials informed by unique geographical and regional 

complexities
– Evaluate alignment with rates for similar services established across 

programs and divisions (as applicable)
– Conduct robust engagement with community partners including Tribal 

Health Organizations (THOs)
– Complete a comprehensive fiscal analysis
– Provide recommendations for implementation

Overview and Goals of Rate Review
March 25, 
2025

© 2025 Guidehouse Inc. 122

*Note: Deliverables for implementation and post-implementation support are not included in this list and may depend on the outcomes of the rate development process.

1. Project Workplan
2. Peer State Comparisons
3. Provider Survey
4. Rate Models
5. Policy and Fiscal Impact 

Analysis
6. Final Report with Rate 

and Policy Implementation 
Recommendations

Key Deliverables*
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Air Ambulance

Fee schedule

Emergency call return trips 
both occupied and empty

Staffing costs for associated 
ground transport

Multiple patient transport

Ground 
Ambulance

Fee schedule

Emergency call return trips 
both occupied and empty

Treat in place and refuse 
transport

Non-emergent facility 
transport

Behavioral health 

Other Ground 
Transportation

Wheelchair Vans

Taxi

Ride Share

Personal Vehicle Mileage

Lodging

Lodging fee schedule

Seasonality overall and 
specific rates

Tribal reimbursement and 
policy

Out of state rates

Seasonal availability

Services Included in Rate and Policy Study
March 25, 
2025
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Gainwell Technologies   Proprietary and Confidential

March 13 – 14
• Conduct Air 
Ambulance and 
Wheelchair Van 
Stakeholder 
Workgroup 
Introductory 
Meetings

March 28 – 
April 18
• Providers 
complete cost and 
wage surveys

April 25
• Conduct Air 
Ambulance and 
Wheelchair Van 
Stakeholder 
Workgroup Survey 
Follow Up 
Meetings

May 23
• Conduct Air 
Ambulance and 
Wheelchair Van 
Stakeholder 
Workgroup Rate 
Review Meetings

June 20
• Conduct Air 
Ambulance and 
Wheelchair Van 
Stakeholder 
Workgroup Policy 
Meetings

July 18
• Final report 
submitted to 
Alaska DOH

Project Plan and Key Dates
March 25, 
2025

© 2025 Guidehouse Inc. 124

Ongoing 1x1 provider outreach and focus groups as needed for other services



For questions or comments, please reach out 
to:
akratestudy_transportation@guidehouse.c
om 

mailto:akratestudy_transportation@guidehouse.com
mailto:akratestudy_transportation@guidehouse.com


Questions?



HMS, Provider Inquiry 
907.644.6800, option 1, 1 or 800.770.5650  option 1, 1

Kayla Knight
Alaska Medicaid Transportation Program Manager
Kayla.knight@alaska.gov or 907.334.2183

Contacts

mailto:Kayla.knight@alaska.gov


Zero Suicide Initiatives and 
Updates

Amy Molloy
Senior Project Associate, Zero Suicide,  Education Development Center

Mya Robinson 
Zero Suicide Program Coordinator, SOA DOH Division of Behavioral 
Health, Section of Prevention & Early  Intervention



LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE

Alaska Zero Suicide 
Initiative

Amy Molloy
Zero Suicide at EDC

Mya Robinson, DOH
Zero Suicide Program Coordinator

May 2025



ZEROSUICIDE.EDC.O
RG

A Better World is Possible When We 
Transform Together

ABOUT EDC SOLUTIONS

EDC Solutions offers versatile 

consultation and training for education, 

community, and healthcare systems 

committed to improving prevention 

and wellbeing for their workforce and 

the people they serve.

130 | 
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The suicide prevention content and resources provided through the services and trainings of 
Education Development Center, Inc. (including Zero Suicide Institute and EDC Solutions) are 
intended to provide organizations with a range of best practice options and resources 
designed to improve suicide prevention care. Please note that the recommended options 
and resources are not intended to be exclusive and may not be appropriate for all patient 
populations in all settings. Organizational leaders and staff should review other resources, 
protocols, and practices to select the most appropriate and complementary options that 
meet their ultimate goals and needs.

131 | 

Legal Disclaimer
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Agenda
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Why Zero Suicide?

Review of Zero Suicide elements

Update:  Zero Suicide in Alaska

What’s next?
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Core Components of Safe Suicide Care

 Seven elements

 Systems approach

 Not linear but simultaneous

ELEMENTS

134 | 

Zero Suicide Framework
LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE
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A Focus on Patient Safety and Error Reduction

Adapted from James Reason’s “Swiss Cheese framework of Accidents”

135 | 
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A Focus on Patient Safety and Error Reduction
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Adapted from James Reason’s “Swiss Cheese framework of Accidents”
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For individuals who died by suicide:
 92% saw healthcare provider year before death
 48% saw primary care provider 30 days before
 25% saw mental health provider 90 days before
 Nearly 30% had healthcare visit one week before
 Over 50% had healthcare visit 30 days before

137 | 

Why Zero Suicide?
Health care systems have a vital role in suicide prevention.

Ahmedani et al., 2019
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Aligning Zero Suicide

Data-Driven 
Approach
Continuous 

Quality 
Improvement
High-Reliability 

Organization

Evidence-
Based Care
Accreditation 

Standards
 Integrated Care 

Model

Culture of 
Safety
 Trauma-

Informed Care
Worker 

Wellness
 Just Culture
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2024 National Strategy for Suicide Prevention

Goal 8:
Implement effective suicide 
prevention services as a core 
component of healthcare.

Goal 9:
Improve the quality and accessibility 
of crisis care service across all 
communities.

139 | 
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LEAD
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Lead

LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE

 Belief that suicide can be prevented
 Polices support a culture of safety
 Lived experience is valued and 

included in meaningful ways
 No-blame, just culture is rooted in 

leadership support
 Postvention activities promote healing 

and reduce risk



ZEROSUICIDE.EDC.O
RG

IMPROVE
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Improve

LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE

 Zero Suicide is a data-driven 
quality improvement model

 Monitoring for fidelity is on-going
 Quality/risk staff are actively 

engaged in implementation team
 Use EHR to collect and report on 

data
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TRAIN

Train
LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE

 What is Zero Suicide?
 Basic suicide awareness 

for all staff
 Train on interventions, policies 

and workflows
 Use CQI to inform training plan
 Provide initial and on-going support



ZEROSUICIDE.EDC.O
RG

143 | 

IDENITFY

Identify
LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE

 Screening & assessment are 
two distinct processes

 Use evidence-based tools
 Don't ignore clinical judgement
 Outline process in workflow
 Determine risk level to inform 

suicide care response
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ENGAGE
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Engage
LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE

 Collaborative safety planning 
 Lethal means safety
 Suicide care pathway
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TRANSITION
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Transition
LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE Warm hand-off
 Appointment scheduling
 Caring Contacts
 Peer support
 Care coordination
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TREAT
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Treat
LEAD TRAIN

IDENTIFY

ENGAGE

TREAT

TRANS ITION

IMPROVE Directly treat suicide
 Appropriate to risk level
 Least restrictive setting
 Can be provided via telehealth
 Little to no evidence for hospital only 
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FREE Zero Suicide 
Resources
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TOOLKIT

148

Zero Suicide Toolkit
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TOOLKIT

149

Population Specific Zero Suicide Toolkits
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Staff Readiness 

 Readiness-Building Guide
 Readiness Presentation
 Communications Planner
 Mini articles
 FAQs
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Assess employee:
 Knowledge about suicide
 Skills for safer suicide care
 Beliefs and attitudes
 Repeat every 

couple years

151 | 

Workforce Survey
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Counseling on Access to Lethal Means

This free online course is designed 
to help counsel people at risk for 
suicide - and their families - on 
lethal means safety.

 Updated content
 Real-world case studies
 Mobile-friendly design

https://go.edc.org/CALMonline
https://go.edc.org/CALMonline
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FREE Training Opportunities For Alaska 

• EDC’s Assisting and Managing Suicide Risk 
(AMSR) for direct staff providing inpatient and 
outpatient care. 

• Lethal Means Safety: PC CARES training about 
hold conversations with families about lethal 
means reduction

• The Connect Program, NAMI New Hampshire
• Connect Health Care online training
• Connect Mental Health Care online training

https://solutions.edc.org/solutions/zero-suicide-institute/amsr/amsr-services/amsr-training
https://theconnectprogram.org/wp-content/uploads/2019/09/OnlineHealthcare.pdf
https://theconnectprogram.org/wp-content/uploads/2019/09/OnlineMH.pdf
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FREE Training Opportunities For Alaska cont. 

UAA Center for Human Development suicide prevention 
trainings:

1. Collaborative Assessment & Management of 
Suicidality 

2. CAMS: Brief Intervention (BI)
3. CAMS4Teens
4. Cognitive Behavioral Therapy for Suicide 

Prevention (CBT-SP)
5. Be Sensitive, Be Brave for Suicide Prevention

https://continuingstudies.alaska.edu/Registration.aspx?AffiliateID=R78W51
https://continuingstudies.alaska.edu/Registration.aspx?AffiliateID=R78W51


Contact Information
Statewide Suicide Prevention Coordinator: Sheli.Delaney@alaska.gov

Zero Suicide Program Coordinator: Mya.Robinson@alaska.gov

988 Program Coordinator: Anneliese.Hudson@alaska.gov 

mailto:Sheli.Delaney@alaska.gov
mailto:Mya.Robinson@alaska.gov
mailto:Anneliese.Hudson@alaska.gov
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Questions?
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For more information, check out zerosuicide.edc.org



Closing Remarks – Day Two

Yvette Stratton, RN, BSN, CCM
Executive Director, Care Management, Comagine Health



Please 
complete 
the survey

The survey only needs to be 
completed once.

Link: 
https://uaa.co1.qualtrics.com/j
fe/form/SV_0P5HWcko27RFpD
8?Q_CHL=qr

QR Code:

https://uaa.co1.qualtrics.com/jfe/form/SV_0P5HWcko27RFpD8?Q_CHL=qr
https://uaa.co1.qualtrics.com/jfe/form/SV_0P5HWcko27RFpD8?Q_CHL=qr
https://uaa.co1.qualtrics.com/jfe/form/SV_0P5HWcko27RFpD8?Q_CHL=qr


Thank you for attending! 

A recording of the presentation will be 
available on the Comagine Health 
website under Programs, Alaska 
Medicaid Behavioral Health, and  Alaska 
Medicaid-Division of Health Care 
Services. Click on the Provider link for 
Provider Resources.  
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