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Streamlining Task Force Questions

HHS-0007 – Cost Allocation Plan
· Could the State achieve savings if the CAP was approved sooner? 
Yes, pending approval of the Cost Allocation Plan (CAP) revision by the Federal Department of Health and Human Services, Division of Cost Allocation (DCA) and Centers for Medicare and Medicaid Services (CMS).
· Will there be a savings in SFY12?
Once the CAP revisions are approved, the change would be effective for SFY12 Quarters 3 and 4. The CAP is processed a quarter in arrears; therefore, the potential impact in SFY12 is one quarter’s worth of reimbursement. However, in order to adjust the SFY12 Quarter 3 CAP before the close of the state fiscal year, the DCA and CMS will need to approve the CAP revisions by June 1, 2012.
· Which quarter will we actually implement the change?
The potential implementation will be effective for SFY12 Quarter 3.
· Please provide an estimate for SFY12 savings?
The potential SFY12 savings is estimated to be approximately $380,000.

HHS-0008 – Adult Protective Services
· What is the pattern of expenditures in SFY08, 09, 10 & 11?
There is no history, or pattern, of expenditures because this was a new contract that began in SFY11.
· If demand for the services went up, would the Department (a) stop providing services, or (b) identify additional funding to continue to provide the services?
If the funding was exhausted for this program, the Department would potentially stop providing the services.
· Please explain why these services appear to be under-utilized.
Two factors contributed to the under-utilization of the program. First, the contract began later in the fiscal year than anticipated, which resulted in funding that went unspent in the first couple of months of the fiscal year. Second, an additional $50,000 was added to this contract as a one-time transfer of funding from the Independent Housing with Support Services (IHSP). The combined budget of the program was $150,000 ($100,000 appropriated and $50,000 one-time transfer), of which $75,000 was expended, leaving $25,000 of the original appropriation unexpended. 
· Are there other programs that support individuals in need of these services; i.e. this is a last resort.
No; this program is intended for consumers who have no other option as a “last resort” solution. Without this program, these consumers will potentially remain in acute beds or be without an alternative.







HHS-0009 - $2M Reduction to Contracts
· Please provide a listing of contracts and reductions that achieve the $2M in savings. 

	$2 Million in Reductions to Contracts

	Vendor Name
	Office
	 General Fund 
	 Reductions 
	Service Description

	Cooperative Agreements
	Various
	 $  2,889,412.00 
	 $   200,000.00 
	Cooperative Agreements

	Innovative Resource Grp (dba APS Healthcare)
	OAMH
	 $  1,173,212.00 
	 $   100,000.00 
	Behavioral Health

	Alpha One, Inc.
	OACPD
	 $  2,102,620.00 
	 $   150,000.00 
	Personal Support Services

	Health Management Systems
	OMS
	 $     954,216.00 
	 $   200,000.00 
	Recover Third Party Liability

	Various
	OACPD
	 $  3,126,543.00 
	 $   150,000.00 
	Rental Subsidy

	Various
	OAMH
	 $  7,684,066.00 
	 $   300,000.00 
	Crisis

	Various
	OAMH
	 $  2,265,404.00 
	 $   100,000.00 
	Residential Treatment

	Various
	OAMH
	 $  1,036,494.00 
	 $     50,000.00 
	Supported Employment

	Various
	OAMH
	 $     632,441.00 
	 $     50,000.00 
	Wrap/flex funds

	Various
	OCFS
	 $  2,580,000.00 
	 $   150,000.00 
	Alternative Response

	Various
	OCFS
	 $  1,981,000.00 
	 $   100,000.00 
	Home Visiting

	Various
	OCFS
	 $  1,542,815.00 
	 $     50,000.00 
	Transportation

	Various
	OES
	 $  2,296,214.00 
	 $   100,000.00 
	Assisted Living

	Liberty Healthcare Main Contract
	RPC
	 $  1,360,781.00 
	 $   100,000.00 
	Physician Services

	TBD based on RFP
	OCFS
	 $  2,402,718.00 
	 $   200,000.00 
	Respite Services

	Total
	 $34,027,936.00 
	 $2,000,000.00 
	 




HHS-0012 – Diabetic Supplies
· How many medical supply stores are only medical supply stores (i.e. no pharmacy) and would therefore, lose these sales?
There are currently 27 medical supply stores that do not operate an associated pharmacy.

HHS-0013 – Specialty Pharmacy
· What are the locations of the 74 specialty pharmacies currently registered with the State of Maine? Specifically the number out of state vs. in-state?
Correction: there are 51 specialty pharmacies registered with the State of Maine. The additional 23 specialty pharmacies were registered incorrectly and this has been corrected. Of the 51 specialty pharmacies registered with the State of Maine, 6 are in-state businesses and 45 are out-of-state businesses.
· Are other states moving in this same direction?
Yes, for example Pennsylvania recently contracted with a single specialty pharmacy.

HHS-0014 – CODES
· Is the savings amount of $23,679 the total amount of money we spend on this project?
The CODES project is a three-year endeavor with federal NHTSA (National Highway Transportation Safety Administration) funds to operationalize a methodology that links the data sets of motor vehicle crashes, emergency departments, hospital discharges and death 

certificates. The purpose of this project is to increase our understanding of the severity, costs and circumstances involved with motor vehicle crashes and to use this information at the State and Public Health District level to inform prevention on motor vehicle injuries and deaths. The first 2 years of the project are to get the data analysis system fully operational and that year 3 and beyond will be focused upon specific analyses that the various agencies request.  

The $23,679 from the MCHBG match is the only State agency funding used to support the development of the data analysis system. Once the system is fully operational (anticipated to be by June 30, 2012), other departments will contribute funding to pay for the specific epidemiologic analyses they desire. The impact of eliminating the $23,679 is that specific analyses desired by the Division of Family Health within Maine CDC for the maternal child health population will be delayed for another year, when funds can be budgeted for those analyses. The funds pay for an epidemiologist to conduct the analyses.
· How much funding is contributed by the Department of Public Safety, Department of Transportation, or Emergency Medical Services?
Currently, there is no funding provided by these areas of State Government.  However, once the system is fully operational, other departments (Department of Public Safety, Department of Transportation and Emergency Medical Services) will fund the specific analyses they want conducted through these linked data systems.

HHS-0015 – MYAN
· How do we measure the outcomes of this program? If there is a report, please provide.
The PTM evaluation contractor has worked with Maine Youth Action Network to develop forms and procedures to conduct process and short-term outcomes on their training events. These include knowledge, skills and attitude changes. The SFY12 contract includes a 5-page work plan with specific metrics for short and intermediate outcomes related to the various activities the contractor will perform. Per the Streamlining Task Force’s request the annual report for the FY 11 contract period is included.

HHS-0016 - $2 Transaction Fee
· Are there any State or federal laws prohibiting collection of this fee?
No; there are no State or federal laws prohibiting the collection of this fee.
· Is there historical information that would help explain why this fee has not been collected in the past (Department decision, system limitations, etc.)?
This fee was implemented in statute in the early 1990s. At this time the federal government required states to be the central repository for all wage withholdings, including non-IVD cases (i.e. private cases). Because there is no federal funding provided for the private withholdings, the fee option was placed into law in order to allow states the ability to recoup the costs associated with the private cases by allowing the fee to be applied to all cases. The State of Maine has never required employers to withhold this fee because our system has lacked the fee handling component necessary to properly collect the fee, report and distribute the collections.  

HHS-0017 – Birth Defects Surveillance
· What is the State’s responsibility in collecting and providing information to the federal government on birth defects? 
The Maine CDC no longer receives federal funding to support the birth defects program, therefore, we are not required to report information to the federal government on birth defects. However, because we are collecting the data, we report annually to the Federal CDC’s National Center on Birth Defects and Developmental Disabilities (NCBDDD).
· If we have a responsibility to provide this information, does this initiative negatively impact our ability to comply?
This initiative will not negatively impact our ability to report to the NCBDDD.

HHS-0018 – School Based Health Centers
· Would elimination of this funding impact MCHBG match requirements?
This proposed reduction will not impact Maine CDC’s ability to meet the current match and maintenance of effort requirements. 
· How much total funding do these programs receive from other sources?
The Maine CDC has contracts with 8 organizations that operate 16 school based clinics. The budgets for these organizations include revenue from a variety of sources (MaineCare, private insurance, municipal funds, program fees or other health care related funds). The portions of their operating funds from MaineCare ranges from 4% to 37%; private insurance ranges from 2% to 15%; State funds (MCHBG match and Fund for a Healthy Maine) ranges from 32% to 77%; Municipal funds 15%; program fees range from 1% to 9%; and other health care related sources range from 2% to 41%.

HHS-0019 - $25 Custodial Fee
· How would we actually implement this change?
Implement system functionality to appropriately collect the fee, report and distribute the collections.
· Could we collect only the federal share (and not collect the State share and not book any revenue generated)?
The Deficit Reduction Act of 2005 required that programs implement a $25 annual fee for “never assistance cases” in which $500 is collected during the federal fiscal year. There is no provision in the law allowing a State to collect less than $25.

HHS-0020 – Long-Term Care
· What exactly do we mean by “tighten member eligibility provisions”? 
The eligibility provision would be improved with the integration resulting from the implementation of recent legislation.
· How do anticipate spreading the reduction to the providers?
The reduction would be split evenly between Home and Community Based (HCBC) providers (approximately $177,209) and Independent Services and Supports (ISS) providers (approximately $117,209).
· Please describe what these changes would be and how it would impact the members.
By improving the eligibility provision, it is estimated that approximately 134 consumers would no longer receive services. Based on the average cost per consumer (HCBC - $7,500 / ISS – 


$1,600), there would be approximately 24 fewer consumers served in HCBC and 110 fewer consumers served in in ISS for a total of 134 consumers impacted by the proposed reduction. 

HHS-0021 – Independent Housing with Services and Affordable Assisted Living
· Please provide a detailed description of what this proposal is and how the savings will be achieved.
This proposal would result in the following reductions:
· $50,000 reduction to the Elder Care Network.
· $75,000 reduction to the eight Independent Housing with Support Services and the seven Assisted Living Facilities.
· Please include the background on “rate standardization”.
· What the problems are? Why the problems exist?
· Why these changes are a good idea?
Rates vary among the different facilities for certain services. For example, care coordination ranges from $35 to $80 per month. Other services with rate variances include rates for meals, personal care services, chore services, and emergency response services. This proposal would standardize these rates for all facilities. Standardizing rates will ensure that the Department reimburses providers in a consistent manner for similar services.
· Please describe what we mean by “consolidation of services and delivery”; i.e. will we provide less services or will coordination of services be improved in order to provide the same quality of services?
It may mean that fewer services will be provided as a result of the rate standardization review process. The $50,000 reduction to Elder Care Network will result in fewer clients served by that program.

HHS-0022 - Suboxone
· Would we be allowed to implement this 2-year limit retroactively. For example, if an individual began treatment on 1/1/10, would we be allowed to stop paying for treatment on 12/31/11? Or would we only be able to enforce this change for members who begin treatment on, or after, the effective date of the change in policy?
Yes; a 30 day notice would need to be provided to members.
· Would members transition to Methadone once they hit the 2-year limit on Suboxone? How do we prevent this from happening?
In fact, we do not want to discourage the transition of members from Suboxone to Methadone. Members who transition from Suboxone to Methadone are generally trying to successfully recover. Additionally, there is more control of Methadone because it is dispensed in a Methadone clinic, it is less expensive, and more difficult to abuse. If there is a shift from Suboxone to Methadone, we do not anticipate it affecting the cost savings projected.
· How does this limit apply to members who pay with cash?
This limit does not apply, because we cannot limit a member who pays with cash.

HHS-0023 – 5% Outpatient Reduction
· What is the overall impact to hospitals resulting from this reduction in reimbursement?
Non-critical access hospitals will receive 5% less reimbursement for services provided.
· Does this proposal shift, or increase costs, to private insurance/payors?
There is the potential that this decrease could be shifted to private insurance and private payors.
· Which hospitals would not be impacted?
Critical access outpatient hospitals would not be impacted.

HHS-0024 – Head Start
· What is the total funding received by the Head Start programs; including non-profit and private contributions?
Unfortunately, the only information required of the programs is a copy of their Federal Award letter. No information about private donations/contributions is collected for these particular agreements.

	Agency
	State Funds (General and Other Special Revenue Funds)
	Federal Awards & Other Funds supporting overall Program

	Androscoggin Head Start & Child Care
	$258,532 
	$2,382,508 

	Aroostook County Action Program
	$271,333 
	Not available

	Child & Family Opportunity Inc.
	$393,727 
	$2,205,639 

	Community Concepts Inc.
	$340,270 
	$2,896,741 

	Kennebec Valley Community Action Program
	$393,727 
	$2,892,394 

	Midcoast Maine Community Action
	$366,527 
	$2,545,670 

	Penquis Community Action Program
	$508,702 
	$5,130,191 

	People’s Regional Opportunity Program
	$544,917 
	$3,431,454 

	Southern Kennebec Child Development Corporation
	$228,102 
	$2,595,953 

	Waldo Community Action Program
	$220,336 
	$1,679,185 

	York County Community Action Corporation
	$233,935 
	Not available

	Total of Identified Funding
	$3,760,108 
	$25,759,735 



· What activities do the Head Start programs pay for with the General Fund money they receive from the State?
The General Fund money is used by Head Start programs to fund the following activities:
· Training Opportunities: CPR; Scheduled, mandated parent trainings
· Abuse & Neglect
· OSHA Regulations Disease Transmission 
· Serve Safe
· Transitions
· Computer Training

· CDA
· Associate/Bachelor Degrees in Early Childhood (support 2 semesters)
· Maine Roads to Quality Training
· T/TA Activity
· Referrals
· Increase Child Outcomes in Numeracy & Science
· Increase service to families with Incarcerated Parents
· Increase Outcomes in Non-ERF classrooms in language and literacy
· Training for new EHS staff & Site Supervisor
· Clarify software support and use Health Report 402
· Expand Parent, Classroom & Sub training to DLL
· Playground safety
· Health & Nutrition training
· Early Childhood training and mental health training
· Enhance support staff skills
· Early Childhood development & literacy
· Family Services Support training
· Wellness Agency training
· Infant Toddler Training
· Master Degree coursework.
· Would this impact the programs ability to match federal dollars? If so, how do we propose that they would meet this obligation absent the General Fund contribution?
Per the Head Start federal regulations, the matching requirement for federal financial assistance to Head Start grantees, is that federal monies cannot exceed 80% of the total costs of the program. However, there is no regulation stipulating the source for the remaining 20% of funding that is required. 

The fiscal year 2011 Federal Funds awarded for Maine Head Start programs was $28,548,027 and the matching requirement was $5,709,605.

There are 11 Head Start grantees in Maine. If programs divided the match requirement equally, each program would need to secure $519,055 dollars locally through traditional fundraising methods such as private grants, donations and strong business partners. Of the eleven grantees, six are in Community Action Programs.
· Please provide a history of how the State originally began to provide General Fund dollars to the Head Start programs.
The State General Fund support for the Head Start program was implemented in 1983 as part of a broad education reform effort, which included pre-K (4 year olds only) in the Essential Programs and Services formula for school funding. The Legislature specifically designated funds for Head Start comprehensive services in order to expand those services where current federal Head Start programming existed and must be directed to Head Start grantees in the State of Maine. 
[bookmark: _GoBack]
The services supported by these funds must align with Federal Head Start Performance Standards. These funds must be awarded to the agencies competitively selected and awarded the Federal Head Start Program by the Administration for Children and Families, U.S. Department of Health and Human Services. 

An agreement supporting a single Head Start program for the State of Maine was signed by the Maine DHHS and the US DHHS on 5/10/2000. This agreement states that Maine has the authority to allocate State funds to existing Federal grantees only. The original allocations were based on a determination of unmet need in each county.
· What are the goals and objectives of the program? Are we meeting/achieving the goals and objectives?
Since its inception, Head Start’s primary mission has been to prepare children for success in school. Local programs have worked hard to meet high standards in serving children and families. Local Head Start management teams, governing boards, Policy Councils, training and technical assistance providers, and federal staff have cooperated in implementing a variety of carefully planned initiatives to improve program quality and outcomes. 

The performance standards that are in place seek to ensure that eligible Maine children receive high quality, comprehensive early care and education services that foster children’s growth and development by supporting and nurturing their social, emotional, and cognitive and 

physical development. Program Information Report (PIR) data indicates that the State of Maine has consistently met (Physical Health, Mental Health) goals and objectives outlined in the Federal Performance Standards set forth by Administration for Children and Families (ACF). 

In Maine, there is a considerable shortage of dentists, and in particular, of those who accept MaineCare (Medicaid). This is one category in the annual (PIR) in which Maine falls behind Head Start programs in the rest of New England and most of the nation. Maine Head Start Directors are working with Maine Dental Access Coalition to address this health concern.

HHS-0025 – WrapAround ME
· Please provide how this “approach” has been evaluated?
Nationally, the wraparound approach has been evaluated with controlled (experimental and quasi-experimental) studies. It has been shown to be effective when implemented to fidelity- outcomes which have consistently been shown in-favor of the wraparound group as compared to the control group, most prominently related to decreased use of residential treatment, improved mental health outcomes, increased school success and decreased juvenile justice recidivism rates.

In Maine, two evaluations of Wraparound Maine have been conducted. 
· The Muskie School at the University of Southern Maine (conducted since 2007), has assessed fidelity to the model, agency performance and several outcome areas for children involved in the WrapAround Maine approach.
· The DHHS Office of Continuous Quality Improvement, has examined mental health service use and costs associated with WrapAround participants.

The authors of both evaluation reports make it clear that while children involved in WrapAround Maine experienced improved outcomes and have had decreased costs following enrollment, we cannot definitively conclude that these improvements were solely attributable to WrapAround, because other mental health treatment services were often concurrently 

provided. For example, child welfare-involved children, a similar practice model and permanency planning was already in place prior to WrapAround involvement.
· Provide an analysis that identifies how successful this program has been since implementation.
Attributing the success of the WrapAround ME approach is difficult because of the other treatments and practices that are often already in place when a child is enrolled in Wraparound Maine. The evaluations have shown that WrapAround ME participants have decreased system involvement following Wraparound Maine. Functioning, as measured by the Child and Adolescent Functional Assessment Scale showed an average improvement of 28 points for children enrolled in WrapAround ME. However, this improvement may have been 
due to a treatment service. Children enrolled in Wraparound Maine were less likely to be hospitalized in a psychiatric facility and had less emergency room visits for psychiatric reasons. There was also a decrease in number of days spent in residential treatment. The cost study showed an average decrease in per child mental health expenditures of $17,000, but this may be attributed to the completion of the mental health treatment that would have occurred anyway. We believe Wraparound Maine has strongly contributed to improved outcomes for the relatively small number of children it has served.
· Provide an analysis that identifies the different community programs and dollars that are provided to these children and families (i.e. in addition to WrapAround ME). 


¹ Targeted Case Management (TCM) expenditures pre-Wraparound initiation reflect use of non-wrap TCM services.  Wraparound Maine services are billed  
   through Section 13 Targeted Case Management. The increase in TCM expenditure pre to post reflect the initiation of Wraparound services.
² Residential Treatment Services includes all PNMI Child Care and Crisis Residential facility expenditures.

· Provide an assessment on the number of children and families that would be affected, how services would continue to be provided, in what manner and with what funding.
Wraparound Maine serves up to 280 families at any given time. As mentioned above, since Wraparound is a process, rather than a distinct service, most, if not all, wraparound involved children are concurrently receiving mental health treatment and other services and represent a small percentage of the more than 24,000 children served annually by the children’s behavioral health system. These services would continue to be provided. 

The services outlined in the MaineCare benefits manual, such as outpatient counseling, home and community treatment, targeted case management and others, would continue with MaineCare funding and as provided in the current system of care. While children in need of targeted case management would continue to receive it, the intensity and quality of case management provided through wraparound will not be provided. 

Access to flexible funds is another piece of Wraparound Maine. Children served by child welfare or children’s behavioral health will continue to have access to some flexible funds, but on a much smaller scale than is currently available through WrapAround Maine. 

Child welfare-involved children would continue to receive an integrated planning approach towards the goals of safety, permanency, and well-being, as provided by state child welfare caseworkers. While much of these services and supports will continue to be provided, there will still be a relatively small number of children with the most complex needs that will be negatively affected by the loss of WrapAround Maine. 

Through our continuous quality improvement efforts we have been increasingly more effective in serving these children and we will continue towards that goal by strengthening the parts of the process that are not reliant on funding.
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Pre-Post Services Data Tables

				Wraparound Maine Service Use and Cost Study Summary

				Revised Date: 6/14/2011

				Prepared for Office of Child and Family Services and Wraparound Maine Leadership Council

				Study Sample=148

		Child/Youth Demographics

				Table 1: Child Demographics Summary														Table 2: Number of Children/Youth in Sample by Wraparound Provider

				Age Group				Male		Female		Total						Provider						Number		Percent

				6 to 12 Years				28.6%		38.0%		31.8%						Sweetser						46		31.1%

				13 to 17 Years				69.4%		60.0%		66.2%						Wings						30		20.3%

				18 Years and Older				2.0%		2.0%		2.0%						Youth Alternatives						22		14.9%

				Total				66.2%		33.8%		100.0%						Kennebec Behavioral Health						19		12.8%

				Average Age (in Years)				13.77		13.35		13.62						Spurwink						17		11.5%

																		Catholic Charities						14		9.5%

																		Total						148		100%

				Table 3: 12-Month Pre-Wraparound Enrollment MaineCare Service Use

				Service Type						Percent Users		Number of Users

				Targeted Case Management (Wraparound Maine)						72.3%		107

				Emergency Room (MH)						48.6%		72

				Outpatient Psychiatric Treatment						18.2%		27

				HCT Services						45.3%		67

				Crisis Intervention & Resolution						43.9%		65

				Residential (PNMI) Services						46.6%		69

				MH Outpatient Treatment (Sec 65)						52.7%		78

				Medication Assessment & Tx						37.8%		56

				Psychiatric Inpatient Tx						31.8%		47

				Other MH Services						12.2%		18

				Child ACT						8.8%		13

				Day Treatment						10.8%		16

				Day Habilitation						6.1%		9

				Note: Percentage does not add to 100% because children and youth may use more than one service.

				Summary of 12-Month Pre-Wraparound Enrollment MaineCare Service Use (based on the above chart)

				The above chart depicts the use of MaineCare mental health service for Wraparound Maine children/youth in the study sample during the 12-month period before enrollment into Wraparound Maine.

						The findings indicate that these children/youth were relatively high utilizers of mental health services with:

						§  Nearly one-half (47%) using residential (PNMI) services;

						§  Nearly 1 in 3 children having a psychiatric inpatient stay;

						§  One-half (49%) using Emergency Department services; and

						§  Nearly three-quarters (72%) having used Targeted Case Management Services.

		Pre-Post Wraparound Maine Health Expenditure Summary

				Based on children/youth (n = 148):

				Total Mental Health Expenditures 12-months Pre-Wraparound initiation = $8,412,163

				Total Mental Health Expenditures 12-months Post-Wraparound initiation = $6,197,364

				Average Per User - 12-Month Pre-Wraparound initiation = $58,404

				Average Per User - 12-Month Post-Wraparound initiation = $41,873

				Average Per User Wraparound Expenditure = $7,664

				Table 4: Pre-Post Wraparound Mental Health Expenditures and Percent Change

				Service Type						Pre-Wraparound Expenditures				Post - Wraparound Expenditures				Pre-Post Difference				Percent Change

				Targeted Case Management (Wraparound Maine)						$412,808.52				$1,134,300.00				$721,491.48				175%

				Emergency Room (MH)						$32,204.56				$22,905.89				-$9,298.67				-29%

				HCT Services						$499,569.00				$511,935.58				$12,366.58				2%

				Crisis Intervention & Resolution						$152,326.30				$93,317.48				-$59,008.82				-39%

				Residential (PNMI) Services						$4,160,282.35				$2,753,771.41				-$1,406,510.94				-34%

				MH Outpatient Treatment (Sec 65)						$109,673.48				$157,860.86				$48,187.38				44%

				Medication Assessment & Tx						$45,409.07				$39,737.00				-$5,672.07				-12%

				Psychiatric Inpatient Tx						$2,609,971.50				$1,013,354.93				-$1,596,616.57				-61%

				Outpatient Psychiatric Tx						$14,882.22				$18,717.35				$3,835.13				26%

				Other MH Services						$14,151.88				$14,532.37				$380.49				3%

				Child ACT						$113,259.00				$62,982.21				-$50,276.79				-44%

				Day Treatment						$152,719.73				$198,137.36				$45,417.63				30%

				Day Habilitation						$94,905.02				$175,811.69				$80,906.67				85%

				Total Mental Health						$8,412,162.63				$6,197,364.13				-$2,214,798.50				-26%

				Table 4 displays total MaineCare expenditures for mental health services 12 months before and 12 months after receiving Wraparound Maine Services.

				Table 5: Pre-Post Wraparound Average Per Child Per Year Mental Health Expenditures

				Service Type						Pre-Wraparound Average Per Child Expenditures				Post-Wraparound Initiation Average Per Child Expenditures				Pre-Post Difference				Percent Change

				Targeted Case Management (Wraparound Maine) ¹						$3,858.02				$7,664.15				$3,806.13				99%

				Emergency Room (MH)						$441.16				$467.47				$26.31				6%

				HCT Services						$7,456.25				$6,735.99				-$720.26				10%

				Crisis Intervention & Resolution						$2,343.48				$1,637.15				-$706.33				30%

				Residential (PNMI) Services ²						$60,293.95				$43,027.68				-$17,266.27				29%

				MH Outpatient Treatment (Sec 65)						$1,406.07				$1,835.59				$429.52				31%

				Medication Assessment & Tx						$810.88				$779.16				-$31.72				4%

				Psychiatric Inpatient Tx						$55,488.75				$31,667.34				-$23,821.41				43%

				Outpatient Psychiatric Tx						$551.19				$693.23				$142.04				26%

				Other MH Services						$786.21				$968.82				$182.61				23%

				Child ACT						$8,712.24				$6,998.02				-$1,714.22				20%

				Day Treatment						$9,544.98				$7,925.49				-$1,619.49				17%

				Day Habilitation						$10,545.00				$14,639.64				$4,094.64				39%

				Total Mental Health						$58,403.91				$41,873.16				-$16,530.75				28%

				Table 5 shows the average annual per child expenditures by mental health service area for pre-post study periods.

				Summary of Pre-Post Wraparound Mental Health Expenditures (based on the above tables)

				The results indicate a 28% reduction in overall mental health expenditures, following the initiation of Wraparound and significant expenditure reductions in the following service areas:

						§  Crisis Intervention and Resolution Services;

						§  Residential Treatment Services;

						§  Inpatient Hospital Services; and

						§  Children's Assertive Community Treatment.

				Following the initiation of Wraparound services, expenditures increased in the following areas:

						§  Mental Health Outpatient Services (Section 65: MH Agency Based);

						§  Mental Health/Psychiatric Outpatient (Hospital Affiliated); and

						§  Targeted Case Management (indicates expenditures associated with Wraparound Services).

				Notes: Summary based on MaineCare Paid Claims extract of child/youth recipients of Wraparound Maine services.  Pre and post Wraparound initiation periods are based on actual admission date into Wraparound Maine.  Paid claims data was extracted based on da

				Study Time Periods:				12-month Pre-Wraparound reflects the 12 month period before initiation of Wraparound Maine.

								12-month Post-Wraparound Initiation is the 12 month period starting at the date the child entered Wraparound Maine.

				¹ Targeted Case Management (TCM) expenditures pre-Wraparound initiation reflect use of non-wrap TCM services.  Wraparound Maine services are billed through Section 13 Targeted Case Management. The increase in TCM expenditure pre to post reflect the initia

				² Residential Treatment Services includes all PNMI Child Care and Crisis Residential facility expenditures.



&R&"Calibri,Regular"&8&P of &N



Pre-Post Services Data Tables

		Targeted Case Management (Wraparound Maine)		Targeted Case Management (Wraparound Maine)		Targeted Case Management (Wraparound Maine)

		Emergency Room (MH)		Emergency Room (MH)		Emergency Room (MH)

		Outpatient Psychiatric Treatment		Outpatient Psychiatric Treatment		Outpatient Psychiatric Treatment

		HCT Services		HCT Services		HCT Services

		Crisis Intervention & Resolution		Crisis Intervention & Resolution		Crisis Intervention & Resolution

		Residential (PNMI) Services		Residential (PNMI) Services		Residential (PNMI) Services

		MH Outpatient Treatment (Sec 65)		MH Outpatient Treatment (Sec 65)		MH Outpatient Treatment (Sec 65)

		Medication Assessment & Tx		Medication Assessment & Tx		Medication Assessment & Tx

		Psychiatric Inpatient Tx		Psychiatric Inpatient Tx		Psychiatric Inpatient Tx

		Other MH Services		Other MH Services		Other MH Services

		Child ACT		Child ACT		Child ACT

		Day Treatment		Day Treatment		Day Treatment

		Day Habilitation		Day Habilitation		Day Habilitation



72.3

48.6

18.2

45.3

43.9

46.6

52.7

37.8

31.8

12.2

8.8

10.8

6.1

0.723

0.486

0.182

0.453

0.439

0.466

0.527

0.378

0.318

0.122

0.088

0.108

0.061




