Provider Meeting—Region 1
CBHS

December 5, 2011

Present:

Mike Parker, DHHS-CBHS
Chris McLaughlin, Wings

Genevieve Gardner, Connections for Kids/Becket

Jamie Moore, Affinity

Laura Harvey, Independence

Susan Simpson, Health Affiliates Maine

Josie Hamilton, MAS HomeCare of Maine

Sally Hunt, DHHS-CBHS

Jen Moore, Saco River

Karri White, Bridge to Success

Kristine Belanger, Milestones Family Services

Evelyn Blanchard, Easter Seals

Brandy LeClair, SequelCare of Maine

Hannah Welch, Bridges of Maine

Jason Haigh, Bridges of Maine

Ellen Martzial, Woodfords

Sue Hromadka, MAS HomeCare

Betsy McGettigan, Tri-County Mental Health Services

Carrie Baker, Merrymeeting Behavioral Health Assoc.

Kane Loukas, Opportunity Alliance

Lisa Salger, DHHS-CBHS

Phil delVecchio, SMART Child & Family Services

Mary Galarraga, MVRA

Samantha Bazinet, MVRA
Carrie Roberts, Christopher Aaron Counseling Center

Sarah Mehlhorn, Waban

Jeremy Gatto, Counseling Services Inc.

Bekah McIntyre, LearningWorks

Meg Hall, Spurwink Services

Rory Guilmartin, Spurwink intern

Amy Roberts, Anchor

Donna Mrowka, LearningWorks

Elizabeth Sjulander, Saco River

Casey Allen, Saco River

Katherine Blouin, Saco River

Gary Grover, Back to Basics

Kelly Stevens, Saco River

John Regan, CAFÉ

Shawna Richard, Saco River

Terry Valente, Independence Association

Joe Pannozzo, Pine Tree Society

Marcia Hard, Merrymeeting Behavioral Health Associates

Jenny Dow, Wings

Joe Costello, Assistance Plus

Heather Borst, Connections for Kids

Heather Dunbar, Casey Family Services

Debbie Papps, CSI

Peter Reynolds, Port Resources

Kim Brooker, HCI

Laurie Phillips, Progress Center

John Beaman, KidsPeace

Beth Blanchette, KidsPeace

Jaime Williams, KidsPeace

Paula Steele, Providence

Alison Lynn Catey, Providence

Lindsay Payeur, Providence

Wayne Chasse, Progressions
Katherine Chasse, Progressions

Michelle Armstrong, DHHS-CBHS

Jana Colby, DHHS-CBHS

Clarice Dunn, DHHS-CBHS

Sally Hunt, DHHS-CBHS

Lisa Salger, DHHS-CBHS

Michelle Descoteaux, DHHS-CBHS

Bob Barton, DHHS-CBHS

Doug Patrick, DHHS-CBHS

Rachel Posner, DHHS-CBHS

APS Healthcare

Kelly Parnell & Kelly Bickmore from APS Healthcare talked about clinical documentation that providers enter into CareConnection.  For their handout, see the APS website.  APS has a team of Care Managers that review submissions based on MaineCare rules and medical necessity criteria.  The standards are in the MaineCare rules, for example, the TCM rules and HCT rules.  The Care Managers all have experience providing clinical services in the community.  In terms of clinical documentation, the Care Managers look for a thread that connects the clinical need and the service being provided.  The question is, clinically, why does this person needs this service at this time?  In addition to clinical needs, other factors may be taken into account, such as socioeconomic information that may be relevant (for example, in a TCM submission).  In CareConnection, the Additional Information section is the first thing that Care Manager sees when s/he pulls up the provider’s submission.  This may be the place to highlight information the provider wants to emphasize.  This is a “free text” box.

For TCM, APS sees a lot of submissions that explain what the family needs for assistance with the child.  But what provider should do is justify their service, i.e. what is the provider doing to address these needs, based on the functions of a case manager?  Emphasize what is being done with the family and child, rather than highlighting the symptoms of the child.  Information should support the time spent with the family.  This can be done quite succinctly.  Some agencies have a template for their own internal process, to make sure they hit the highlights.
Q:  This provider sometimes gets feedback that behavior and symptoms don’t support this service.  

A:  MaineCare rule changes a while back make TCM more of an episodic service.  If the symptoms are mild, or if services have been going on for a while, the question arises, what’s the next step?  What is the plan for discharge from the service?  Tailor the entry to the needs of the specific child.  For example, if the child has been in service for a while, it might be appropriate to give more clinical detail that explains the continued need for TCM. 
The purpose of this entry is not to document an assessment, or provide in-depth detail about the child’s clinical needs, but to document the need for this service, and what specifically the provider is doing to deal with the specific need.  Sometimes people give lists of problems, and say they’re monitoring them; but MaineCare rules for TCM do not allow monitoring to go on and on.  The question is about action steps.  If there is lack of progress, why?  And if there is lack of progress, and a request for continued services, there should be an accompanying shift in practice.
At times, a Care Manager may authorize with changes.  This means the review has been authorized, but the next review needs to come in sooner.  This may happen if the authorization request referred to an event happening soon, such as a team meeting or ITRT submission.  In discharge plans, APS is looking for what’s the plan when it’s time for discharge, even if discharge is not planned for the upcoming review period.

Regarding HCT:  what lower levels of care have been attempted?  APS encourages providers to put that in the Additional Information section.  There isn’t a drop-down in APS for this information.  It’s also helpful to note if the family is refusing other levels of care.

Q:  A report published over the summer by APS contained data on agencies, and how they’re doing meeting goals for each child.  Most agencies were low in meeting the standard.  Is this about the types of goals the agencies are writing?  

A:  Doug Patrick: There are quarterly Contract Indicator reports that are generated from APS data.  These are based on requirements in the CBHS contracts, that goals be completed in 6 months.  Historically, in the drop-down menu in APS, it was confusing in terms of exactly what was being indicated there.  That was updated in APS recent, so the data should be more accurate in the future.  Also, it’s not only how well the goals are met, but how well they’re articulated.  The goal of TCM is not necessarily that the child will clinically resolve certain issues, but that there’s a team that can execute certain functions & carry on after TCM is no longer in place.   The goals should be achievable from the perspective of the service (TCM, HCT, etc.).  CBHS has a CQI (continuous quality improvement) program, with youth, parents, and providers participating.  That group is looking at those measures to see if they accurately reflect agencies’ work, and if there are better measures to reflect agencies’ work.  

Compliments:  number of denials is very low.  
Treatment plan goals:  see p.19 of the handout.  Please tailor the plan to the TCM functions.  People have done a wonderful job with documentation.  Providers tend to have all the information, but don’t necessarily capture the information in APS that’s needed by the Care Manager, who doesn’t know the child the way the agency does.

Q:  For cases where there are 12, 15, 20 hours/week of HCT services, authorizations are coming in for 45 days and not 90.  Is this because of the number of hours, or because the request isn’t clear?

A:  Could be hours, but could be that the clinical presentation doesn’t match the request.

The handouts will be posted on the APS website. 

Kelly Bickmore talked about appeals and distributed 2 handouts, one with information from the provider manual, and the other a handout that the APS staff put together about going through Reconsideration and Appeal with APS.   A submission to APS is about good practice:  tell APS about what you’re doing in your practice.  There is less than a 2% denial rate in 20,000 cases per month.  Very few cases come to the level of Reconsideration or Appeal.  Kelly encouraged providers to look at this from a QI perspective.  Think about how the submission looks from the other end, from APS’s viewpoint.  If APS approves a shorter length for the authorization, the message may be that some of the agency’s work hasn’t been clearly captured in the submission to APS.  If at all possible, we should all try to avoid appeals, for the sake of families, who don’t need more stress.  The legal process is very emotional, and very hard for families.  
Q: Has APS gotten consumer voice in how to make this process less stressful for families?

A: APS has a Member Liaison on staff, who is herself a consumer.  When a family calls APS about appeal, this member liaison helps families go through the process.    There is also a Member Advisory Council.

There are a lot of steps that can be done, before going to appeal.  APS encourages people to use these options.  It’s helpful to have conversations with the family as flags or hints are starting to come from APS.  If reviews have been shortened, or there has been a partial authorization, it’s important to have a conversation with the family so the family knows and understands the process.

Doug Patrick indicated that another issue came up recently was phone conferences with the doctor at APS.  It may help for case managers especially to have their supervisor or program manager present to support them for that phone call.  Also, sometimes the authorization from the doctor includes a question.  This may be the point that APS is stuck on, and should be answered.  

Please use shortened authorizations, partial authorizations, and reconsiderations as part of the QI process within the agency.  If a particular request stands out from APS’s point of view, it would be worth looking at whether this is part of a pattern, and something can be done differently in the agency’s practice, or submissions.
Q:  What’s the difference between a partial authorization and a “physician authorized with changes”?
A:  The latter is a pro-rated version of the agency’s request, e.g. proportionally the same amount of units, but for a shorter time.  The former is lower amount of units.  “Physician authorization with changes” also typically means there’s something particular being requested for next review.  

In the request, the agency is being asked to be a fortune teller for the next 90 days.  But things may not turn out as predicted.  Whatever the agency focused on in the last submission should be mentioned or referenced in the subsequent one.
Y-OQ

Michelle Descoteaux talked about the Youth Outcome Questionnaire (YOQ), a tool currently being used by clinicians in HCT and ACT to help families and youth determine where they are in treatment.  There’s a 30 question version, a 64 question version.  There are short & long versions for parents, and short & long versions for youth.  The YOQ shows strengths, progress in treatment from the parent and youth perspective.  It can be used to guide youth, families, and clinicians on what the presenting issue is, and whether there need to be course-corrections in the treatment.  There is a large web-based data system that tracks the information.  The YOQ is being used somewhat differently by different agencies—weekly, monthly, etc.  Michelle is part of a CBHS group that is tracking data on how YOQ is being used, where it’s being used, etc.  At the moment, we’re at the phase of data scrubbing. 
Doug Patrick added that for TCM, the YOQ can be a tool that the team, not just the clinician, can use to be aware of how things are going.  A case manager could potentially refer to YOQ results in a continued stay request—i.e. that YOQ shows apparently minimal progress in treatment, therefore the continued request.

Section 28

Bob Barton indicated that since we had a staff reduction, we’re having a problem with staff getting plans reviewed as quickly as we used to.  Plans need to be in 10 state wo4rking days before the authorization expires.  If it’s in on time, CBHS will honor that date (if we’re late in doing our piece).  If the plan is late, you may not get paid because it takes a while to review. 

Requests for more information are really requests, not denials.  In the past 2 months Region 1 has issued no denials.  We really want to work with the providers.

Contracts say that children will meet 70% of their initial goals in 6 months.  Typically this is about how the goals/objectives are written.  Are they written realistically?  90% of the plans that you submit should not require additional information.  Some agencies struggle with this.  The major reason for an information request is that data was not submitted.  CSRs requires measurable evidence that child is making progress.  We also have times when we question why a particular objective is continuing, and not transitioning to a parent.  A recent treatment plan had the objective moving from 2 verbal prompts to 1.  In that case, why isn’t this being transitioned to the parent?  We also need for plans to be developmentally appropriate—most teenagers aren’t picking up their rooms, and the developmentally disabled teenager may not either. There is a difference between skill acquisition and supervision. Section 28 does not cover supervision..  

We need to always keep in mind the standard of medical necessity—child with autism engaging in serious self-injury is pretty clearly a medical necessity, vs. the child who needs 1 verbal cue to take their plate out to the dishwasher.

Transitions to adulthood:  as a child gets older it may be helpful to ask the question,  “If services stop tomorrow, what would you have wished you had worked on?”.  A lot of young adults getting Section 28 services will not get a Section 21 waiver or Section 29 services.  What will be most helpful to the youth and family in the last 6 months or year of services?  What’s crucial? 

On the CBHS website are all the notes from our provider meetings. Please review them.

Adaptive scores: have to be within the last 2 years.  We expect these to be updated, or you will get a letter requesting additional information.  Adaptive scores:  ABAS or Vineland composite under 70, or 78 or below and one of the subcategories at least 70 or below.  If the scores are too high, we will give you time to transition out of services.

Thanks to everyone for their hard work.

If your agency is getting a lot of requests for additional information, you may hear from us with an offer of technical assistance.  

Please call if you have questions!

*Additional Note: When writing a Continuing Stay review, in the section where you give measurable evidence that the child is making progress, please list the goals and objectives in the order that they appear in the treatment plan. It is best to list the objective, give the status of each objective and action taken then go on to the next objective, status and actions taken, etc. For that section, we need to be able to clearly see each objective and what the status is. 

Q:  It seems to take 7 days from the time provider sends the CSR, to the time it lands in Clarice’s hands.  Is there any way we can go back to the electronic world, and e-mail plans to CBHS?

A:  If it’s e-mailed, we have to print it out, date stamp, etc.  We just do not have the time to do that. We understand the burden that may place on agencies and will do what we can to address the situation. 

Doug Patrick indicated that CBHS is working on getting an electronic system in place to remedy this.  We’ll update providers more as there’s progress on this.  Pending that, with staff shortages, we need to get documentation as best we can.

Q:  Mailing in the CSR’s takes time—a month before it’s due.  This shortens the amount of data that can be included in the CSR.  

Q:  If you drop them off at the front desk, is there still a 4 day wait?

A:  No, it depends on the staff downstairs, and whether they know to call upstairs & ask someone to come get it.  We can work on a process with our reception desk.

Q:  If it gets dropped in the drop box, that’s a problem?  Could agencies get an e-mail when we receive a plan?

A:  Give a plan to the receptionist, and ask someone to come down to get it.

**UPDATE: If agencies drop the plans off at the desk they will be put aside and picked up and brought to CBHS by the end of the day or first thing the next morning. They will not be delayed by going through our mailroom. Agencies need to write CBHS in large letters on the envelope along with the name of the person you are addressing it to. We will use the day that it is dropped off as the date of submission.

Individual Planning Funds (flex funds)
Effective 4/1/12, checks for Individual Planning Funds (flex funds and therapeutic recreation) will be cut by the State, and not by contracted agencies (Woodfords in Region 1).   CBHS is working on procedures for this.
PNMI

Rachel distributed a handout, which included a link to information on the DHHS website about changes in PNMI.   http://maine.gov/dhhs/oms/provider/pnmi.html       PNMI covers residential services for children; treatment foster care; and various adult residential programs.  Doug indicated that there are only 2 states in the country, Maine being one, that use PNMI, and the Federal government is involved with both States around serious objections to use of PNMI.  Something will need to be done for July 1.  There have been stakeholder meetings around the state to discuss this.  The Office of Child and Family Services hopes to sit down with providers of PNMI services to children for more specific conversations.  

Critical Incidents Policy

The Critical Incidents policy is being updated, along with the accompanying form.  At the moment, CBHS is waiting for feedback from Licensing and from the AG’s office.  An attempt is being made to eliminate redundancies in reporting.  The Critical Incidents Policy covers both residential and community-based providers.  The CBHS CQI committee has seen a draft of the proposed policy and made extensive comments.  The CQI committee includes providers, families, and youth. 
Also under way is revision of the Behavior Regulations that apply to children with Intellectual Disabilities and Autism.  The Behavior Regulations require the “Reportable Events” form under certain circumstances.  Until there’s a revision to the regulations, the same regulations that apply to adults apply to children.   If there are any questions, contact CBHS, or for more information, the Behavior Regulations are at:
http://www.maine.gov/dhhs/OACPDS/DS/threeperson/behavior-regulations.htm
Q:  Are Critical Incidents supposed to be historical?  E.g. is a provider responsible for reporting something historical (that happened when the provider wasn’t present)?

A:  The revision to the Critical Incidents policy will make this clearer.  The question is, was the child under your care?  E.g. for a child who bolted:  if he bolted while the provider is directly responsible for the child, yes, report.  But if the parent tells you he bolted over the weekend, and he wasn’t directly under the agency’s care at that time, that’s not a Critical Incident for this purpose.  This will be clearer in the revised policy.  Providers on the CQI committee have asked very helpful questions. But in the example: if the parent reports that the child bolted over the weekend, the agency should document in the progress notes if it’s related to the overall treatment plan.
Please call if you have questions about Critical Incidents or Reportable Events.

DOC

Informational item re staffing changes
The CBHS positions for Psychiatric Social Workers at Long Cree Youth Development Center have been filled.  The new staff are Al Haynes and Samantha Lazarus.
There have been some changes at DOC Community Corrections.  The Acting Regional Correctional Administrator for York & Cumberland Counties is now Colin O’Neill.  Acting Supervisor for York County is Galan Williamson.
Q:  Can a child who has a JCCO also have a TCM?

A:  Doug Patrick: Historically, both Child Welfare and DOC had billed Medicaid for case management.  There is no longer a separate category for Medicaid case management for Child Welfare or DOC.  If the child meets criteria for TCM through mental health needs, intellectual disabilities, or medical needs, s/he can still have this service and have a JCCO or Child Welfare caseworker.

Children’s Waiver
The application for waiver services should be coming out shortly, for families to fill out, with help from case managers or others.  There will be a reasonable amount of time for families to fill out the application.  There will be instructions on how to fill it out.  There will be a requirement of some documentation to be submitted with the application.  At the same time, CBHS will be approving providers to provide waiver services.  If you’re interested in becoming a waiver provider, please contact Mike Parker.  Waiver services can be either in a small group home setting, or in family homes.  
Q:  Is the language detailed, whether the diagnosis (that’s submitted with the application) could be confirmation of diagnosis, or does there need to be a new evaluation?  

A:  There are some policy changes that are coming out.  That is one that has been identified for change.  Typically with these diagnoses, there’s not a lot of change.  

Q:  Any change or clarification on rates?
A:  There will be changes in policy addressing levels of care in Chapter 2, and in Chapter 3 there will be some rate changes for home support.

Provider Change Form

Mike Parker complimented agencies who have gone to the website to fill out this form.  Please use the form on the website for any change to the information on the website for your agency, if there’s a change of address or other information.  Accurate information on the website helps parents navigate services.  The website is being regularly used by families and providers.  Check out your agency’s entry on the CBHS website to make sure it’s accurate.
MIS (TCMs 16 to 20 year olds)
TCMs that have teenagers on their caseload with Intellectual Disabilities or Autism, please fill out the MIS form.  This helps Adult Developmental Services (the Office of Adults with Cognitive & Physical Disabilities--OACPD) plan for what resources they will need to provide.  If you send the form electronically, it needs to be password protected.
NEXT PROVIDER MEETING:  3/5/12 from 10:30-12:30

