Children’s Behavioral Health Services
Provider Meeting

September 13, 2011

Present:

· Mike Parker, DHHS-CBHS

· Erica Whiting, Port Resources

· Casey Allen, Saco River Health Services

· Jenny Dow, Wings

· Emilee Taplin-Lacy, Affinity

· Hannah Welch, Bridges of Maine

· Erin Conley, Providence

· Tracy Haller, Casa

· John Beaman, KidsPeace

· Brenda Smith, Youth Alternatives Ingraham

· Joe Pannozzo, Pine Tree Society

· Becky Ryan, Living Innovations

· Durinda Chace, Spurwink

· Heather Devita, Learning Works

· Jaime Williams, KidsPeace

· Jana Colby, DHHS-CBHS

· Evelyn Blanchard, Easter Seals

· Allyson Lowell, Woodfords

· Lisa Salger, DHHS-CBHS

· Amanda Hanmer, PSC/STRIVE

· Michelle Armstrong, DHHS-CBHS

· Michael Damon, Merrymeeting Behavioral Health

· Marcia Hard, Merrymeeting Behavioral Health

· Sylvie Demers, Counseling Services, Inc.

· Gary Grover, Back to Basics
· Tara Moulton, Back to Basics

· Kristine Belanger, Milestones Family Services

· John Regan, Café

· Nancy Givren, Community Counseling Center

· Clarice Dunn, DHHS-CBHS

· Wayne Chasse, Progressions Behavioral Health Services

· Katherine Chasse, Progressions Behavioral Health Services

· Rachel Posner, DHHS-CBHS

· Bob Barton, DHHS-CBHS

· Doug Patrick, DHHS-CBHS

· Kathy Kosnow, PROP

· Doug Dubois, Port Resources

· Peter Reynolds, Port Resources

· Hanna Means, Affinity

· Carrie Roberts, Christopher Aaron Counseling

· Michele Hylen, Sequel

Introductions

Waiver

Doug Patrick, Systems Manager for Children’s Behavioral Health Services, talked about the children’s waiver.  This Medicaid waiver is for children with Intellectual Disabilities and Pervasive Developmental Disorders.  40 children will be served in the first year; an addition 20 the 2nd year, and another 20 the 3rd year.  Entry ages for waiver, ages 5 up to 17.  

The Federal waiver application took a while; and MaineCare regulations also had to be developed.  The MaineCare rule was issued July 1 as an “emergency” for technical reasons.  The rule has been sent out to comment, and DHHS is in process of responding to the comments.  The final rule isn’t out yet.  There may be some changes, and perhaps another comment period.  The Department is trying to respond to concerns expressed by parents & providers.  There has been a provider call-in, and recently a provider meeting in Augusta.  Last week, there was a stakeholders meeting that included advocates, family members, and some providers.    The stakeholders meetings will continue—for example, in October two meetings are scheduled to work on forms, procedures, quality improvement process, etc.  
Doug talked about provider requirements.  He referred to two documents: one is a letter to providers, describing what we’re looking for in proposals to provide the services, & the second document is the usual form that CBHS requires when agencies want to provide a new service.  CBHS has already received some proposals from providers who are interested in providing waiver services (Section 32).  The provider would need to be enrolled with MIHMS, and have a contract with CBHS.

Children can be served either in their own homes or in a small residential facility in the community.  That is the parent’s choice.  CBHS is accepting proposals from agencies that might want to provide in-home services, or residential services, or both.  The proposal asks the provider information on a range of issues such as staffing; supervision; plans for addressing unplanned staff absences; ways to handle disruptive behaviors & aggression; how to handle medical issues; coordination with family members; etc.
Eligibility from the proposed rule includes:

Intellectual Disabilities:

· Ages 5 to age seventeen (17) with an Axis II diagnosis of Mental Retardation (317, 318, 319)as described in the most recent Diagnostic and Statistical Manual of Mental Disorders (DSM)                                                            OR

Pervasive Developmental Disorders (PDD):

· Ages 5 to age seventeen (17) with an Axis I diagnosis of Pervasive Developmental Disorders (PDD) known as Autistic Disorder (299), Asperger’s Syndrome (299.80), Pervasive Developmental Disorder-Not Otherwise Specified (PDD-NOS)(299.80), Rhett’s Disorder (299.80), and or Childhood Disintegrative Disorder (299.10) as described in the most recent Diagnostic and Statistical Manual of Mental Disorders (DSM).

                                                                                 AND

· Documentation of functional impairment measured as two (2) standard deviations below the mean on the composite score of the Vineland Adaptive Behavior Scale or the Adaptive Behavioral Assessment Scales (ABAS).  Other comparable functional assessment tools that are proven to be reliable and valid, that are approved by the Department may also be used.  

· Members admitted to the Home and Community Waiver benefit may continue until the member turns twenty one (21) if necessary.

· To be eligible for this Home and Community Waiver Benefit, members must meet medical eligibility requirements and there must be a funded opening.

Covered services:  most of the hours & services will probably be the habilitation services that help with stability, well-being, daily living skills, etc.  This fills the gap that services such as RCS (Section 28) and HCT (Section 65) can’t fill:  this is intended to be habilitation support.  RCS28 is meant to proactively address goals, to rehabilitate behaviors.  The waiver is meant to habilitate, i.e. to assist.  The waiver also includes respite services, for waiver services provided in a family home.  There are also home accessibility adaptations for family homes—things that aren’t otherwise covered by another State Plan service.  The waiver also provides for consultation services by professionals who can be reimbursed for consulting with the team (parents, staff) to talk about different types of planning that might make the waiver successful.  This can be provided by OT, PT, Speech, Recreation therapist, LCSW, as specified in the rule.  These professionals don’t need to open up a separate case to do the consultation, rather, they consult to the team.  Communication aids can be paid for as well.  Transportation to waiver plan activities is also covered in the waiver. 
Other MaineCare services can be provided simultaneously.  The first place to look for services should always be the State Plan (i.e. case management, outpatient therapy, etc.).   Where other MaineCare services are provided, they should be done in coordination with the waiver services.  The services that cannot be provided simultaneously with the children’s waiver include adult waiver services, and institutional services (ICF-MR or PNMI-Section 97).   
Room and board are not covered under the waiver.  Those costs (for residential waiver services) would be covered separately.  The Department is in the process of rate-setting for room and board costs.
Staff qualifications:  home support qualifications are for a BHP, similar to RCS28.  Respite provider qualifications are also spelled out in the rule, as are qualifications for consultants.  

Applications for families to apply for waiver services should be out in the next month.  The rule specifies priority criteria, and waitlist procedures.  The Clinical Care Specialists in the CBHS regional offices will be reviewing the applications for eligibility and for priority status.  They will also be reviewing plans that are submitted for individual children.

Questions

· How will we identify who is eligible for Section 32?

· Look at the eligibility criteria, the application form, etc.  If the child appears to meet that level of need, CBHS will consider the application.  The children with the highest needs, statewide, will have priority.  CBHS is also looking at children currently in residential treatment, children hospitalized at the Developmental Disabilities Unit at Spring Harbor, & children with high numbers of RCS28 hours.

· What are the expectations for full implementation?
· The application for families should be out in October.  For this first round of applications, they might be due a month or two after the application form is available, to give families sufficient time to apply.  Providers also need an opportunity to design their services, put together staffing patterns, supervision, etc.  But provider activity needs to wait until there’s a better idea of the geographic locations of the children to be served, so there is some idea of how to cluster services.

· For children’s case management, what do we need to do now?

· If you have a child you think will probably apply for a waiver, please call Mike Parker to let him know.  This will help give CBHS an idea of numbers who might apply, and geographic distribution.  The case manager might also start to assemble diagnostic information, history (e.g. hospital discharge summaries) but there’s not much else to do at the moment.

· Diagnosis and age?

· Mental Retardation, and the Pervasive Developmental Disorders, ages 5-17 at time of entry into the waiver.
· What will be the UR process for the service?

· An initial plan submitted for the child will be reviewed by CBHS.  At 90 days, the child’s team will review and update the plan, but the 90 day review is not submitted to CBHS.  Re-determination of eligibility and reauthorization of services will be done at 1 year.  CBHS may have UR look at records and notes to keep an eye on services.  The UR will not be done by APS.

· Home adaptations—is there an amount?

· $10,000.00 in a 5 year period (more information can be found under Section 32.06 of the Children’s Section 32 Waiver)
· Children in residential treatment who are 17, haven’t been determined eligible for adult services, but have already gone past the age for this waiver—is there any flexibility in the age?

· No, the waiver is written with age 17 as the top age for entry.  Those individuals should be applying for adult services, and meanwhile CBHS can help to put other supports in place.

· If a child is on the children’s waiver, is there automatic move to the adult waiver?
· No.  A lot of attention needs to be paid to making the application for adult waiver in a timely way.

· How will classifications be handled?  Similarly to adult services?

· We’re coordinating with adult services. In some ways the procedures may mirror adult services, but there are likely to be differences.

· For children currently on the adult waiver, will they remain where they are until age 21?

· CBHS recommends they stay on that waiver, at the risk of losing the adult waiver by moving off of it. 
CAFAS
There have been some questions about availability of CAFAS training for case managers.  Doug indicated there have been some scheduling problems in getting case managers into training.  The developers of the CAFAS have specific training requirements for CAFAS trainers.  Some of the trained trainers have dropped out, and new trainers require specific training.  CBHS is working on developing & making available a clear schedule of future CAFAS trainings, so agencies can look at the training calendar & plan accordingly.  CBHS had set the end of September for case managers who had been certified previously & needed recertification, to get that completed.  If agencies have had trouble doing this by the date, please contact Veronica Dumont.  
· Has there been any discussion of a recertification class, rather than going through the whole training again?

· If the case manager never went through the full 2 day training, s/he needs to do that.  But once certified in the 2 day process, there will be a need for boosters to get recertified.   The recertification at that point is not a 2 day process.

· The end of September to get the case managers recertified—that’s just for case managers who were previously certified?

· It’s for case managers who were certified and had a CAFAS rater ID, but hadn’t been through the current training process.   September 30 is not the cut off date for new staff.

· Is CAFAS required for outpatient therapy?

· No.  

Section 28 RCS

Bob thanked the RCS providers for mailing in the continuing stay reviews and treatment plans.  We’ve had some staff reductions, and this has helped as we work on streamlining.  Please get plans in at least 10 days before the expiration of the authorization.  On a Continuing Stay Request (CSR), you need to supply measurable evidence that the child is making progress.  We need to see data, not only anecdotes.  Agencies should not just give data, but give an analysis of what this means.  The best CSRs go objective-by-objective, and tell what has happened & what is being done about it.  This can be a sentence or two.  We read lots of CSRs, and prefer not to send letters asking for more information.

When you make out the face sheets, please fill in all the information.  Face sheets sometimes miss simple things like zip codes. In the event that we do have to send requests for more information, we refer to the face sheet for mailing addresses so something as simple as a missing zip code slows up the process. 

In all providers’ contracts, it says that no more than 10% plans should require more info.  We may start enforcing that.

There is a requirement that we receive new adaptive scores due every 2 years.  At some point we will simply not approve the service if the adaptive score is not updated as needed. In order to be eligible for this service the adaptive scores have to be at least 2 standard deviations below the mean (a score of 70 or below) on the composite score. If the composite score is not a 70 or below you must submit the other domain scores to determine whether or not the child remains eligible for services.

Want vs. need:  we hear frequently from providers that the parent wants 15 hours, or 25 hours.  The question is about need based on medical necessity.  MaineCare is medical insurance. In order to be eligible for service, there has to be a medical necessity. While there are many things that would be nice to learn, we have to look at whether or not it is medically necessary to learn them. 

Financial considerations:  


1 hour of RCS 28


$35.79


$48.08 specialized


10 hours $18,595.20


$25,001.60 specialized


15 hours $27,892.80


$37,190.40


20 hours $37,190.40


$50,003.20 specialized


25 hours $46,488


$62,504 specialized

We want children to get what they need but we are not in a position to give them more than they need. For every dollar that is spent on a service that is not needed, someone in another part of the system may be going without a service that they might truly need. 

· What is the Department’s role in reviewing the plans?

· The department reads every treatment plan. We look carefully at what you are proposing to do and whether or not it makes sense from a perspective of medical necessity. For continuing stay reviews, we look to see if the child is making progress and how agencies modify the treatment plans. If a child is not making progress, it is likely that the plan needs to be revised. If a child has met objectives then the plan needs to be revised. There is usually no good reason to keep doing the same thing over and over again if you are not seeing progress. Changing a level of prompting from 2 prompts to one is usually not a reason to continue the objective.

· CMS (the federal government) is scrutinizing MaineCare.  We need to be careful about “medically necessary services” and about habilitation vs. rehabilitation.  This is not a service for supervision of the child. 

· Families are getting the wrong message about what the service is.  This provider has trouble getting the clear message to families about what the service is, or isn’t.

· This starts with case management, and how the service is explained to families.

· A case management provider observed that sometimes problems arise when there isn’t good communication between the case manager & the RCS28 agency. Agencies need to invite the case manager to any treatment reviews and to include them as a part of the treatment team.

· Another agency observed that parents are using the service as child care. That is an inappropriate use of the service. 

Region 1 serves 530 children in York & Cumberland counties, not including school-based RCS28.  If there was a reduction of 1 hour a week for each child, this would be a reduction of $985,545.60.  For most children receiving services this might amount to 10-20 minutes a day of a reduction. That is not to say that all children’s plans need to be reduced, but we need to be vigilant and careful to make sure that any hours requested are absolutely needed.

We need to pay particular attention to young people who will be transitioning out of the service soon. We are getting many more referrals for young people between the ages of 18 and 21, probably due to the difficulties in obtaining services for adults. For those young people the treatment really needs to focus on those skills that the young person is likely to be able to learn that will help them as adults. Realistically, someone who is 20 years of age who still does not have skills around safely crossing the street is unlikely to gain those skills in a year. There may be other skills that he/she can learn that will help them when they are no longer eligible for this service.

· What in the way that revisions to the CBHS Assessment tool might help with focusing on medical necessity?

· The tool is intended as a “guide to conversation.”  Within the guide, a lot of things are medically directed (such as ADLs).  There are a lot of things in the assessment that may not be medically necessary but may be helpful in treatment planning and we believe that the assessment is a valuable guide to assist in the treatment planning process. 

Bob gave some examples from plans of wants vs. needs. In terms of wants vs. needs, we have received plans where a child has learned to fold his clothing (a fairly complex skill) and the parents want the child to now fold towels and sheets. It might be nice if he folded the family towels, but it is not a need. If the family wants the child to move on from folding clothes to folding the towels, they have a strong basis to build on and they can teach the skill. Similarly, there was a child who learned to use the phone to call basic places like his parents if he needed to. The family wanted him to learn to call relatives he doesn’t talk to very much. That is certainly a nice thing, but again, not a medical necessity and the family can certainly work with him on calling other numbers. 

Many providers are already doing the things we are talking about, and doing it well.  We want to remind people to keep in mind the need to be practical in treatment planning and to focus on those things that are medical necessities and to be sensitive but firm with families regarding those things that would be nice, but are not necessities. 

Clarice:  Once again, we have had some staffing changes and it is much more efficient for us if you send your plans completed and in the right order either by mail or you can drop them off at the front desk here at the DHHS building.  Please don’t e-mail treatment plans any more.  Please mail them.
Individual Planning Funds (flex funds)
Michelle Armstrong indicated that due to the internal waitlist that CBHS has carried over from the previous quarter, most of the budget for therapeutic recreation has been spent for October.  However, please send in your applications as there is still some money left, and your client will be waitlisted for the Spring/Summer Quarter if they do not qualify for this one.  Please note on the new IPF Application on the State of Maine website, that you are required to list two other resources you have tried prior to submitting this application.  We are continuing to ask parents to make a financial contribution toward the activity or service in order to stretch our budget dollars to as many children as possible.  Please contact Michelle Armstrong at CBHS if you have questions.

CBHS contracts

Rachel indicated that many CBHS MaineCare-only contracts are expiring September 30.   Some internal changes are under way within DHHS on how contracts are handled.  You should get information soon from the Department about this.
Other
· Heard that wraparound is being discontinued?
· A recommendation for cut has been made by the Department as part of a package of cuts.  This needs to go through the regular budget process with the legislature.

· Woodfords announced that Dr. Kathy Ray is now on staff, and is seeing children for psychiatric evaluations & services.  Also, Woodfords just started a parent training grant for parents of at-risk toddlers and preschoolers.  It does require a large commitment on the part of the parents.  There are a lot of supports provided to families.  Based on Incredible Years.  Contact Woodfords if you’re interested.

· Mike Parker made available forms for providers to submit an application to provide waiver services.  He also reminded case management agencies about the form that is used for clients who are transitioning to Adult Developmental Services.  Also, Reportable Events form—the form is on the website (please don’t use old form).  Questions, please call.
