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Children’s Behavioral Health Services
SPECIFICATIONS OF WORK TO BE PERFORMED
I. AGREEMENT FUNDING AND SUMMARY

	Funds are provided under this Agreement for the provision of behavioral health services for children.  Service descriptions are detailed in Section III Service Specifications and Performance Guidelines.

II. REPORTING REQUIREMENTS

		The Provider understands that the reports are due within the timeframes established and that the Department will not make subsequent payment installments under this Agreement until such reports are received, reviewed and accepted.  

	Additionally, in cases of the Provider’s non-compliance with these reporting requirements, as applicable Children’s Behavioral Health Services may contact the Department of Health and Human Services’, Office of MaineCare Services to request suspension of MaineCare payments until the problem is resolved.

	The Provider further agrees to submit such other data and reports as may be requested by the Program Administrator.  

Children’s Behavioral Health Services Sections by District:

Kathy Alley 
Children's Team Leader, Districts 3, 4, and 5
OCFS/CBHS
35 Anthony Ave
Phone: 624-5252, Fax: 624-5242  
http://www.maine.gov/dhhs/ocfs/cbhs/index.shtml

Teresa Barrows
Children’s Team Leader, Districts 6, 7, and 8
OCFS/CBHS/DHHS
176 Hogan Road
Bangor, ME  04401
Phone: 941-4363, Fax: 561-5389
http://www.maine.gov/dhhs/ocfs/cbhs.html

Rachel Posner
Children's Team Leader, Districts 1 and 2
DHHS--Children's Behavioral Health Services
161 Marginal Way
Portland, ME 04101
Phone: 822-0246, Fax: 822-2358 or 822-2226
http://www.maine.gov/dhhs/ocfs/cbhs/index.shtml



III. SERVICE SPECIFICATIONS AND PERFORMANCE GUIDELINES

|_|a. 	CASE MANAGEMENT SERVICES FOR CHILDREN WITH BEHAVIORAL HEALTH DISORDERS: Chapter 101 MaineCare Benefits Manual, Ch.  II Section:  13.03-(A)
	Services provided by a social services or health professional, or other qualified staff, to identify the medical, social, educational, vocational, and other needs of the eligible client;  identify the services necessary to meet those needs; and facilitate access to those services and supports. This service is for individuals who have a mental health diagnosis. Case management consists of intake/assessment, plan of care development, coordination/advocacy, monitoring, and evaluation.  Services delivered under this Agreement shall reflect a family strengths-based model utilizing the wraparound process.  Provisions of service shall conform to Chapter II and III, Section 13 of the MaineCare Benefits Manual (MCBM). 

☐b.	CASE MANAGEMENT SERVICES FOR CHILDREN WITH DEVELOPMENTAL 
	DISABILITIES: Chapter 101 MaineCare Benefits Manual, Ch.  II Section:  13.03-(B)
	Services provided by a social services or health professional, or other qualified staff, to identify the medical, social, educational, vocational, and other needs of the eligible client; identify the services necessary to meet those needs; and facilitate access to those services and supports. This service is for individuals with a diagnosis of intellectual disability or Pervasive Developmental Disorder. Case management consists of intake/assessment, plan of care development, coordination/advocacy, monitoring, and evaluation. Services delivered under this Agreement shall reflect a family strengths-based model utilizing the wraparound process.  Provisions of service shall conform to Chapter II and III, Section 13 of the MaineCare Benefits Manual (MCBM). 
 
The following applies to both Case Management services above (a) and (b):
a) Performance Guidelines
1. Children's Targeted Case Management Services: The Provider shall provide targeted case management services by using the wraparound planning process to develop and coordinate Individual Plans of Care and monitor services to be provided to a child and his/her family or guardian. These activities will be performed in consultation with the family, a multidisciplinary team of professionals from schools, child welfare, mental health and other agencies, and other support people chosen by the parents or youth. The case managers employed by the Provider will conduct intake, coordinate comprehensive assessment of the child’s strengths and needs, produce an Individual Plan of Care (IPC) to address those needs, coordinate, advocate for and develop services identified in the plan, monitor child’s progress, and evaluate the appropriateness and effectiveness of services. 

2. The Provider shall follow Chapter II, Section 13 or the most current version of the MaineCare Benefits Manual regarding Targeted Case Management Services for Behavioral Health or Developmental Disabilities. In addition to following the MaineCare Benefits Manual, the Provider must follow the most current Guidelines for Billing for Children’s Targeted Case Management Services as well as any Provider Manual or other guidelines issued by the Department or its authorized agent.

3. Target Population:  A child or adolescent from (see note below)* birth through 20 years of age may receive targeted case management services if he or she meets specific eligibility requirements as described in the MaineCare Benefits Manual, Chapter II, Sections 13.03-3 or the most current version of the MaineCare Benefits Manual regarding Targeted Case Management Services for Children and Adolescents. *NOTE: The age range must be specific to the range approved by the district office. The contract must include eligibility requirements only for the population(s) approved by the regional office and if only approved for Section 13.03-3(B) or (C) will indicate which subsection.



4. Based on the needs of the individual, youth 18 through their 20th year may continue to receive case management services through a Department of Health and Human Services (DHHS) Children’s Services contracted agency, OR, if eligible, may choose to receive case management through the adult service system.  The Provider shall ensure that a youth receives the most appropriate case management service according to needs, including consideration of vocational and independent living needs.

5. Eligibility for birth through five (5) years of age-at risk. A qualified professional approved by the Department for purposes of Sections 13.03-3 B (2)(a) and C(3)(a) to determine at risk includes the professionals listed at Section 13.07-2 B.3. The professional may, but need not necessarily be employed by the case management provider agency. Tools to determine at risk include MaineCare accepted diagnostic tools such as the DSM IVTR or DC 0-3R.  As with all services, a reimbursable code is required by MaineCare (please see: http://www.maine.gov/dhhs/oms/providerfiles/billing_instructions.html.) Case managers who are not qualified professionals cannot determine “at risk” for eligibility or MaineCare reimbursement purposes.  The case management file must include documentation from the professional specifically indicating that the child is at risk of developing a mental health, intellectual disability, or pervasive developmental disorder and the appropriate diagnostic code. Targeted Case Managers trained in administration of certain tools may be qualified professionals to administer the PECFAS, Ages and Stages and Ages and Stages Social Emotional, to indicate impairment or limitation under Sections 13.03 B(2)(b) and C(3)(b).  A significant impairment or limitation may in the alternative be described in documentation from the qualified professionals set forth above and need not include the PECFAS or Ages and Stages. 

6. Adults age eighteen (18) years or over with intellectual disabilities needing public guardianship and/or DHHS as their representative payee, must have case management through DHHS Adults with Cognitive and Physical Disability Services.  

7. The Provider shall deliver services under this Agreement by using an Individual Plan of Care (IPC) and provide services in accordance with timeliness standards set forth in 42 CFR 441.56 for each child if targeted case management is medically necessary under MaineCare Benefits Manual, Chapter II, Section 13.  The IPC, which identifies that need, shall be prepared in accordance with reasonable standards of case management practice, and it will it be prepared no later than one hundred and eighty (180) days after the later of the following to occur: 1) determination of MaineCare eligibility, or 2) request for screening services to the Provider by the family or guardian of a child.

8. Providers shall provide the family with a copy of the IPC within one (1) week of its creation or revision.

9. A “Child and Family Team” consistent with the wraparound planning process shall be convened to develop the IPC for all eligible children receiving case management services. The Child and Family Team, will consist of, at a minimum:

a) The eligible child or adolescent, unless clinically contraindicated; and/or

b) The eligible child or adolescent’s parent(s) or other legal or designated representative, such as guardian or advocate; and

c) The case manager; and

d) The following is a list of individuals to be included when appropriate:
i. A special education or other education professional;

ii. A health/mental health care professional (physician, psychiatrist, psychologist, social worker, nurse, crisis intervention worker, according to the needs of the child or adolescent);
iii. Other key providers, deemed appropriate by the Child and Family Team to address and support the eligible child or adolescent's specific needs (e.g., child protection or substitute care worker, rehabilitation counselor, physical, speech, occupational or recreational therapist, child 	development worker, substance abuse counselor, criminal justice worker);

iv. Other persons identified and approved by the family, such as extended family members, neighbors, friends, and others who provide informal support.

10. Children’s Targeted Case Management will maintain active involvement of parents of children with behavioral health needs in the design and delivery of staff training around the values of the wraparound process which includes parent-professional partnership, family strengths and natural supports, and family inclusion in the delivery of case management services.

11. Face-to-face contact requirements for Children’s Targeted Case Management are as follows:

a) A minimum of one face-to-face contact with the child or youth and family/caregiver is required for each month of the first three months of service.  Months of service can be counted by the provider as either a calendar month or as thirty (30) days from the date of the first billed activity.  The same method must be used by all of the provider’s case managers. This provision may be waived if the minimum is refused by the family or is contraindicated for the child. The waiver must be fully documented in the IPC and include the reason for refusal of contact. 

b) A minimum of one face-to-face contact with the child or youth and a second face-to-face contact with the child or youth and/or family/caregiver are required during each month of service beyond three months. This provision may be waived if the minimum is refused by the family or is contraindicated for the child. The waiver must be fully documented in the IPC and include the reason for refusal of contact. 

c) If the provider is determining face contact on a calendar month basis and the case is opened on or after the day that is in the middle of the calendar month, then there should be at least one face-to-face contact with the child, youth and/or family/caregiver prior to the end of the month. This provision may be waived if the minimum is refused by the family or is contraindicated for the child. The waiver must be fully documented in the IPC and include the reason for refusal of contact.

d) If face-to-face contacts are missed for extenuating circumstances, such as child, youth, family or caregiver illness, then this should be documented in a progress note. Case managers should document and work to overcome any barriers to having contacts. Waivers for the face-to-face contact are expected to be rare.

12. Case managers shall support and involve families in the case management process to assist and enhance the family’s capacity to assume more of the case management responsibilities for their child.


13. When a request is made for case management services, the Provider shall place that child on the list of children who have not been assigned a case manager or who have not had an Individual Plan of Care for case management prepared. If the Provider accepts the referral, the Provider is specifically prohibited from refusing to place the child on the list while the Provider waits to hire personnel to service that child. The Provider shall maintain a listing of the children who have not been assigned a case manager or who have not had an IPC for case management prepared. Children listed shall be unduplicated. Siblings who have been determined to need the same services shall be maintained on the waiting lists as individuals, not as family groups. The Provider shall contact and reevaluate persons on the waiting list at least every 30 days and reprioritize as necessary. 

14. In the event that the provider has a waitlist for case management services, the provider shall ensure that the family or youth are fully informed about alternative providers and facilitate referral to other providers as indicated by the family or youth. 

15. The Provider shall utilize policies and procedures of DHHS and/or its Authorized Agent to ensure that all children who request Children’s Behavioral Health Services can be accounted for as: waiting for service; recipient of service; or discharged from service.  Documentation shall be submitted according to timeframes established by DHHS and/or its Authorized Agent.

16. The Provider will coordinate with the other possible Targeted Case Management Providers for the provision of services to the child. This coordination will include, without limitation, the following tasks:

a) At the initial intake, obtaining information from the family or guardian whether other Targeted Case Management Providers have been contacted,

b) Identifying who the other Targeted Case Management Providers are and the status of the request to those other Targeted Case Management Providers.

c) Obtaining a release allowing the Targeted Case Management Provider to contact other Targeted Case Management Providers to discuss the child.

17. The Provider will assign a single case manager to be responsible for the provision of targeted case management services to a specific child.

18. The Provider shall develop and implement a case manager training program and shall provide electronically a copy of the curriculum to the Program Administrator/Team Leader (updated on an annual basis) of OCFS identified in the contract within the deadline for the first quarterly report required under Rider A under Reporting Content and Timing which addresses, at a minimum, the following:

Note: The following list of minimum training is appropriate for Providers who deliver case management services to children with mental health needs and children with intellectual disabilities or PDD. If there is only one population served then only the training appropriate to that population is required.

a) Wraparound Planning Process and Family Strengths-Based Approach/Delivery of services. 

b) Covered Targeted Case Management services and processes and documentation related to the services.

c) Training on developmental issues appropriate to the different ages of children being served.  For example, if the provider is serving children birth through 20, then staff need to know infant and preschool issues, adolescent issues, as well as issues regarding the transition to adult services.

d) Training on infant mental health practices.

e) Training on the special needs of children with mental illness and their families.

f) Training on the special needs of children with intellectual disabilities and pervasive developmental disorders and their families.

g) Training on the special needs of children with developmental disabilities and their families.

h) Training on family driven, youth guided, culturally competent, strengths based, and trauma informed system of care principles.
i. Training on co-occurring capable services.

i) Training on the accurate and timely completion and submission of all documentation required by the Department.

j) Training on particular treatment/service approaches to children with mental health, intellectual disabilities and pervasive developmental disorders.

k) Training on the services available within the larger service community, including those provided by Child Development Services (CDS) and Vocational Rehabilitation Services.

l) Training on the educational system in general and special education in particular.

19. The Provider shall maintain documentation of training received by each case manager and shall ensure that competency in each training area is maintained annually.

20. The Provider shall continuously monitor service referrals and shall not solely refer persons receiving these case management services to its own services.  The provider shall ensure that the family is referred for the services identified in the Individual Plan of Care in a timely manner.  Referrals from a case management provider to “in-house” programs should occur no more than 25% of the time.  Exceptions due to scarcity of resources wait lists and clinical indication should be documented in the client record.  

21. After service has commenced the Provider shall assure that case management services are available to the family without interruption. If a case manager becomes unavailable to serve a client through illness or other reason the Provider continues to be responsible for fulfilling all case management functions. Provider may refer the family to another provider but continues to be responsible for case management functions until the transition is completed.

22. Discharge Summary and Plan. Discharge summary and planning must specifically include that District Children’s Behavioral Health Services contact information is provided to the youth and/or family or caregiver.  

23. Referral forms and documentation needed in support of an application for Intensive Temporary Residential Treatment (ITRT) shall be submitted to Children’s Behavioral Health Services no later than five (5) business days following the decision of the team involved with the child that an application is to be filed, unless there are extenuating circumstances, such as delays by another provider in submitting documentation or lack of availability of  family, youth or other individual necessary for completion of the application. The Provider shall inform the family, youth and/or team and a Children’s Behavioral Health Services Mental Health Program Coordinator immediately regarding any reasons for a delay beyond the five (5) day period and maintain documentation of all communication and activities in progress notes.

24. The provider shall ensure that Intensive Temporary Residential Treatment Provider(s) identified by the family, youth and/or team receive a completed application for the program with all supporting documentation no later than two (2) business days from the date of receipt of ITRT approval notice, verbally or in writing from Children’s Behavioral Health Services. The Provider shall inform the family, youth and/or team and a Children’s Behavioral Health Services Mental Health Program Coordinator immediately regarding any reasons for a delay beyond the two (2) day period and maintain documentation of all communication and activities in progress notes.

	b) Additional performance obligations and indicators:

1. GOAL: Maine children receiving case management services will show improvement in their development, health and well-being through the provision of coordinated supports and services.

2. INDICATORS: Targeted Case Management Services will be provided as designed and intended to meet the needs of eligible Maine children and their families, as indicated by:  

a. Demonstrable increase in child-well-being and stability in the home and 	community; and
b. Documentation that services are provided in a timely and efficient manner 
3. MEASUREMENTS:

a. 90% of children ages 6 through 20 receiving Children’s Behavioral Health case management will experience a positive change in CAFAS total sum scores or other indicator as approved by the Department. 

b. 80% of children will remain in their home or community and not require Intensive Temporary Residential Treatment within the year following discharge. 

c. 100% of children will receive case management services no later than 180 days from the date of referral.

☐c.	REHABILITATIVE AND COMMUNITY SUPPORT SERVICES FOR CHILDREN WITH COGNITIVE IMPAIRMENTS AND FUNCTIONAL LIMITATIONS (RCS): Chapter 101 MaineCare Benefits Manual, Ch. II Section: 28.04-1 Treatment Services for Children with Cognitive Impairments and Functional Limitations
	These services shall focus primarily on behavior modification and management, social development and psychological needs.   The goal of these services is a demonstrated increase in a child’s level of functioning, increased skill development and a decrease in maladaptive behaviors.  Participation of the family is required.  Provisions of service shall conform to Chapter II and III, Section 28 of the MaineCare Benefits Manual (MCBM). 




☐d.	REHABILITATIVE AND COMMUNITY SUPPORT SERVICES FOR CHILDREN WITH COGNITIVE IMPAIRMENTS AND FUNCTIONAL LIMITATIONS (RCS): Chapter 101 MaineCare Benefits Manual, Ch.  II Section: 28.04-2 	Specialized Services for Children with Cognitive Impairments and Functional Limitations
	These services are recognized for a Specialized Services Rate if approved by the Department and involve services that are based upon Established Evidence Based Treatments as recognized by the Department.  Service shall focus primarily on behavior modification and management, social development and psychological needs. The goal of these services is a demonstrated increase in a child’s level of functioning, increased skill development and a decrease in maladaptive behaviors. Participation of the family is required. Provisions of service shall conform to Chapter II and III, Section 28 of the MaineCare Benefits Manual (MCBM). 

a) Performance Guidelines

1. Target Population: A child or adolescent from birth through 20 years of age may receive RCS if he or she meets Eligibility for Service Criteria specified in the MCBM Section 28.02 and requires Covered Services Specified at MCBM Section 28.04.

2. Section 28 RCS Referral Form. When a request for service is made directly to an RCS provider the Provider will submit a completed Section 28 Referral Form to DHHS within 5 working days.

3. Central Enrollment. The Provider will participate in the Central Enrollment process and will follow instructions as stated by the Department of Health and Human Services (Department). Central Enrollment activities include, but are not be limited to the following:

i. Capacity Reporting. Each week, or as instructed by the Department, the Provider will report to the Department their ability or lack of ability to service a child.

ii. Assignment. When the Central Enrollment process has assigned a child to a provider, the Provider will cooperate with the Department, the case management agency if applicable, the family and others if applicable to meet with the parent/guardian and child/youth to schedule the Intake process.

4. Comprehensive Assessment, Individual Treatment Planning and Prior Authorization. Service provision shall conform to MCBM, Section 28 and the following requirements:

1. Comprehensive Assessment: Guide To Conversation: Using the Department’s Comprehensive Assessment: Guide To Conversation the Provider will engage in a conversation whereby the parent/guardian and child/youth if applicable will describe the child in all of the required areas, identify the child’s strengths and needs in each area and describe behaviors targeted for change.   The parent/guardian and child/youth if applicable will be given the opportunity to review the completed Comprehensive Assessment: Guide To Conversation and to make changes or additions before authorizing its use by affixing his/her signature.

2. Section 28 Assessment Summary: The Provider will engage in a conversation with the parent/guardian and child/youth if applicable to prioritize those areas identified in the Comprehensive Assessment: Guide To Conversation that the Provider can assist the child/youth to make changes that will increase the child’/youth’s level of functioning, skill development, and to decrease maladaptive behaviors.

3. Treatment Plan Meeting: In consultation with the parent/guardian and child/youth and following the completion of the Comprehensive Assessment: Guide To Conversation and the Section 28 Assessment Summary, the Provider will convene a treatment plan meeting.  The provider will record those who were invited, those who participated in the meeting and those who did not participate but were offered information. The parent/guardian, the child/youth if applicable, and provider must sign the Section 28 Treatment Plan.

4. Timeliness of Service: Providers will complete the Comprehensive Assessment:  Guide to Conversation Narrative Summary, the Score Summary, the Individual Treatment Plan and submit a request for authorization of service within thirty (30) days of the date of receipt of the referral.  Providers will hire/assign staff and commence services within sixty (60) calendar days of the Provider’s receipt of the referral.  If the provider is not able to start services within sixty (60) calendar days from date of agency receipt of referral or at any point has reason to believe services will not start by that time, the provider must return the referral and any documentation prepared (such as the ITP or Assessments) and submit a Discharge Summary, unless an extension is requested and granted prior to the end of the sixty (60) day period.

5. Specialized Services Rate: Providers seeking reimbursement for the Specialized Services Rate must fully complete the Request for Approval of Reimbursement for Specialized Services Rate. Only providers approved by the Department to receive the Specialized Services Rate may receive the rate for individual and group services.  The rate will be approved for services that are medically necessary and are consistent with established evidence based treatment.

6. Rate for Specific Clients: Providers who are approved for reimbursement for both the Basic Rate and the Specialized Service Rate categories under MCBM, Chapter III, Section 28 may only bill for one rate category (Basic or Specialized) for a client for a service period (period of authorized services). The services may include individual and group services in the respective category.

7. Children’s Monthly Report. The Provider will audit the Children’s Monthly Active Client Report for Section 28 Service pursuant to written instructions issued by the Department, and return a corrected copy to the Department by the 10th day of each month.

8. The Provider will complete all information and data reporting and documentation pursuant to written instructions issued by the Department.  

9. After service has commenced the Provider shall assure that services are available to the family without interruption. If a staff member becomes unavailable to serve a client through illness or other reason the Provider continues to be responsible for fulfilling all service functions. The Provider may refer the family to another provider but continues to be responsible for services until the transition is completed.

b) Additional performance obligations and indicators

1. GOAL: Maine children receiving RCS will show improvement in their development, health and well-being through the provision of high quality services and continue to reside in their homes and communities.

2. INDICATORS: RCS will be provided as designed and intended to meet the needs of eligible Maine children and their families, as indicated by:  
i. Demonstrable increase in child-well-being and stability in the home and community; and
ii. Documentation that services are provided in a timely and efficient manner. 
3. MEASUREMENTS:
i. 80% of children will experience a positive change in Department approved Functional Assessment scores between the required dates of administration.  This figure does not include children in service less the time frame between required dates of administration of the assessments (two years for continuing stay reviews).
ii. 80% of children in service for at least six (6) months will remain in their home or community and not require Intensive Temporary Residential Treatment. 

|_|f.	CHILDREN’S OUTPATIENT TREATMENT: Chapter 101 MaineCare Benefits 	Manual, Ch.  II Section: 65.06-3.
Outpatient Services are professional assessment, counseling and therapeutic medically necessary services provided to members, to improve functioning, address symptoms, relieve excess stress and promote positive orientation and growth that facilitate increased integrated and independent levels of functioning. Services are delivered through planned interaction involving the use of physiological, psychological, and sociological concepts, techniques and processes of evaluation and intervention. Services include a Comprehensive Assessment, diagnosis, including co-occurring mental health and substance abuse diagnoses, individual, family and group therapy, and may include Affected Others and similar professional therapeutic services as part of an integrated Individualized Treatment Plan. Services must focus on the developmental, emotional needs and problems of members and their families, as identified in the Individual Treatment Plan. These services may be delivered during a regularly scheduled appointment or on an emergency after hours basis either in an agency, home, or other community-based setting, such as a school, street or emergency shelter. The provider shall follow all applicable requirements of the MaineCare Benefits Manual (MCBM) Section 65, Chapters II and III, and specifically all applicable requirements of Section 65.06-3

c) Performance Guidelines


1. Eligibility for Services: The member must have a medically necessary need for the service, as defined in the MCBM, Section 65.02-23. Pursuant to MCBM, Section 65.06-3, for children’s Outpatient Services determination of the appropriate level of care shall be based on clinical assessment information obtained from the member and family.
2. Staffing: These services may be provided by a clinician or substance abuse qualified staff practicing within the scope of their licensure.  Providers are required to meet the professional requirements of the MCBM, Section 65, in particular Section 65, Appendix I.

b) Additional performance obligations and indicators
1. GOAL: Maine children receiving Outpatient Services will show improvement in their development, health and well-being through the provision of high quality clinical services and continue to reside in their homes and communities.


2. INDICATORS: Outpatient Services will be provided as designed and intended to meet the needs of eligible Maine children and their families, as indicated by:  
i. Demonstrable increase in child-well-being and stability in the home and community; and,
ii. Documentation that services are provided in a timely and efficient manner. 
3. MEASUREMENTS:
i. 80% of children will remain in their home or community and not require a higher level of care within the year following the end of treatment. 

|_|g.	MEDICATION MANAGEMENT SERVICES: Chapter 101 MaineCare Benefits 	Manual, Ch. II Section: 65.06-6.
Medication Management Services are services that are directly related to the psychiatric evaluation, prescription, administration, education and/or monitoring of medications intended for the treatment and management of mental health disorders, substance abuse disorders and/or Co-occurring Disorders. The provider shall follow all applicable requirements of the MaineCare Benefits Manual (MCBM) Section 65, Chapters II and III, and specifically all applicable requirements of Section 65.06-6

a) Performance Guidelines


1. Eligibility for Services: The member must have a medically necessary need for the service, as defined in the MCBM. Pursuant to MCBM, Section 65.06-6, for children’s Outpatient Services determination of the appropriate level of care shall be based on clinical assessment information obtained from the member and family.

b) Additional performance obligations and indicators

1. GOAL: Maine children receiving Medication Management Services will show improvement in their development, health and well-being through the provision of high quality clinical services and continue to reside in their homes and communities.
2. INDICATORS: Medication Management Services will be provided as designed and intended to meet the needs of eligible Maine children and their families, as indicated by:  
a. Demonstrable increase in child-well-being and stability in the home and 	community; and
b. Documentation that services are provided in a timely and efficient manner. 
3. MEASUREMENTS:
a. 80% of children will remain in their home or community and not require a higher 	level of care within the year following the end of treatment. 

☐h.	CHILDREN’S ASSERTIVE COMMUNITY TREATMENT (ACT) MaineCare Section 65.06-8: 
Children’s Assertive Community Treatment (ACT) service is a twenty-four (24) hour, seven (7) days a week intensive service provided in the home, community and office, designed to facilitate discharge from inpatient psychiatric hospitalization or to prevent imminent admission to a psychiatric hospital. It may also be utilized to facilitate discharge from a psychiatric residential facility, or prevent the need for admission to a crisis stabilization unit. The provider shall follow all applicable requirements of the MaineCare Benefits Manual (MCBM) Section 65, Chapters II and III, and specifically all applicable requirements of Section 65.06-8

a) Performance Guidelines
1. Eligibility for Services: The member must have a medically necessary need for the service, as defined in the MCBM. Pursuant to MCBM, Section 65.06-8, for children’s Outpatient Services determination of the appropriate level of care shall be based on clinical assessment information obtained from the member and family.

2. After service has commenced the Provider shall assure that services are available to the family without interruption.  If a staff member becomes unavailable to serve a client through illness or other reason the Provider continues to be responsible for fulfilling all service functions.  Provider may refer the family to another provider but continues to be responsible for services until the transition is completed.

b) Additional performance obligations and indicators

1. GOAL: Maine children receiving Children’s ACT will show improvement in their development, health and well-being through the provision of high quality clinical services and continue to reside in their homes and communities.
2. INDICATORS: Children’s ACT will be provided as designed and intended to meet the needs of eligible Maine children and their families, as indicated by:  
a. Demonstrable increase in child-well-being and stability in the home and community; and
b. Documentation that services are provided in a timely and efficient manner. 
3. MEASUREMENTS:
a. The Provider will use the Youth Outcome Questionnaire (YOQ) or other Department approved tool with youth and families at intervals established by the Department, unless the youth or family object to use of the tool or use is clinically contraindicated.
b. 80% of children will remain in their home or community and not require Intensive Temporary Residential Treatment within the year following the end of treatment

|_|i.	CHILDREN’S HOME AND COMMUNITY BASED TREATMENT:  Chapter 101 	MaineCare Benefits Manual, Ch.  II Section: 65.06-9:   
	Services include providing treatment to members living with their families. Services also may include members who are not currently living with a parent or guardian. Services include providing individual and/or family therapy or counseling, as written in the ITP. The services assist the member and parent or caregiver to understand the member’s behavior and developmental level including co-occurring mental health and substance abuse, teaching the member and family or caregiver how to appropriately and therapeutically respond to the member’s identified treatment needs, supporting and improving effective communication between the parent or caregiver and the member, facilitating appropriate collaboration between the parent or caregiver and the member, and developing plans and strategies with the member and parent or caregiver to improve and manage the member’s and/or family’s future functioning in the home and community.

	Services include therapy, counseling or problem-solving activities in order to help the member develop and maintain skills and abilities necessary to manage his or her mental health treatment needs, learning the social skills and behaviors necessary to live with and interact with the community members and independently, and to build or maintain satisfactory relationships with peers or adults, learning the skills that will improve a member's self-awareness, environmental awareness, social appropriateness and support social integration, and learning awareness of and appropriate use of community services and resources.

	The goals of the treatment are to develop the member’s emotional and physical capability in the areas of daily living, community inclusion and interpersonal functioning, to support inclusion of the member into the community, and to sustain the member in his or her current living situation or another living situation of his or her choice.  The provider shall follow all applicable requirements of the MaineCare Benefits Manual (MCBM) Section 65, Chapters II and III, and specifically all applicable requirements of Section 65.06-9


c) Performance Guidelines


1. Eligibility for Services: The member must have a medically necessary need for the service, as defined in the MCBM. Pursuant to MCBM, Section 65.06-9, for children’s Home and Community Treatment Services determination of the appropriate level of care shall be based on clinical assessment information obtained from the member and family.
2. Providers of Functional Family Therapy and Multisystemic Therapy shall provide to the Program Administrator annual documentation of current certification/licensure and provide data and reports demonstrating ongoing fidelity to the model on a quarterly basis. 
3. Functional Family Therapy: Functional Family Therapy (FFT) is a family-based clinical model that must be developed with fidelity to the national treatment model.  Only those providers who can demonstrate ongoing fidelity to the FFT model and have a contract with the Department of Correction may receive an adjusted rate for services.
4. Multisystemic Therapy: Multi-Systemic Therapy (MST) is an intensive family-based treatment that addresses the determinants of serious disruptive behavior in members and their families. MST services must maintain treatment integrity and meet the fidelity criteria developed by MST Services, Inc. MST-Problem Sexualized Behavior (MST-PSB) includes additional training and supervision in addition to standard MST. Only those providers who can demonstrate to the Department in writing that they have maintained certification and fidelity may receive an adjusted rate for services. Certification and fidelity monitoring with MST Inc. must be demonstrated consistent with MCBM, Sections 65.02-24 and 65.06-9.
5. After service has commenced the Provider shall assure that services are available to the family without interruption.  If a staff member becomes unavailable to serve a client through illness or other reason the Provider continues to be responsible for fulfilling all service functions.  Provider may refer the family to another provider but continues to be responsible for services until the transition is completed.

	b)	Additional performance obligations and indicators

1. GOAL: Maine children receiving Children’s Home and Community Based Treatment will show improvement in their development, health and well-being through the provision of high quality clinical services and continue to reside in their homes and communities.
2. INDICATORS: Children’s Home and Community Based Treatment will be provided as designed and intended to meet the needs of eligible Maine children and their families, as indicated by:  
a. Demonstrable increase in child-well-being and stability in the home and community; and
b. Documentation that services are provided in a timely and efficient manner. 
3. MEASUREMENTS:  
a. The Provider will use the Youth Outcome Questionnaire (YOQ) or other Department approved tool with youth and families at intervals established by the Department, unless the youth or family object or use is clinically contraindicated.
b. 80% of children will remain in their home or community and not require Intensive Temporary Residential Treatment within the year following the end of treatment. 
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