DHHS/ OCFS/ CBHS Provider Meeting Minutes
January 26, 2012

(Districts 3, 4, 5)
Kathy Alley, Children’s Behavioral Health Team Leader: Opened the meeting and gave us a few updates including:
We are moving forward with the children’s waiver. There is a list of required documentation listed on the website if anyone is interested in viewing them. The children’s applications will hopefully be ready by early to mid February. We are working with providers who are interested in working to provide this new service. 

Case managers, who are referring children for temporary out of home treatment, needs to speak with our mental health program coordinator that covers that area. This must happen prior to the application coming in to us. The application needs to be completed five days after the decision is made at the planning meeting. Two days will be used to make the decision regarding if the child is approved or denied. Then, this information will go to the medical director and a decision letter comes out whether or not they are approved or denied for the service (one more day). The case manager will need to make referrals to the recommended facilities within two days. Documentation must be sent to the facility; and the case managers must document delays for any reason. The facility has seven days to decide if they will accept the referral; and that facility has seven days to admit the child.
Doug Patrick, DHHS / OCFS:  Regarding updates on the waiver: Families will not be able to access these services right away. There is a need for a rule proposal. Providers need to be enrolled in the Maine Integrated Heath Management Solution (MIHMS) system. There will be a six week period to look at the applications and prioritize them. There is prior authorization and there must be a medical necessity in order to be approved. Case managers need to help families put the documents together and need to work with child protective when needed.
Therese Cahill-Low, DHHS / OCFS Director of the Office of Child and Family Services:  There are budget concerns with PNMI, Children’s Services, etc. Every proposal put forward, we are struggling with due to budget constraints. We can no longer  sustain anything that relies on state funding. No specific changes have been decided yet. How are we going to provide services to children that need services is the question? Changes need to be made but we have not decided how this will occur. PNMI is not being considered as part of the cut. However room and board costs will be impacted. The budget should be voted on next week.  Hopefully the legislature should have voted on it by next Friday. 

Treatment foster care is being considered as double dipping. Therefore the treatment foster care system as we know it will no longer exist and will have to be converted to something else.
Streaming task force is going to be going through. Reduction of ‘Wrap-Around-Maine’ is in the proposal to be eliminated. According to Therese there is a need to eliminate 80 million dollars across the state because MaineCare continues to cycle up. We need to be able to figure out how we can sustain these services. We also need different ideas from people. If you will go to the OMS website, look on the left side tab, then click on the PNMI workgroup tab – it will take you to those documents. 
IMD any programs that have more than eight beds. If any agency has more than eight beds, then they will need to do an analysis on that facility and they have until May to get that information completed. 

If there any questions regarding what Therese has shared today please email her @ 

Therese.Cahill-Low@maine.gov / or send them to Doug @ Douglas.Patrick@maine.gov
Gary Bell, Provider Relations at MaineCare: Covers Cumberland and York Counties for MaineCare Section 65 services. 

Recently, Maine Integrated Health Management Solution (MIHMS) went through an upgrade. More information will be added to that system soon. However for now they have been put on hold. A lot of Section 65 information is processing very well. There are trainings that will be proposed for any new changes, and that will be happening starting late February.
MaineCare RCS - Section 28 services states that a person must be a Behavioral Health Professional or BHP (for staff). People need to follow the mental health licensure for the staffing. Parents or primary care givers cannot be paid as a BHP for their child.

Provider Relations phones will be down for a few days since they are moving to another building at 220 State Street. His phone number is 624-6941 if you have any questions he can help you with.
If you access the MIHMS website, it will tell you who your provider relations person is. Gary.Bell@maine.gov  can forward emails to the right person. 

Veronica Dumont, DHHS / OCFS Continuous Quality Improvement: 

Her department is busy assessing training needs. Veronica shared that raters will need to be trained every two years for CAFAS. When you go into the training calendar on the CBHS website then you notice a variety of dates available for the training of new raters. Booster trainings are linked to a certified training but don’t have to sit through two days of training. You are provided the training materials and then it is submitted to the certified trainer.

CHAT assessments go to Veronica Dumont and her email is: veronica.dumont@maine.gov
Sheryl Peavey, Director DHHS / OCFS Early Childhood Division 
Sheryl presented information on the Maine Families Home Visiting Program..  The Evidenced Based Home Visiting Program has been a priority of the Maine Children’s Growth Council.  Their Annual Report, and more information can be found at http://mainefamilies.org. if you are interested in learning more about this program.
The goals of the program are to support parents in developing self-sufficiency in their ability to provide a safe and healthy environment for their new babies.   This program is a four year program funded with federal grant dollars.  Part of the grant has to do with collaboration with all agencies serving families with infants and young children so that home visiting services do not overlap.  Half of the funding is going to direct service.

The service begins prenatally with enrollment, evaluations of family stressors and support to make appropriate appointments.  At this time there are almost 100 trained visitors distributed throughout the state.  They have served an average of 45 families each throughout the year and have collaborated with other home visiting programs in their area in order to reach all the families needing service. 

The service generally continues for the next 3 months after birth making sure supports are put in place for the family to continue to keep their baby healthy and safe.  Typically a family will receive an average of 8 visits from the Home Visiting program.  The service can in some instances continue until age 3 if needed and particularly in cases where head trauma is of concern.  There are 34 different benchmarks that the program addresses having to do with health and safety, adequate prenatal care, exposure to substances including tobacco.  Treatment is not included in the program.  They are documenting changes that take place to make the home healthier and safer for children starting out in life.  The program is discontinued at age three as they are putting all their resources into intense up front and pre-natal work.

This coming year they will be partnering more with agencies working with tribes to address fetal alcohol concerns.  Sheryl provided us with a handout with contact information for 12 agencies working across the state that are working with this project.  This information can also be found at the http://mainefamilies.org website. If you have further questions, please email her at:  Sheryl.peavey@maine.gov
Scott Gagnon, Substance Abuse Prevention Coordinator Healthy Androscoggin

Data on youth substance abuse in Maine is gathered every two years through the Maine Integrated Youth Heath Survey. Data from the 2009-2010 survey was presented today.  2010-2011 data will be released by the end of January 2012.  Question on tobacco, alcohol, and illicit drug use are on surveys for 5th/6th graders, middle school and high school youth.  Scott’s power point presentation showed data form from Western, Central, Midcoast  Areas as compared to total Maine data. 

Some significant findings:  

· One out of five middle school youth in Maine believe there is “no risk” or “slight risk” when people have five or more drinks of alcohol in a row once or twice a week (aka binge drinking.

· One out of three middle school you in Maine believe there is “no risk or “slight risk” when people take one or two drinks of alcohol nearly every day.

· Roughly one out of two middle school students in Western, Central and Midcoast Maine believes a kid smoking marijuana would “probably not” or “definitely not” get caught by police. All three districts are above the Maine average.  

· 15% of middle school youth report use of other drugs.  They have sniffed glue, breather the contents of spray cans, or inhaled any paints or sprays to get high (aka inhalant abuse or “huffing”) 11% have taken a prescription drug without a doctor’s prescription.

· One out of five Maine high school students said they were offered sold or given illegal drugs on school property in the past year.

· One out of five Maine high school students said they have been high or drunk at school in the past year.

Scott’s presentation included signs and symptoms of substance abuse that may be observed at home or with school work as well as in appearance, behavior and social interaction.  The presentation included the effects of specific drugs; alcohol, marijuana, opioids (heroin, opium), stimulants (cocaine, amphetamine, methamphetamine, inhalant abuse and finally “bath salts” and other synthetics.  Prevention tips for parents were offered emphasizing communication and parent modeling.

The Maine Integrated Youth Health Survey can be found at www.maine.gov/youthhealthsurvey   Scott can be contacted at gagnonsc@cmhc.org and more information can be found a www.healthyandroscoggin.org   Scott also has readily available NIDA (National Institute on Drug Abuse) handouts on Commonly Abused Prescription Drugs and Commonly Abused Drugs if anyone is interested in requesting this information..

Kelly Parnell, APS / Clinical Administrative Healthcare Manager 

Kelly distributed a power point for Utilization Review and Clinical Documentation dated December 2011.  This packet gives an overview of “Medical Necessity”.  It explains the Utilization Review Process and what clinical documentation is asked for (screen by screen) in order for reviewers to make a determination.

The role of the reviewers is to assess the information entered to determine if the service is medically needed.  They will be looking for a clinical thread to be evident throughout the process.  They will be looking at a discharge plan, natural supports and symptoms.  The CHAT score should be placed within the Additional Information section.  The YOQ score is also place in the Additional Information section. This section is very helpful but should be a short explanation and/or listing of scores.  Agencies sometimes make a template of what might be added in this section.  Reviewers will want to have a clear picture of what next plans will be for each step in the service.

The review can be put on hold if more information is needed.  You should be informed within 5 days of submission.  Targeted Case Management (TCM) is looked at as an episodic treatment with natural supports put in place as much as possible.  There is now a 5 year history to look at. If children are in service for a long time, a CM may be asked more questions as to why.  For TCM, a reviewer will be looking especially at what services a child is being linked with so that the CM is able to step out and the parents have enough information to cover the support needed for the child.  The plans should explain how symptoms are being addressed.

For Section 65 Home and Community Treatment (HCT) an application can be put on hold if information is not complete.  Reviewers wish to see units decreasing as they are moving towards discharge.  It is important to add all new scores in for reauthorization considerations.

Some special considerations:  HCT and Outpatient consecutively.  This can usually be done for 1 month as a transition from one service to the other.  In rare cases both services might stay in if treatment is for different entities.  Can 2 siblings be treated simultaneously if different goals are established?  That would be a discussion with APS and Doug to try to work out any unusual situations.  For hospitalizations a Case Manager would stay in monitoring towards discharge and making sure services for discharge were arranged.  For HCT, if the child is going to be hospitalized for much longer than a week, the service should probably back out.  Carla Stockford is the Clinical Supervisor and can be contacted for unusual circumstances.  

Appeal and Denials:  Check notes for denials and call back if asked.  About 1% is asked to call back.  Members can appeal (and sometimes providers).  If a rejection occurs, make sure the family gets active if they wish to appeal.  A partial denial is usually because something is incorrect on the application (ex. wrong address).  

There are monthly call-in times for group discussion and questions.  Contact kparnell@apshealthcare.com or www.qualitycareforme.com for further clarifications, updates and new information.

Next Quarterly Provider Meeting:  April 26th  (Riverview Psychiatric Hospital)

Minutes were submitted by:


Sharon Sylvester, Quality Improvement Specialist


Sandy Barringer,  Enrolment Specialist 
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